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EXECUTIVE SUMMARY
The Patient Engagement Toolkit aims to harness two distinct – yet innately connected – tenets of
patient engagement: qualitative and quantitative. Both equally significant, they are natural com
plements when attempting to gauge, evaluate, and understand the patient experience. Embedded
within this toolkit are the tools by which a Community Health Center (CHC) may undertake both
qualitative and quantitative patient engagement initiatives. Comprised of a series of implemen
tation guides, this toolkit will allow users to create a foundation upon which they may impact
patient engagement, regardless of clinic size or geographic location. The efforts described herein
are intended to supplement existing work, and capitalize upon the existing infrastructure within
a CHC. Designed to be minimally impactful, but vastly effective, the initiatives found within pro
mote improved health outcomes, enhanced understanding of the patient experience, and increased
opportunities for collaboration outside of the immediacy of the CHC setting.
Observance of a notable gap in patient engagement encouraged this pilot project. Greater under
standing of the patient experience informs quality improvement activities, encourages a more
advanced method of patient feedback, and ensures patients truly are at the center of their care in
a way that is meaningful to them. This level of engagement facilitates continuous quality improve
ment, as well as enhanced levels of interaction with the CHC and the surrounding community. In
partnership with The Colorado Health Foundation, Kaiser Permanente Community Benefit, and
Colorado’s 18 CHCs, Colorado Community Health Network (CCHN) facilitated opportunities to
enhance the patient experience.

Patient Experience Data

Using quantitative methods such as patient experience surveys and clinical quality measures al
lows CHCs to look at patient engagement in a well-defined and validated manner. It also provides
a clinic-level and organizational-level perspective on a patient’s experience in the CHC system.
The first piece of the toolkit describes the methodology by which a CHC may collect an objective
understanding of the patient experience. The Patient Experience Survey provides a quantitative
approach by which CHCs might understand patients’ experience as they access services and care
delivery within the CHC system. CCHN utilized the Consumer Assessment of Healthcare Providers
and Systems (CAHPS) to evaluate patient satisfaction. Aligned with the National Committee for
Quality Assurance (NCQA) 2013 Patient Centered Medical Home (PCMH) standards, the CAHPS
survey aims to gauge the patient experience and allows the collecting body to use the data for
quality improvement initiatives. CHCs are also able to access national averages from the CAHPS
database, maintained by the Agency for Healthcare Research and Quality (AHRQ).
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Patient Advisory Councils

A qualitative method by which one might measure
patient engagement takes shape in the form of a pa
tient advisory council. A patient advisory council
nurtures and activates the patient voice, generating
a forum in which this voice can engender feed
back, facilitate systems change, and improve health
outcomes. Where patient experience tools offer a
quantitative explanation of the patient experience
within the CHC, the patient advisory council has
emerged as a useful method by which the CHC can
foster a robust dialogue between patients and staff
that goes well beyond a written survey. The second
portion of the toolkit, the Patient Advisory Council
Implementation Guide, provides a detailed sche
matic for implementing patient advisory councils.
Three desired outcomes should fuel these efforts:
1) CHCs may advance their mission to provide
patient centered care through incorporation of the
patient’s voice into quality improvement projects,
2) CHCs might develop and implement projects
based upon patient recommendations, and 3) the
desire to implement patient advisory councils will
spread to other clinic sites within the CHC system.
Over the course of two years, CCHN piloted pa
tient advisory councils at four CHCs in Colorado,
in varying geographic regions with varied demo
graphic populations. Collecting the opinions of
participating patients presents many opportunities
for quality improvement at the CHC and ensures
that the CHC remains truly patient-centered.

Data for Quality

The third component of the toolkit details the use of
data for quality improvement and patient engage
ment. CHCs are currently collecting and reporting
data to various entities and should consider using
and sharing this data with staff and patients. Data
should be presented in an accessible and useful
manner, allowing staff at all levels to increase ac
countability, gain empowerment, and understand
better patient health outcomes.
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Social Determinants of Health

The final portion of the toolkit addresses social determinants of health. The Social Determinants
of Health Implementation Guide contains a curriculum to be used with patients and staff, a work
shop, and needs assessment tool. Patient feedback related to the unique experience as a user of the
CHC becomes increasingly valuable when the context of the experience is associated with their
socio-cultural experience. An understanding of social determinants of health, and the barriers and
assets that influence health outcomes can facilitate stratification of risk, enhanced and relevant care
coordination, and improved collaboration with community-based agencies. CCHN has developed
a curriculum, to be used with CHC staff and patients, to protract this understanding and identify
gaps and parallels between staff and patient perceptions.
Additionally, CCHN has created a workshop for CHC staff, designed specifically to increase staff
knowledge about social determinants of health. Finally, CCHN has developed a needs assessment
tool by which the presence and identification of social determinants of health within a CHC
community may be understood. This needs assessment tool may be used independently of or in
conjunction with the patient advisory councils. The tool is transferable, and can be utilized by any
CHC community. Furnished with the tools in the Social Determinants of Health implementation
guide, CHC staff are readily equipped to measure and evaluate these barriers and assets as they
exist within a CHC community, for both patients and staff.
This electronic copy of the Patient Engagement Toolkit contains the full appendix of tools and
resources, including the 53-page CHCs Leveraging the SDH (Social Determinants of Health) Work
shop, a resource not available in the print edition.
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DATA FOR QUALITY IMPROVEMENT
USING CLINICAL QUALITY DATA TO ENGAGE PATIENTS

Within this guide, each step of implementing a data
for quality project is discussed. Each sub-section
contains suggestions, best practices, and lessons
learned. At the end of each section, the reader will
find “Peer Pointers”, which are intended to assist
readers in gauging their readiness for this under
taking. These questions are intended to identify
possible gaps and evaluate a Community Health
Center’s (CHC’s) capacity for using clinical data to
engage patients for quality improvement.

quality measures in population management and
quality improvement. By collecting and sharing
clinical quality data with CHC staff and patients,
the quality improvement team can solicit feedback
and devise on-going improvements to the practice
setting.

INTRODUCTION

CHCs frequently receive requests from multiple
entities to report clinical quality measures. In one
such instance, CHCs are required to submit annual
data to the Bureau of Primary Health Care (BPHC)
as a condition of federal grant requirements for
the Uniform Data System (UDS). As a participant
in CMS’ Meaningful Use initiative, CHCs are also
asked to report data. For those CHCs located in a
state with Accountable Care Organizations, they
may have to report clinical quality measures to the
state Medicaid office. In an effort to acknowledge
multiple data asks, the aforementioned entities
work closely to ensure a more uniform strategic
direction, thereby reducing duplicative efforts and
streamlining reporting.

Clinical quality data offers a unique opportunity
for health care practices to engage in continuous
quality improvement. The collection of data fosters
robust discussions, emphasizing strengths, weak
nesses, and gaps previously unrealized. In 2010, the
Center for Medicare and Medicaid Services (CMS)
initiated the Electronic Health Record (EHR) In
centive Program, which includes implementation
of Meaningful Use. Through Meaningful Use, CMS
provides incentive payments to eligible profession
als, who measure and report clinical quality mea
sures with the use of an EHR program.
Additionally, the adoption of the patient-centered
medical home (PCMH) model by health care prac
tices contributes to the prominence of the culture
of data sharing and transparency. Specifically, the
National Committee of Quality Assurance (NCQA)
emphasizes the use of data in the PCMH model by
embedding key data points within their recognition
standards, further underlining the use of clinical

CHOOSING DATA
MEASURES

It is critical to strategically select which measures to
monitor. These measures should be promoted na
tionally, that includes a standardized data definition
similar to the clinical quality measures put forth
by UDS or Meaningful Use. This will also clearly
define the numerator and denominator for each
measure, as do ICD codes. According to BPHC’s
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19 Key Requirements, CHCs should develop and
maintain a quality improvement plan to monitor
chosen clinical measures on a quarterly basis. When
developing a data sharing program with CHC staff
and patients, it is highly recommended for CHCs
to use the same clinical measures as they selected
to monitor in their QI plan, in order to streamline
work and reduce the burden of extraneous data col
lection on the CHC and its staff. Using and sharing
the same data measures with different stakeholders
will provide a more robust understanding of the
CHC, its successes, weaknesses, and gaps. By using
the same set of data measures, CHCs will be able to
simultaneously balance resources required for re
porting and maintenance, such as data validation.
In addition, alignment of data measures allows the
CHC’s quality improvement team to ensure integri
ty in data reporting. Resources can be concentrated
on data validation such as performing chart audits.
CHCs should consider selecting a comprehensive
set of measures that fully reflects all areas of the
practice. The following are areas to consider:
•

Clinical quality measures: These measures
indicate the quality of care provided to the
patient population, and are evidence-based.
These metrics often measure and track
patient outcomes and can help CHCs to
assess compliance with evidence-based
guidance. Examples of this include: UDS
clinical quality measures.

•

Practice transformation measures: These
measures examine whether processes
implemented at CHCs are patient-centered
and are aligned with PCMH change con
cepts. Examples of this include: PCMH
measures on enhancing access and care to
patients.

•

Patient satisfaction measures: These
measures assess the patients’ experience in
accessing the services and care at the CHC.
More information can be found in Patient
Experience Survey. Examples of this include:
CAHPS Survey results.

•

Efficiency measures: These measures
evaluate whether the work implemented at
CHCs directly impacts reduction of costs
within the health system. Examples of this
include: the number of emergency depart
ment admissions or the number of hospital
readmissions.

Colorado Community Health Network (CCHN)
has developed a crosswalk replete with relevant
measures to assist CHCs in selecting a set of mea
sures that are nationally recognized and applicable
for reporting to multiple entities. Please see Appen
dix A.1 for this crosswalk.

PEER POINTERS
• What measures are relevant to your practice, both administratively and clinically?
• Who is involved in determining which measures to track?
• Is there a standard definition for the measures that you have selected?
• Are you reporting these measures to other entities already, or are these new measures for your
practice?

PATIENT ENGAGEMENT: A TOOLKIT FROM THE COLORADO COMMUNITY HEALTH NETWORK

DATA COLLECTION
AND ANALYSIS

A best practice for data collection is to extract key
data from the EHR. CHCs should work closely
with their EHR vendors, and together with their
own information technology staff, to correctly
capture selected data measures. This includes cre
ation of appropriate criteria according to the na
tionally-recognized measure definitions. This may
also include working with providers and billing
managers to ensure that the most accurate medical
codes are used to reflect patient care. Chart audits
are opportunities to determine whether the data
generated from the EHR system mirrors precisely
what has been documented in patient charts. Con
ducting frequent chart audits allow CHCs to ensure
high integrity and quality of their data, serving as
opportunities for thorough examination of data.
Once a data collection system has been implement
ed, reports should be generated on a consistent
basis. Monthly or quarterly data collection has
emerged as a preferred schedule. It is important to
define a timetable for the measurement period so
as to achieve comparability and validity.
See Appendix A.2 for a sample of a data collection
template.
Within each site, data may be stratified by provider.
For those CHCs with structured team-based care,
data may also be aggregated on a care team level.
It is important to include comparative data in the
data analysis. This may include organization-level
data, state or national average data, and national
targets.

PEER POINTERS
•

How are you capturing the data?

•

Are you using standardized definitions in
collecting data?

•

Has clinic staff been trained to use the same
billing codes to ensure consistency?

•

Do you have a mechanism to validate your
data?

•

How often are you generating data reports?

•

What benchmark are you measuring your
practice against?

DATA PRESENTATION

Data should be presented in a chart or table for
mat to allow for comparative analysis. There are
two unique ways to present clinical quality data:
it may be a cross-sectional report, which displays
data at one particular time; or a longitudinal report
displaying trends over time. A cross-sectional re
port is best used when highlighting comparative
data, particularly for CHCs with multiple sites or
different providers and care teams. Conversely,
longitudinal reports display performance over time
and are best used to gauge progress or decline. This
type of report is also known as trend report. In both
types of report, targets or benchmarks can be plot
ted against the data for comparisons.
Since clinical quality data can be cumbersome and
difficult to understand, it is important to make the
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data accessible for its respective audience. Below are
several tips on how to display comparative data:1
•

Make patterns easy to identify: When a
large amount of information is available,
users tend to seek trends and patterns,
thereby facilitating a more thorough under
standing of that which has been presented.
Therefore, using common symbols, such as
a traffic light or arrow, will help people to
more closely associate with what the data
depicts and what the current performance is
in accordance to targets.

•

Focus on topic of interests: Highlight
specific topics of interest within a category
to allow the audience to understand the
information. Using a rank-ordering or
tiered system will help the user to focus
more readily on the data.

•

Reduce the amount of data for users:
Adding a brief explanation is a simple tactic
that offers context and clarification for the
user. However, users tend to seek extremes,
and often identify only the outliers within a
graph. Therefore, less is more. Some strate
gies include displaying composite measures
or summary scores.

CCHN has worked closely with CHCs to present
data in an easily accessible manner. For an example,
see Appendix A.3.

ENGAGING PATIENTS
BY USING DATA

Data is a significant component of PCMH transfor
mation, and sharing data with all levels of a CHC is a
strong model to ensure continuous quality improve
ment. It is highly recommended that data is shared
during all staff meetings. This facilitates understand
ing, accountability, and exposure to the data, and
allows for a more meaningful and comprehensive
level of interaction across all levels of staff. The dis
1

cussion should be led by quality improvement staff,
who are uniquely poised to generate conversations
about emerging trends, and what the data means for
staff, for the CHC, and for patients. Issues raised in
these meetings may then be further investigated and
in turn, inform new quality improvement plans.
Sharing data with patients is an exciting opportunity
to discuss health care in a novel way. It is highly
recommended to present data to patients by the
most accessible means available, such as a patient
advisory council or CHC board of directors meet
ing. The moderating staff should be prepared to fa
cilitate a discussion to help patients understand the
data measures, giving context for their generation,
and providing narrative to explain their importance.
In addition, they should prompt patients to share
reactions and feedback. Documentation of feed
back, together with input from CHC staff, will offer
a more complete understanding of the successes,
weaknesses, and gaps of the CHC’s performance.
Furthermore, use of the data presentation as a meth
od to seek feedback from patients may bring forth
unexpected solutions not considered by the CHC.
Alternatively, a CHC may consider sharing data
within a patient portal, newsletter, or visual poster
display in the clinic setting. For instance, the staff
members of a Colorado CHC clinic site created such
displays that highlighted specific clinical measures,
such as controlled diabetes and cervical cancer
screening. These data displays were presented as a
trend report with site-level data and were placed in a
highly visible area, such as the patient waiting room.
Upon posting these displays, staff discovered an
increase in patient engagement. CHC staff reported
there has been an influx of questions and requests
for care related to the measures listed on the posters.
CHCs may also engage patients by providing reg
ular updates through distribution of a brief report,
sharing an abridged version of available data. See
Appendix A.4 for an example of an update report.

Aligning Forces for Quality. (July 2010). How to display comparative information that people can understand and use. Robert
Wood Johnson Foundation.
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PEER POINTERS
• Where and how are you displaying data to share with patients?
• How are you soliciting feedback from patients relating to data?
• Are the data displays easy to understand for patients?

CHECKLIST
•

Determine data measures to share with
patients.

•

Ensure measures are nationally recognized
with defined numerators and denominators.

•

Identify a benchmark for each measure.

•

Work closely with the IT staff to ensure
accurate EHR reports.

•

Work closely with clinic staff to ensure
utilization of accurate billing codes.

•

Schedule chart audits to ensure data valida
tion.

•

Run data reports on a regular basis (as
determined based by the practice’s prefer
ence).

•

Analyze data by calculating the average
and compare this against state or national
average data.

•

Develop data display.

•

Share data display with patients utilizing
chosen venue (waiting room, portal, and
newsletter).

• Solicit and track patient feedback.

CONCLUSION

Engaging patients to understand the practice’s per
formance by using data is an objective way to solicit
patient feedback. Patient interaction with data may
increase care sought, especially preventative chron
ic care, and may also encourage patients to provide
feedback related to clinic workflow. Using data
measures that the practice is currently collecting,
and capitalizing upon existing data collection in
frastructure, will streamline data collection efforts
and minimize impact on CHC staff actors. Collec
tion of data on a routine, scheduled basis is vital,
and contributes to on-going data validation efforts.
Additionally, enhancing the knowledge of the iden
tified data metrics for all levels of staff will increase
accountability and empowerment of clinic staff.
Use of a visually stimulating and inviting data
display assists patients in understanding data, and
encourages their participation in these efforts. By
engaging patients and increasing their comprehen
sion of clinic data, the practice may undergo con
tinuous quality improvement strategies, thereby
improving the patient’s experience and providing
patient-centered care.
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PATIENT EXPERIENCE SURVEY

EVALUATING HOW PATIENTS PERCEIVE KEY ASPECTS OF THEIR CARE
AT COMMUNITY HEALTH CENTERS

Within this guide, each step of implementing
a patient experience survey is discussed. Each
sub-section contains suggestions, best practices,
and lessons learned. At the end of each section, the
reader will find “Peer Pointers”, which are intended
to assist readers in gauging their readiness for this
undertaking. These questions are intended to iden
tify possible gaps and evaluate a CHC’s capacity for
implementing this survey.

to ask patients subjective questions related to their
satisfaction with the care they have received. In
contrast, patient experience questions explore the
patient’s objective experience at the CHC, from
check-in to departure. This exploration should
therefore specifically raise staff awareness of the
patient’s experience in the CHC.

BACKGROUND

Despite a common preference for using ‘patient ex
perience’ and ‘patient satisfaction’ interchangeably,
the two are distinct entities. Experiences may be
similar, but satisfaction with said experiences can
vary drastically.

The American Medical Association (AMA) ad
vocates the use of patient surveys as a model that
informs quality improvement efforts, integrates
patient feedback, improves staffing and workflow,
and promotes patient engagement. The National
Committee for Quality Assurance (NCQA) 2011
and 2014 Patient Centered Medical Home (PCMH)
standards place significant emphasis on measuring
patient experience and using that data to guide
quality improvement efforts. The NCQA standards
require that CHCs shift from patient satisfaction
to patient experience reporting and collect data on
the following domains:
1) Access
2) Communication
3) Care Coordination
4) Specialty Care Access
5) Self-Management Support
NCQA has fostered a clear distinction between
patient satisfaction and patient experience sur
veys. Patient satisfaction surveys are more likely

INTRODUCTION

Historically, patients are asked patient satisfaction
questions. However, they generally focus on how
well patients’ expectations are met, their prefer
ences, and the quality of their care. The patient
satisfaction questions tend to be subjective and
non-specific. Examples include:
•

How do you rate your doctor’s caring and
concern for you?

•

How satisfied are you with the appointment
system in your health center?

Patients are typically given multiple choice answers
for these satisfaction questions. They also tend to
be more subjective, using answer categories such
as:
• Strongly agree, agree, neutral, disagree, and
strongly disagree
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Although the quality improvement team may
assign value to each of the answer choices, these
answers often yield skewed results. Therefore, the
subjectivity of these questions makes it difficult to
use this data to plan and develop successful quality
improvement programs.
In contrast to this, experience questions relate to
the patient’s objective experiences in the CHC and
aim to avoid value judgments and the effects of
existing expectations. The primary focus is to ask
patients to report on their experiences with specific
aspects of care in order to provide information that
is not biased by different expectations. Examples of
experience questions include:
•

•

In the last 12 months, how many days did
you usually have to wait for an appointment
when you needed care right away?
In the last 12 months, did anyone in your
provider’s office talk with you about specific
goals for your health?

These questions focus instead on asking patients
about specific events that are indicators of health
care quality. In addition, multiple choice answers to
experience questions are more objective, and may
be similar to:
•

Same day, 1 day, 2-3 days, 4-7 days, more
than 7 days

•

Never, sometimes, usually, always

Experience questions also frequently ask about
patients’ experiences over the course of a set peri
od such as the last 6 or 12 months, rather than in
general or on a specific day.

CAHPS SURVEY

An effective tool for administering patient ex
perience surveys is the Consumer Assessment
of Healthcare Providers and Systems (CAHPS)

family of surveys. The CAHPS surveys offer a
multi-dimensional understanding of the patient
experience. This tool is funded and overseen by the
U.S. Agency for Healthcare Research and Quality
(AHRQ), which works closely with a consortium
of public and private research organizations to de
velop, validate and maintain the CAHPS surveys.
This consortium has established a set of principles
to guide the development of the CAHPS surveys
and related tools. This includes identifying and
supporting patients’ information needs, ensuring
comparability of data, and maintaining surveys in
the public domain for open access. The CAHPS
surveys have undergone a rigorous development
process with multiple steps including literature
review, input from technical expert panel, focus
groups, and field testing.
AHRQ has published a series of CAHPS surveys
that serve the range of health care services at
multiple levels of the delivery system. Perhaps
the most useful CAHPS survey tool for CHCs is
the Clinician and Group Survey found within the
PCMH item set. This survey group may be found
on AHRQ’s CAHPS Survey website. This survey set
enables CHCs to access patients’ experiences with
in the domains of primary care related to PCMH.
This expanded survey set includes questions
related to core tenets of PCMH including access,
specialty care, care coordination, communication,
and self-management support. The survey set con
tains 52 items which assess the patient’s experience
across a 12 month time period.
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CAHPS SURVEY IMPLEMENTATION GUIDE
Sample Size

In order to achieve comparative validity of survey results, CHCs should estimate their sample size based
upon the minimum number of completed surveys returned according to the number of provider full time
equivalent (FTE) in each clinic site. This recommendation is based upon the number of completed surveys
returned in order to achieve reliability, an evidence-based best practice. The table below details the mini
mum sampling guidelines:
Number of provider FTE per clinic site
1
2
3
4-9
10-13
14-19
20 or more

Number of surveys returned
50
100
150
175
200
250
300

Survey Administration

The recommended three modes for survey administration are via mail, telephone, and mail with telephone
follow-up by CHCs or a third party vendor (also known as mixed mode). Telephone and mail surveys
are the most practical and widely used. Personal interviews are not recommended as they are costly and
resource intensive. Studies have shown that mailing surveys with telephone follow-up generally resulted in
higher responses rates, as compared to using either mail or telephone mode. In addition, research studies
have found that the patient population characteristics reflect more accurately when mailing surveys with
telephone follow-up. Other survey techniques also include internet surveys; however studies have shown
that internet surveys yield lower responses rates.
Cost related to survey administration is dependent upon the modes of administration. Based upon study
data, the cost per completed survey is $8 per mail administration whereas the cost per completed survey
for mail with telephone follow-up would be higher.
CAHPS surveys conducted via telephone may generally be completed in 15 minutes, or less. The survey is
available both in English and Spanish through the AHRQ website. For other languages, AHRQ has pub
lished step-by-step guidance for translating CAHPS surveys to ensure the survey maintains its integrity
and remains relevant in both language and cultural context.
According to CAHPS guidance, a third-party vendor is highly recommended in order to generate stan
dardized data for valid comparisons. On average, the survey administration period is ten to 14 weeks. Data
collection should not be stopped when the minimum number of completed survey returned is achieved.
The data collection protocol should be completed as planned to ensure comparability of results.
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THE COLORADO EXPERIENCE
In 2012, Colorado Community Health Network (CCHN), Colorado’s primary care association, initiated a
statewide project to implement patient experience surveys by using CAHPS in all Colorado CHCs. Due to
the often cumbersome and resource intensive nature of survey administration for CHCs, CCHN worked
together with CHC leadership to select five questions from the CAHPS PCMH survey set. These questions
address key features of PCMH and may be found in Appendix B.1. All Colorado CHCs agreed to adminis
ter these questions either by mail or telephone. While this method may not have the same scientific rigor
as the method that CAHPS guidance suggested, this survey method allows each CHC to use the CAHPS
survey to understand the patient experience and ensures all Colorado CHCs have the capacity to partic
ipate in this initiative. While this project utilized only five CAHPS questions, CCHN worked in tandem
with each CHC to ensure that the survey sample size reflects CAHPS guidance.
Appendix B.2 is an example of a crosswalk CCHN has developed of the CAHPS PCMH survey set and the
NCQA standards to assist CHCs to identify relevant questions.

Data Analysis

Privacy and confidentiality are vital, as with any patient health information. When using a vendor, it is
important to request that vendors have a standard
procedure in place for confidentiality as part of the
request for proposals process. Actual survey results

should not be linked to any patient identification
information, such as names or medical record
number. A unique identification number, that is
different from the medical record number, should
be used for each completed return survey. The dia
gram below explains this methodology:
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Survey responses should be entered into a spread
sheet with each survey linked to a unique patient
identification number.
The CHC should consider collecting additional
information from patients in order to perform
data comparisons. Therefore, the survey should
include the following information for patients to
answer:
•

Language, insurance payer, income level,
provider name

By collecting the aforementioned information, the
raw data may then be aggregated and separated
into various levels for comparative analysis. The
following are ways to establish comparative anal
ysis for CHCs:
•

•

Within each clinic, you can compare provider-level data. If the site has established
care teams, comparing patient responses
according to care teams can be helpful as
well.

•

Separate data by provider level, i.e.: medi
cal doctor, versus nurse practitioner, versus
physician assistant.

•

Compare data by patient’s insurance payer
source, i.e.: uninsured versus Medicaid
versus private insurance.

AHRQ also maintains a national database of sur
vey responses each year. This database is voluntary
but provides a helpful benchmark by which CHCs
may gauge their performance in comparison to
their national counterparts. A national average
is calculated and published each year for each
question. However, it is important to note that the
results are separated by the type of surveys ad
ministered. Therefore, CHCs would be comparing
their own results against other health care entities
such as private primary care practices or rural
health centers.
After setting benchmarks, data should then be an
alyzed by calculating the percentage of responses
of each answer choice for each question.

For CHCs with multiple sites, data should
be compared across sites.

THE COLORADO EXPERIENCE
CCHN collected CAHPS data from all Colorado CHCs on an annual basis. As this project was con
ducted on a statewide level, CCHN collected aggregate data from CHCs in order to protect patient
confidentiality. CCHN then performed a comparative analysis for the following categories:
•

Small versus Large CHCs (Based on patient population, CHCs with >25,000 are considered
as large)

•

Urban versus Rural

•

English versus Spanish

•

NCQA Recognition versus those without NCQA Recognition
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PEER POINTERS
• The survey should be given to patients who have had at least one visit to the site in a target time
frame. The target time frame is typically 12 months after administration of the survey.
• Administer the survey regardless of reasons for visit and duration of the patient-provider relation
ship in order to accurately represent the full scope of the patient population.
• While telephone with follow-up is considered the recommended mode of survey administration,
CHCs should choose whichever mode would result in the greatest number of completed surveys
returned. In Colorado, some CHCs utilized on-site computers or tablets for patients to complete
the survey.
• CHCs should include a brief narrative accompanying the survey, explaining its purpose and con
text, noting its voluntary nature, and the confidentiality of its responses.
• Several Colorado CHCs have chosen to conduct the survey on an ongoing basis as part of their
routine quality improvement plan.
• Send a reminder via postcard or email to non-respondents 10 days after sending the survey.
• Consider sending a second survey via mail, telephone follow up or email three weeks after sending
the initial survey.
• Devise a system to track each returned survey. This system should not contain any patient respons
es. Rather, a survey result code should be entered into the system to indicate whether the patient:
•

has completed a mail, telephone, or online survey,

•

is ineligible to participate,

•

is deceased,

•

refused to respond,

•

could not be reached or located, or

•

has fully or partially completed survey.

USING CAHPS FOR QUALITY IMPROVEMENT
AND PATIENT ENGAGEMENT
CAHPS results may be used to identify relative
strengths and weaknesses in the performance of
CHCs. The results also provide quantitative data
related to a patient’s experience when accessing
services at the CHC. The results can help determine
areas for improvement and track progresses over
time. It is important to share the data with clinic
and administrative-level staff on a regular basis. Not

only is it beneficial to perform comparative analy
sis, it is also important to look for trends to track
the performance over time. CHCs should use the
PCMH item set: using the survey results will track
the performance of key PCMH areas such as care
coordination or same day access. When looking at
the result and developing a quality improvement
plan, consider the following issues:
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•

How common is the problem?

•

How has the problem has changed over
time?

•

What are the existing opportunities for
quality improvement activities?

•

How important are the issues based upon
other forms of patient feedback (such as
patient advisory councils or board of di
rectors’ meetings), as well as organizational
priorities?

In addition to sharing data results with CHC staff,
it is equally important to generate a culture of data
transparency with patients. The CAHPS data re
sults can be shared with a patient advisory council
to generate discussions and feedback related to the
data. Qualitative feedback can provide context to
the data points for CHC staff to understand the
impetus behind various issues that arise.
CHCs can also choose to share data in an infographic format with patients using various avenues
such as patient portals, newsletter, email updates,
posters, or through social media. CHCs may also

THE COLORADO EXPERIENCE
CCHN published an annual report with all of the survey results and distributed them to all Colorado
CHCs. CCHN also presented the data to CHC leadership to generate discussions and feedback. For exam
ple, CHC leadership agreed to look at same day access as a key focus for 2013, based on the findings from
the CAHPS survey.
For additional information on the annual report, please contact qid@cchn.org.
find patients willing to discuss their health care
experience through these displays, which may
prompt further understanding and assist in devel
oping strategies for quality improvement.
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TIMELINE CHECKLIST CONCLUSION
•

Based on the budget available at your CHC,
can you perform the full CAHPS survey or
use a selected group of questions?
•

If using the full CAHPS survey, will
you require a third party vendor to
administer the survey?

•

If using a selected group of questions,
choose the questions that are relevant
to your practice.

•

Select survey administration method (e.g.,
mail, phone, internet, tablet, etc.)

•

If using a third party vendor, discuss with
vendor their patient confidentiality policy.

•

Ensure that each survey collects information
relevant for comparative analysis.

•

Analyze data by calculating the percentage
of patient responses for each answer choice.

•

Share data results and organize meetings to
facilitate discussions with staff.

•

Use data results for future quality improve
ment plans.

•

Disseminate data to patients.

Patient experience surveys provides a quantita
tive component by which CHCs may understand
the patient experience as they access services and
care delivery within the health care setting. The
CAHPS survey is a widely-used tool by which to
measure patient experience, given its established
validity. While it is recommended to follow the
CAHPS guidance in administering the survey, the
methodology put forth can be resource intensive.
An alternative to the more exhaustive approach,
CHCs are well-suited to consider implementing a
portion of the questions, illustrated by The Colo
rado Experience. The questions align with NCQA
PCMH Standards and the 19 Key Requirements put
forth by the Bureau of Primary Health Care, and
can provide valuable data for public reporting and
comparison. The CAHPS survey allows CHCs to
understand the patient experience, while minimiz
ing impact on clinic workflow. Results will generate
continued discussions amongst providers, staff, and
leadership related to patient engagement, quality
improvement initiatives, and clinic processes.
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PATIENT ADVISORY COUNCIL
A GUIDE TO DEVELOPING PATIENT ADVISORY COUNCILS IN
COMMUNITY HEALTH CENTERS

Engendered by the desire to enhance patient
engagement, narrated by the experience of the
Community Health Centers, and informed by their
successes and challenges, this guide offers a step
by-step tutorial for the implementation of patient
advisory councils at Community Health Centers.

INTRODUCTION

This implementation guide will offer lessons
learned, systems redesign, and best practices, pro
viding the foundation upon which a Community
Health Center (CHC) might implement patient
advisory councils (PACs). In partnership with The
Colorado Health Foundation, Kaiser Permanente,
and four Colorado CHCs, Colorado Community
Health Network (CCHN) developed and facilitat
ed quarterly patient advisory councils, the intent
of which was to assist CHCs in advancing their
mission to provide patient centered-care through
incorporation of the patient’s voice into quality im
provement projects, to develop and execute projects
based upon the recommendations of the patients,
and to encourage other Colorado CHCs to integrate
these councils into their organizational structure.
The Affordable Care Act saw considerable shifts
within the health care landscape, resulting in seis
mic changes to the care patients both receive and
pursue. In an effort to ensure the care offered by
CHCs was relevant, viable, and most importantly
– patient-centered – CCHN endeavored to enrich
the credence of the patient voice. In order to do so,
a platform, one that was readily accessible, feasible,

Community Health Centers can serve as a
locus of social support, and can successfully leverage resources and relationships
to provide the most effective support necessary to overcome social barriers. This
attention to patient engagement expands
the scope of quality improvement from
clinic processes to socio-cultural movements.
and functional was imperative. With the patient
voice, CHCs are far better equipped to ensure that
not only health care needs are met, but also possi
ble innovations are not stifled. The patient voice is
a unique opportunity to inform systems redesign,
quality improvement projects, and successful care
driven by activated patients, who are both partners
in health care but also members of the communi
ty. Three desired outcomes fueled these efforts: 1)
CHCs will advance their mission to provide patient
centered care through incorporation of the pa
tient’s voice into quality improvement projects, 2)
CHCs will develop and implement projects based
upon patient recommendations, and 3) the desire
to implement patient advisory councils will spread
beyond the CHCs involved in the pilot.
Working in conjunction with four volunteer CHCs
– Sunrise Community Health, Mountain Family
Health Centers, Northwest Colorado Visiting
Nurse Association, and Denver Health’s La Casa
Quigg-Newton clinic – CCHN facilitated quarterly
patient advisory council meetings over the course
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of two years. These meetings occurred at varying
times identified by the CHC dependent upon the
particular populations’ needs. CHC staff members
were energized and willing participants, assuming
active roles as both facilitators and patient advisory
council team members. For many staff, this was an
undertaking that had been long desired.
Within this guide, each step of implementing a
PAC is discussed. Each sub-section contains sug
gestions, best practices, and lessons learned. At
the end of each section, the reader will find “Peer
Pointers”, which are intended to assist readers in
gauging their readiness for this undertaking. These
questions are intended to identify possible gaps and
evaluate a CHC’s capacity for implementing PACs.

LESSONS LEARNED

A PAC is a group of motivated and engaged pa
tients, who desire to participate in a forum that
facilitates a discussion amongst themselves and
with CHC staff. The PAC initiates a continuum of
communication between patients and the CHC,
to ensure feedback is gathered efficiently and ef
fectively, to share innovations, and to develop a
thoughtful setting for improvements. The PAC aids
in the activation of the patient voice and provides
an opportunity for the CHC to present changes
and updates to the patients, to ascertain patient
opinions, and to estimate the potential successes,
limitations, or failures of a project.

IMPLEMENTATION

The PAC will serve as a resource to CHC admin
istration and staff. It will promote improved rela
tionships and serve as a vehicle for enhanced and
didactic communication. The PAC will provide a
venue for patients to provide input, offer recom
mendations, develop new projects, and implement
sustainable change. In its purest form, it will afford
staff a unique opportunity to listen to patients be
yond the limitations of the exam room. The PAC

is a medium by which patients may engage in safe,
confidential discussions with their health care
providers, and express their needs and concerns.
To begin, it is important to define the project’s
scope. How many clinic sites should be considered
for participation? In which geographic region(s)
should they be located? What type of CHC are
they: pediatric, or adult? To capture a wide-range of
patient opinions and experience, and to ensure the
project was feasible, CCHN sought four different
CHCs, located in urban, rural, mountainous, and
plains settings.
Leadership engagement is fundamental to the proj
ect’s inception, and there must be staff time and
resources dedicated specifically to these meetings,
particularly during its infancy. Promotion and
advertisement of this venture by leadership will
solicit staff support and raise excitement. Without
committed leadership at the origin of the project,
progress is halted and likely impossible.
Identifying logistics, such as timeline, budget, and
CHC staff support are similarly important. Defining
roles of participating staff, their responsibilities, and
which staff members are appropriate will depend
upon the CHC. More successful PACs have teams
of three to four, whose members include the qual
ity improvement manager, clinic manager, nursing
manager, or medical assistant. A leader should be
identified, one who serves as the primary point of
contact. This individual is responsible for agenda
development, topic tracking, and logistical coordi
nation. Designated CHC staff will be tasked with
organizing, supporting, engaging, and facilitating
these meetings, and their roles should be established
early on. During the first PAC meeting staff typically
discuss their roles, reiterating to attendees that the
staff present will listen and share feedback, and will
work in conjunction with patients to address chal
lenges and barriers. Staff roles should be defined in
a didactic manner with participating patients; their
objectives should be voiced transparently and they
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should seek feedback to ensure the parameters set
forth are appropriate. Staff should not commit to
making changes, nor make promises of any sort.
Implementation meetings should be scheduled at
participating CHCs approximately four months in
advance of the initial PAC meeting. Agendas for the
first PAC meetings are largely logistical, and can in
clude introductions, discussion of purpose and in
tent, the group agreement, group logistics, and time
for a clinic-specific update. Other considerations
include meeting length. A sample of the curriculum
for the implementation meeting can be found in Ap
pendix C.1. The CHCs participating in this project
identified two hours as an effective length of time
to ensure all topics were addressed and patients had
the opportunity to sufficiently share and participate.
Following each patient advisory council meeting,
participating CHC staff will be responsible for shar
ing information with the larger CHC organization.
This may take shape in the form of either an all-staff
meeting or via email; however, the former has prov
en to be most effective. A sample of the CHC PAC
announcement can be found in Appendix C.2. The
information presented will be shared with the inten
tion of informing CHC staff about any issues that
require attention, and will also be used as a forum
to collect potential topics and feedback requests
for patients during the next meeting. It is helpful
to utilize a checklist, to ensure all areas of need are
addressed, and to gauge readiness for the undertak
ing. A sample of this can be found in Appendix C.3.

PEER POINTERS
• How many staff members will participate on
this committee?
• What staff members are appropriate?
• Who will be the staff lead?
• Where will these meetings be held in the
CHC?

HELPFUL HINTS
•

Name tags

•

Sign-in sheets

•

Whiteboard to display:
•

Group Agreement

•

Topics

•

Mission Statement

•

RSVP confirmation one month, one week,
and one day in advance

•

Close the meeting requesting that each
patient shares something about their last
experience at the CHC

•

Ideal group size is 6-8 patients
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STAFF COMMITTEE MEMBERS
•

Provider

•

Nurse

•

Nurse Manager

•

Case Manager

•

Quality Staff

•

Clinic Manager

•

Patient Navigator

•

Dental Hygienist

PATIENT
RECRUITMENT

Self-selection is a common bias for studies involv
ing voluntary participation, and is almost impos
sible to avoid. This can be attributed to the notion
that those who volunteer, or “self-select,” are not
typically fully representative of the population they
endeavor to represent, be that safety net clinic pa
tients, or a sub-population such as safety net clinic
patients with diabetes. Self-selecting patients are
typically higher functioning, more stable, and have
more free time than the rest of that population, and
recruiters must recognize these and other potential
biases.
Frequently, volunteers have less than altruistic
reasons motivating them. They may consciously
want to help advance a self-serving topic, or pro
vide unbiased insights on organizational goals or
programs. Very often there exist personal and/or
ulterior motives. These can be positive, when for
example a personal agenda is consistent with the
program or study goals, i.e., a Latina may want to
participate on a committee to address health con
cerns specific to Hispanic women. They can also
be in direct opposition to the goals, for instance
someone who wishes to generate conflict within a

health organization and desires a forum for voicing
their own disgruntlement.
Development of a standardized recruitment plan
that recognizes the risk of self-selection bias and
emphasizes randomness in participant selection
is fundamental to the PAC’s success. Random
sampling, as opposed to identifying particular can
didates simply because they have the time or be
cause they are compliant in medication adherence,
facilitates diverse perspectives. It is important to
consider a broad recruitment script that elicits in
formation about possible lack of representativeness
including health insurance status, employment,
and patient priorities in participation. In accor
dance with guidance from national organizations,
such as Group Health Research Institute, it is rec
ommended that PACs consist of participants with
diverse demographics and a desire to share their
unique experiences to impact change.
The patient recruitment plan includes attention to
patient variation, as well as both general and tar
geted outreach. CHCs should attempt to recruit at
least ten patients for participation in the PAC. The
PACs should be held at the CHC, on a weekday,
and be either during the early evening or mid-day,
dependent upon the prevailing needs of both par
ticipating staff and patients. Outreach plans may
be specific to CHCs, and unique to their patient
population. In one case, a CHC participating in this
pilot presented the opportunity for patients to par
ticipate in the PACs during a monthly community
meeting. Similarly, a CHC located in a more rural,
mountainous setting shared the opportunity in the
community newsletter.
To ensure a representative patient sample, the fol
lowing demographic information should be con
sidered when conducting patient recruitment: age,
gender, race, and ethnicity. Additionally, in regards
to patient outreach, CHCs may utilize the following
pillars for patient outreach: provider recommenda
tions, self-selection, patient recruitment, fliers, let
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ters, patient portal, community outreach, provider
targeted outreach, mailers, and posters/flyers. The
most effective method of patient recruitment that
emerged was direct patient outreach, by the pro
vider, clinic manager, or medical assistant. Staff was
encouraged to use laudatory language that empha
sized their nomination was a positive contributor to
the CHC community. One CHC developed flyers,
replete with the schedule of meetings, and mailed
these to nominated or interested candidates.

HOW TO ENSURE STRONG
PATIENT ATTENDANCE
Alert Staff: Send staff email to all health center
staff alerting them to identify patients who would
be strong contributors to the PAC. It will be im
portant to include a description of what patients
you are looking for and also where they should
send information about potential participants:
•

“We are seeking patients that are involved,
pro-active, and invested in helping identify
solutions for challenges by participating in
the CHC Patient Advisory Council (PAC).
Please try to identify patients with a ‘can-do’
positive attitude and who would be interest
ed in problem solving and giving feedback on
CHC policies and procedures.”

•

“Please contact NAME, with any potential
new patient recruits for the PAC.”

IMPORTANT CONSIDERATIONS
•

Age variation: 21 to 65+ years

•

Gender equity

•

Varied racial and ethnic group representa
tion

•

Minimum of five patients

Flyers: Post PAC informational flyers (in both En
glish and Spanish) in the waiting room and exam
rooms.
Outreach: Continuously reach out to patients
submitted by staff, or self-submitted because of
the waiting room flyers. When you call them to
ask if they would like to participate, remember to
concentrate on the “honor” of being chosen.
•

“Your provider has nominated you to par
ticipate in CHC Name’s patient advisory
council. We would be honored to have you
attend.”

Patient List: Keep a list of patients that have posi
tively responded to being part of the PAC.
Planning: Reach out to patients via telephone one
week in advance of the meeting and then again the
day prior to the meeting.
Continuous Updates: Remember to take every
opportunity possible to update the CHC staff
about the PACs, ask them what subjects they
would like addressed. For example, staff meetings
or all-provider meetings.
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PEER POINTERS
• Who will lead patient recruitment efforts?
• Who will be responsible for reminders to patients about upcoming meetings?
• Who will be the primary point of contact on information flyers?
• Who will announce the implementation of PACs to the greater CHC staff?
• Who will maintain the patient attendance list?

BUDGET

The greatest expense of the PAC is staff time. Par
ticipating CHC staff members are required to ded
icate time planning agendas, organizing the meet
ings, recruiting patients, and sharing feedback in
an effective way with other CHC staff. Once these
elements have been routinized, and are integrated
into the participating staff member’s schedules, this
cost will become less cumbersome. Meeting space
can be located on CHC grounds, which does not
require a fee. CHCs participating in this project
identified various incentives that are sustainable.
Gift cards of up to $25 for a local grocery store, or
gas station, are frequently offered. Alternatively,
other CHCs have committed to providing substan
tial food or snacks during their meetings. One CHC
offered movie space for young children in place of
childcare to allow their parents the ability to partic
ipate. In observance of economy, CHCs have also
offered a credit that may be applied towards patient
services, in whichever amount is most suitable. The
amounts of either $10 or $15 have emerged loosely
as a standard.

PEER POINTERS
•

What incentives are most appropriate for
your health center?

•

Who will organize these incentives?

•

Who will keep track of the incentives as
they are disseminated to patients?

•

Incentive Ideas:
•

Gift cards – grocery

•

Gift cards – gas

•

Bus vouchers

•

$15 credit for patient services

•

Child care at meetings

•

Food at meetings

MEETING CONTENT

The intent of the first PAC meeting is two-fold. At
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the fore, the principal objective is to build trust
and respect between the participating patients
and CHC staff. This first meeting will serve as the
underpinning for each future meeting. Welcoming
patients, offering accolades for their attendance,
and allowing time for questions and concerns is
instrumental in garnering respect and trust. Begin
the meeting with the purpose: why did the CHC
decide to implement these groups? Defining par
ticipation, and patient and staff roles will assist
patients in understanding that which is expected of
them as engaged members and that which they can
reasonably expect from staff.
Development of a group agreement will serve as
the crux upon which the group functions. It should
be created by patients, thereby enhancing their
accountability. The utility of the group agreement
lies in its ability to bind participants to the goals
of the group. The group agreement will formalize
the bylaws, expectations, and responsibilities of
participants. One might find ideas such as respect,
thoughtful listening, silencing cellular devices,
timely arrival, and the like within the group agree
ment.
Next, the group can identify goals: what do they
hope to accomplish? How can these things be ac
complished? An icebreaker is a helpful medium for
new groups. The questions “Why did you decide
to come today?” and, “how long have you been a
patient here?” have emerged as productive and
dynamic opportunities for patients to share about
themselves and their reasons for participating.

Second in importance is ensuring that items of a lo
gistical nature are addressed. During this meeting,
and each meeting thereafter, confidentiality should
be discussed. CHC staff members are encouraged
to inform participants that information gathered
during this meeting is entirely confidential and will
not be shared by name with other individuals. It is
also encouraged that patients sign confidentiality
agreements each time, to be kept on file.
It is important to gather feedback from attending
patients, to query them as to how they would like
the group to proceed. Questions such as whether
the size of the group is appropriate and func
tional, how many staff should be present, how to
communicate meeting times, the frequency of the
meetings, attendance barriers, length and time of
the meetings, as well as recruitment tactics should
be considered. The PAC should function for the
patients, and to ensure its sustainability and effi
cacy, patients should be intimately involved in its
development.
CHC staff may choose to introduce or discuss a
clinic update, such as new providers, a new tele
phone system, or new policies. During this time, it
is important that CHC staff inquire as to whether
there are any topics attending patients would like
them to address at future meetings. Such inquiries
will continue to maintain patient involvement and
understanding that these groups exist in part for
them. CHC staff will be responsible for aggregating
and maintaining this list, identifying and tracking
follow-ups.
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Follow-up, and making note of topics identified by
patients, is a significant component of the PACs.
This demonstrates to patients that their needs and
concerns and intentions are heard and document
ed, and that they will be addressed, if possible. It
is beneficial for CHC staff to manage expectations,
however, and to reiterate to patients the plausibility
of solutions to their requests. At the close of the
meeting, posing the question “What do you want
to share about your last experience in the clinic?”
has proven to be a highly successful and unique
opportunity to learn of unexpected dysfunction
within the CHC, to share positive experiences with
particular CHC staff, and to offer feedback that is
impossible to capture quantitatively. A sample of
the curriculum for the first PAC meeting can be
found in Appendix C.4.
The second, third, and future PAC meetings will
reflect a similar format. Icebreakers are always
encouraged, particularly with the introduction
of new patients. Patients should be asked to share
their names, and how long they each have been a
patient of the CHC. An optional addition can be
the motivations behind their participation. This
allows for a brief sharing of personal anecdotes and
an insertion of personality into the meeting. Addi
tionally, reviewing and offering the opportunity for
revising the group agreement is a productive way to
gauge participant investment in the group. Follow
ing this, staff should present any clinic updates that
may have arisen in the interim between meetings.
Staff should leave time for questions and then ad
dress one, or more, of the topics patients identified
previously. CHCs have used this as an opportunity
to invite a staff expert to discuss this topic. For ex
ample, questions related to the front desk staff may
best be answered by the clinic manager. Often, this
staff member will present for a short period of time,
entertain a brief discussion, and then depart, allow
ing the PAC to discuss their reactions. Other ideas
include patient brochures or new patient informa
tion packets, new policy implementation, staffing
changes, clinic construction projects, or scheduling.

PAC meetings are also occasions to initiate a dis
cussion about social determinants of health. Often
it is the experiences of patients outside of the CHC
that dictates their experiences as patients within the
CHC. The social capital to which they have access
can be limited, and in turn may be to the detriment
of their health outcomes. An attempt to delve deep
er into CHC staff and patient understanding of the
barriers and assets that exist within the CHC com
munity takes shape in the form of a social-deter
minants-of-health-focused PAC meeting. During
these topic-specific driven meetings, patients and
staff have the opportunity to discuss and assess
the landscape of their CHC community, and the
strengths and weaknesses that exist therein. To
facilitate this conversation, CCHN has developed
a curriculum dedicated to this topic, which may be
found in Appendix C.5. For additional information
detailing the use of this curriculum, please refer to
Social Determinants of Health, on page 33.
Topic gathering or listing of potential curriculums
is a crucial element to maintaining viable and
useful PAC meetings. One staff member should
be assigned the task of maintaining this database,
keeping track during meetings of potential agenda
items voiced by patients. This list should be on-go
ing and all CHC staff should be aware of whom
they should contact to add items to the list. Some
ideas are listed below:
•

What does your clinic do for you?

•

Clinic updates

•

Workflow changes

•

Staffing changes

•

ACA, Colorado Benefit Exchange, Medic
aid, Medicare

•

New board member recruitment

•

New policies

A sample of the curriculum for the next PAC meet
ing can be found in Appendix C.6.
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PEER POINTERS
•

Who will lead subject matter collection efforts? This includes tracking and agenda development.

•

Who will be responsible for sharing information garnered from these meetings to the greater
community health center staff?

•

Who will be the lead for maintaining the patient confidentiality agreements?

•

Who will be responsible for ensuring these are completed at each meeting?

TRANSLATION

Use of a translator to accommodate Spanish-speak
ing patients is essential. The decision to host a joint
English and Spanish PAC is relegated to the discre
tion and preference of the CHC. During this pilot
project, all participating CHCs opted to conduct
joint meetings, at the encouragement of attending
patients. Participants voiced a preference for hav
ing the two groups together, believing that the con
versation would lack the desired level of vigor were
they separate. All materials, agendas and others
were made available in both Spanish and English.
Translation services were provided by CHC staff
during the meetings. It was determined that trans
lation would occur in real time during the meeting,
immediately following that which was said in either
English or Spanish. While this added some amount
of time to the meeting, it was the most effective way
to engage all participants.

PEER POINTERS
• Who will provide translation services?
• Will you conduct separate groups?
• For what languages will it be necessary to
provide translation?

SUSTAINABILITY AND
SPREAD

Sustainability of the project is dependent upon
CHC staff availability and resources, and requires
on-going dedication and prioritization. Questions
to ask include: Will the PACs be continued? How
will they be spread to other clinic sites? During
the implementation stage, staff involved must look
towards the future and ensure that a formalized
policy is enacted. Staff is encouraged to draft pol
icies on recruitment, topic tracking, patient infor
mation, facilitation techniques and rotations, and
how follow-up will be addressed. It is important to
build time into the participating staff schedule to
accommodate post-meeting debriefs, during which
time staff will discuss the meeting, improvements
that could be made, and follow-up and themes that
emerged.
Development of a formalized policy for the PAC
meetings heralds the obvious question: how are
PACs integrated into the CHC’s quality improve
ment plan? PAC meetings serve as a highly effec
tive venue for the acquisition of qualitative patient
engagement data, one that serves to complement
patient experience data captured through other
modes, such as patient satisfaction or experience
surveys. Formal integration of the PACs in the
quality improvement plan solicits an expectation
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of sustainability, and the opportunity for on-going quality improvement. Feedback gathered from these
meetings is then used to inform the CHC’s quality improvement plan, to assist in patient centered health
home transformation efforts, and to allow patients to become an integral component of their CHC.
Perhaps most vital to ensuring the spread, and viability, of the PACs is identifying a lead point of contact.
This individual will become the expert, who will house knowledge, materials, lessons learned, and best
practices to be shared with other clinic sites interested in piloting a similar endeavor. S/he will be respon
sible for committing to a thorough understanding of the purpose, requirements, and expectations of the
PACs. This individual member should be comfortable implementing, conducting, and facilitating the PACs.
Additionally, this staff lead will be responsible for patient recruitment and outreach, meeting reminders,
agenda development, topic maintenance, and information sharing. The lead will also be responsible for
identifying appropriate incentives, ones that are useful and manageable for the CHC. A sample of the
curriculum for the sustainability meeting to be held with CHC staff can be found in Appendix C.7.

CONCLUSION

There exists no uniform prescription for successful implementation of a PAC. Each CHC faced a series of
unique challenges and opportunities, challenges and opportunities that demanded innovative methods
to address, and allowed the CHCs to capitalize upon those which emerged. However, guiding principles
have emerged that can lead to their operationalization. PACs will assist CHCs in advancing their mission
to provide patient-centered care through incorporation of the patient’s voice into quality improvement
projects, and development and execution of projects based upon patient recommendations. The resources
found within this implementation guide offer a foundation upon which individual CHCs may in turn de
velop their own unique infrastructure. These tools pose important considerations and invite opportunities
for robust dialogue between CHC staff and patients. Colorado CHCs continue to promote advanced levels
of patient-centered care through the incorporation of patient engagement strategies such as these. Un
derstanding the context from whence the patient came facilitates a greater understanding of targeted care
and support for that particular patient. Aggregating the experience of patients at the CHC brings forth an
enriched historical context and understanding that supports achievement of the Triple Aim by augmenting
the patient experience, improving the health of populations, and of reducing health care costs.
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PEER POINTERS
QUALITY IMPROVEMENT PLAN
•

How will these groups be incorporated into the CHC’s quality improvement plan?

•

How is information shared with CHC staff?

•

How can staff address social determinants of health barriers?

•

Is there an on-boarding process for introducing patient advisory councils to new CHC staff?

•

How are emerging themes integrated into the CHC’s quality improvement plan?

WORKFLOW
•

How will the meetings continue to be integrated into CHC workflow?

•

How confident are you that these groups can be successfully and sustainably incorporated into
your workflow as it currently exists?

LEADERSHIP ENGAGEMENT AND COMMITMENT
•

How will you continue to gauge and ensure leadership engagement and commitment?

•

Do you feel confident about continued support at the executive level?

•

How do you share information learned from these meetings with leadership?

FORMALIZED POLICY

Maintaining written policies for how these patient advisory councils will be incorporated into the CHC’s
workflow is vital for sustainability. These policies should contain information pertaining to staff FTE, in
centives, recruitment logistics, and information dissemination. It is important to identify lead(s) for each
of the areas below. One person should be responsible for keeping track of this information in a place that
is accessible to team members.
•

Who will create these policies?

•

Who will maintain them?

•

Where will they be stored?

Suggested areas to include are listed here:
•

Recruitment

•

Topic gathering

•

Patient Information

•

Facilitation

•

Social Determinants of Health

SPREAD
•

Will you spread these PACs to other clinic sites?
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SOCIAL DETERMINANTS OF HEALTH
ASSESSING SOCIO-CULTURAL BARRIERS TO CARE AT COMMUNITY
HEALTH CENTERS

Within this guide, each step of assessing and iden
tifying social determinants of health in a Commu
nity Health Center community is discussed. Each
sub-section contains suggestions, best practices,
and lessons learned. These are intended to identify
possible gaps and evaluate a CHC’s capacity for
implementing efforts to understand, identify, and
address social determinants of health.

BACKGROUND

This guide introduces three unique instruments
available to a Community Health Center (CHC)
to aid in facilitating a sustainable understanding of
social determinants of health within the CHC com
munity. In partnership with The Colorado Health
Foundation and Kaiser Permanente, and four
Colorado CHCs, Colorado Community Health
Network (CCHN) has developed a curriculum, a
workshop, and a needs assessment tool to evaluate
and enhance understanding of social determinants
of health. The intent of each is to aid CHCs in ad
vancing their mission to provide patient-centered
care through deliberate and thoughtful integration
of the patient’s voice into quality improvement proj
ects, to develop and execute projects based upon
the needs of the patients, and to encourage other
Colorado CHCs to utilize these tools to gather and
aggregate data for the purpose of quality.
Social determinants of health, including so
cio-economic status, cultural background, and
environment, have a significant impact on health

outcomes, often more so than the care received
in a primary care setting. Patient behaviors and
lifestyle modifications related to diet and exercise
are critical to successful disease management,
and can dictate health outcomes. The burden of
such socio-cultural events is disproportionately
experienced by disadvantaged populations due to
the social and economic barriers explicitly related
to poverty. CHCs may serve as a locus of social
support, leveraging resources and relationships to
provide the support necessary to overcoming these
social barriers. With the knowledge of this respon
sibility, CHCs are charged with addressing best
practices for communication, assessing need, and
developing appropriate and thoughtful outreach to
socially disenfranchised populations.

INTRODUCTION

In direct response to health care reform, it becomes
necessary to preemptively address a higher de
mand for CHC services. “CHC users in the U.S. are
forecast to double from 20 to 40 million users after
health care access is increased by the provisions of
the Affordable Care Act (ACA).”1 Though achiev
ing Patient Centered Medical Home (PCMH) rec
ognition may stimulate the initial impetus to meet
projected demand for services, it is not sufficient to
fulfill adequately the needs of low-income patients
with chronic illness. Social determinants of health
and sustained patient engagement are vital compo
nents of care not addressed in the PCMH model.2
And while even the most chronically ill patients

Institute for Alternative Futures. (March 2012). Community Health Centers: Leveraging the Social Determinants of Health.
Institute for Alternative Futures.
2
Chen, Pauline W. Putting Patients at the Center of the Medical Home. New York Times 15 July 2010, sec. C.
1
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spend less than one day annually in a physician’s of
fice,3 social determinants of health, including a pa
tient’s socio-economic status, cultural background,
and environment, have a greater impact on health
outcomes than the care that they receive within a
primary care practice.1
Evidence suggests, however, that social support can
improve patients’ abilities to manage their chronic
conditions.4 Social support networks may mediate
the impacts of economic and environmental disad
vantages by promoting increased access to social
capital.5 Acquisition of social capital an individual’s
ability to utilize relationships, social networks, and
knowledge of institutional structures to achieve
their goals can be severely limited by socio-eco
nomic disenfranchisement. Many CHC patients,
due to social and economic inequality, lack access
to these social and institutional networks. CHCs,
however, are poised to leverage resources and
relationships to provide the support necessary to
address these barriers to care.
High-risk patients typically face complex social situ
ations that impact the ability to manage conditions.
Addressing these issues is a central component of
improving health outcomes and reducing costs.6
CHCs are tasked with identifying gaps in social cap
ital, and in turn, innovating methods of improve
ment. CCHN has developed a unique mechanism
to define and understand these gaps, in the form
of a curriculum, a didactic workshop, and a needs
assessment tool. The first is a method by which the
CHC works in conjunction with patients and staff
to identify barriers and assets related to social de
terminants of health found within the CHC com
munity. The second is an opportunity to initiate a
sustained conversation with CHC staff and patients
about social determinants of health as they exist
within the CHC community. The third is a method
by which the CHC may collect data points for en

hanced understanding and tangible evaluation.

CURRICULUM:
PATIENTS AND STAFF

To facilitate a conversation that begins to iden
tify social determinants of health amongst CHC
patients and staff, two curriculums have been de
veloped, one tailored to CHC staff and the other
designed for CHC patients. The intent of these
curriculums, geared individually towards patients
and staff, is that regardless of a CHC’s capacity to
implement patient advisory council meetings, the
CHC can successfully address and identify social
determinants of health within the community in
which they serve. The curriculums will serve to
gauge and enhance CHC staff and patient under
standing and knowledge of social determinants of
health, and elicit feedback and information from
the staff and patient perspective. Additionally, they
will identify and discuss practical opportunities for
the CHC to recognize and address barriers and as
sets. These curriculums can be found in Appendix
C.5 and C.8.
Prior to utilizing these curriculums, it is important
to heed certain considerations that will impact their
success. For example, a review of existing literature
and information about specific health disparities in
the community, agencies or partnerships that may
have resources dedicated to addressing these dis
parities, and a review of data available to the CHC,
will augment this conversation. Furthermore, the
facilitator should consider sustainability and fol
low-up to this discussion, and clear identification
of next steps. It is recommended that the facilitator
provide handouts of the selected domains to aid
participants in delineating barriers versus assets.
These handouts should be available in the languag
es preferred by attendees, for example, English and
Spanish. A sample of these handouts is available in

Community Health Centers: Leveraging the Social Determinants of Health.
Sipkoff, Martin. (December 2013). Health Plans Begin to Address Chronic Care Management. Managed Care.
4
Kahn, Linda et al. (June 2012). Living with Diabetes on Buffalo, New York’s Culturally Diverse West Side. Chronic Illness.
5
Fukunaga, Landry L, et al. Perception of Diabetes, Barriers to Disease Management, and Service Needs: A Focus
Group Study of Working Adults with Diabetes in Hawaii. Preventing Chronic Disease 8(2), 2011: A32.
6
Gawande, Atul. The Hot Spotters. New Yorker. Jan. 17, 2011.
1
3
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Appendix D.1 and D.2. A detailed explanation of
the process by which one might deliver these cur
riculums is embedded within the document. Users
may use this to aid in the execution of this specific
curriculum.

WORKSHOP

The social determinants of health workshop can be
utilized by CHC staff to gauge and enhance their
understanding and knowledge of social determi
nants of health as they exist within the CHC com
munity. The workshop affords CHCs the opportu
nity to elicit feedback and information specific to
barriers that exist, and provide them with viable
opportunities for recognition and improvement.
Most importantly, the workshop is transferable to
communities across Colorado. Developed in col
laboration with the Institute of Alternative Futures,
this workshop can be employed by a broad audi
ence and facilitated by CHC staff. The workshop
is a step-by-step tutorial drawing on information
gathered by the Patient Advisory Council meetings
that prompts participants to identify barriers and
assets as they exist in the community in which they
work, and for patients of the CHC.
The workshop addresses from where health comes,
defines social determinants of health, and requests
that participants ponder the CHC’s role and re
sponsibility in addressing social determinants of
health. Identification of barriers and disparities is
discussed, along with assets, resources, and com
munity partners that can be capitalized upon. Most
importantly, the workshop encourages participants
to contemplate next steps, tangible opportunities
for improvements, and innovations. The workshop
and facilitator’s notes can be found in Appendix D.

7

NEEDS ASSESSMENT
TOOL

The objective of this effort is to evaluate social de
terminants of health as they exist within Colorado
communities. The needs assessment tool can be
used by CHC staff and CHC patients to gather in
formation and feedback related to their experience
of the conditions in which they “are born, grow, live,
work, and age”.7 The needs assessment tool elicits
feedback and information specific to existing social
determinants of health within Colorado communi
ties; assesses the complexity of barriers to care and
health as they exist within Colorado communities;
and provides this information to relevant players to
establish a basis for a plan to address social deter
minants of health needs. The tool is transferable to
communities across Colorado.
Utilizing information gathered from Patient Ad
visory Council meetings held at four Colorado
CHCs, CCHN created varying instruments that
may be used to identify and address social determi
nants of health as they exist within Colorado CHC
communities. The intention of these resources is
to foster a greater understanding of existing bar
riers and assets that then can be used to identify
obstacles to health and access to health care for the
target population, while simultaneously identifying
opportunities for improving and innovating poten
tial resources. This tool can be found in Appendix
D.4. To assist CHCs in data analysis, CCHN has
developed a Social Determinants of Health Data
Analysis tool. This tool identifies numerators and
denominators, and will allow each CHC to create
a data tabulation tool most appropriate to their
needs. This tool can be found in Appendix D.5.

Social determinants of health. World Health Organization. http://www.who.int/social_determinants/en/.
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APPENDIX A
TOOLS & RESOURCES:
DATA FOR QUALITY IMPROVEMENT
A.1: CQI Measures Crosswalk  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 37
CCHN has developed a crosswalk replete with relevant measures to assist CHCs in
selecting a set of measures that are nationally recognized and applicable for reporting
to multiple entities.meetings and ensure project leads are appointed and processes are
systemized within the CHC.

A.2: Sample Data Collection Template  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .38
This template is a sample that may be adopted by different CHCs to collect data. For the
extended version of this tool, please email qid@cchn.org.

A.3: Sample Data Display  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .39
This data display is a sample that may be modified by CHCs as a way to present data in an
accessible manner for both patients and staff alike.

A.4: Sample Data Report .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .40
This report is an opportunity to engage patients by providing regular updates through
distribution of a brief report, sharing an abridged version of available data.

APPENDIX A.1 - CQI MEASURES CROSSWALK
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UDS – Meaningful Use – NQF Crosswalk
Measure Title

Description

UDS
Measure

eCQM / MU

Controlled Hypertension

Proportion of patients aged 18 to 85 years of age with
diagnosed hypertension whose blood pressure was less than
140/90 mmHg at the time of the last reading

Table 7,
Section B,
Line i

CMS165v3

Controlled Diabetes

Proportion of adult patients aged 18 to 75 with a diagnosis of
Type I or Type II diabetes, whose hemoglobin A1c (HbA1c)
was less than or equal to 9% at the time of the last reading in
the measurement period

Table 7,
Section
C, Line i

Cervical Cancer Screening

Percentage of women aged 21-64 who received 1+ pap tests
to screen for cervical cancer

Table 6B,
Section D

CMS124v3

NQF0032

Tobacco Cessation and
Counseling

Percentage of patients aged 18 and older who were screened
for tobacco use at least once during measurement period or
prior year and who received cessation counseling intervention
and/or pharmacotherapy if identified as a tobacco user

Table 6B,
Section G

CMS138v3

NQF0028

Weight Assessment and
Counseling for Children and
Adolescents

Percentage of patients aged 2 to 17 who had evidence of BMI
percentile documentation AND who had documentation of
counseling for nutrition AND who had documentation of
counseling for physical activity

Table 6B,
Section E

CMS155v3

NQF0024

Use of Appropriate Medications
for Asthma

Percentage of patients 5-64 years of age who were identified
as having persistent asthma and were appropriately prescribed
medication during the measurement period.

Table 6B,
Section H

CMS126v1

NQF0036

Childhood Immunization Status

Percentage of children 2 years of age who had four diphtheria,
tetanus and acellular pertussis (DTaP); three polio (IPV), one
measles, mumps and rubella (MMR); three H influenza type B
(HiB); three hepatitis B (Hep B); one chicken pox (VZV); four
pneumococcal conjugate (PCV); one hepatitis A (Hep A); two
or three rotavirus (RV); and two influenza (flu) vaccines by
their second birthday

Table 6B,
Section C

CMS117v1

NQF 0038

Screening for Clinical
Depression and Follow up

Percentage of patients aged 12 years and older screened for
clinical depression on the date of the encounter using an age
appropriate standardized depression screening tool AND if
positive, a follow-up plan is documented on the date of the
positive screen

Table 6B,
Section M

CMS2v1

NQF0418

Adult BMI Screening and Follow
up

Percentage of patients aged 18 years and older with a
calculated BMI in the past six months or during the current
reporting period documented in the medical record AND if the
most recent BMI is outside of normal parameters, a follow-up
plan is documented within the past six months or during the
current reporting period

Table 6B,
Section F

CMS69v1

NQF0421

N/A

NQF
Measure
NQF 0018

N/A

CMS=Center for Medicare and Medicaid Services; eCQM = electronic Clinical Quality Measures; ICD=International Statistical Classification of Diseases
and Related Health Problems; HP2020 = Healthy People 2020; MU = Meaningful Use; NQF = National Quality Forum; UDS=Uniform Data System
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Name of Clinic:
Contact person:
Measure
No.
Description
Controlled
Hypertension

1

2

Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016
Q2 2016
Q3 2016
Q4 2016

Tobacco Cessation
and Counseling

4

Numerator

Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016
Q2 2016
Q3 2016
Q4 2016

Quality
Measure

Denominator

Goal

Clinical Outcome Measures
Number of patients whose BP
measure is <140/90 mm Hg

Controlled Hypertension

Number of patients diagnosed with hypertension.

Diabetes

Number of adult patients whose most Number of adult patients who have a diagnosis of
recent HbA1c ≤ 9%
Type I or II Diabetes.

% of Patients w
BP<140/90

#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!

% HbA1c ≤9%

#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
Cervical Cancer Screening

Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016
Q2 2016
Q3 2016
Q4 2016
Cervical Cancer
Screening

3

Advanced Clinical Transformation - Data for the Purpose of Understanding Quality Project (DAFTPUNQ)

Q1 2014
Q2 2014
Q3 2014
Q4 2014
Q1 2015
Q2 2015
Q3 2015
Q4 2015
Q1 2016
Q2 2016
Q3 2016
Q4 2016
Poor Control of
Diabetes

APPENDIX A.2 - SAMPLE DATA COLLECTION TEMPALTE

Number of female patients who
received one Pap tests in most
recent 3 year period

Numbr of female patients who had at least 1
medical visit at your clinic

% w Pap Test

#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
Tobacco Cessation and Counseling
Number of patientswho were
screened for tobacco use and who
Number of patinets who were 18 years of age or
received cessation counseling
older, with at least 1 medical visit
intervention and/or pharmacotherapy

61.2%

61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
61.2%
83.9%

83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
83.9%
93.0%

93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%
93.0%

%

21.1%

#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!
#DIV/0!

21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%
21.1%

Comments

APPENDIX A.3: SAMPLE DATA DISPLAY
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Collorado co,mmunity Health centers (CHCs)

Clinical Data Snapshot
Key for this Snapshot

Oral Health Measures

Target*
Colorado Aver.age

"

'.

National Average
""Target is based on Healthy

55% of Denta l
Procedures Performed
on Children are
Preventative in

20% of Denta l
Procedures Performed
on Adults are
Preventative in

People 2020 (HP2020) Goals.

Co lorado CHCs.

Colorado CHCs.

Heallth Network Data or the
Purpose of Uriders .anding

National Average is ba.sed on

2013 UDS data

Source: Colorado Community
ouali y May 20 1s Ui;i date

.
,
66 o

o/o
· ofhaveHypertensive
P
... at. ients
controlled Blood

I

a

Controlled Diabetes •

Pressure (< 140/90) in

, Colorado CHCs

73% of dfabetk
patients have
controUed diabetes
(HbA 1c (~9%)

which meets the H P2020 goal of
61 % and exceeds national average

of 64%.

Tobacco Cessation Counseling

ttttt
55 0
O
.·
· .o
·
/ .o
·

67%

21%

6%

Pe rcent age of patients who are tobacco users
receivi ng adv ice o r medications on tobacco

cessation.

of Adull tWomenAged (2 1
to 84) re~e. ive.d at feast
One Pap Test to scire,en
for Cervioal cancer i:n

Collorado CHCs
Th is is shy of t he National average of 58% and
has not yet met the HP2020 goal of 93 °/o _

Chi Id ren and Adolescent Weight Screening and Assessment

50%
52%

50% of ch ildren and adolescents receive
weight screening and follow up in
Colorado CH Cs, which is below the
national average of 52%.
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APPENDIX A.4 - DATA UPDATE REPORT SAMPLE

Data for the Purpose of Understanding Quality
PROJECT UPDATE | JANUARY 2015

CONTROLLED HYPERTENSION (see Table 1)






Current state mean was calculated to be XX.X%, which is a X% point increased from June ‘14
mean of XX.X%.
CHCs continued to perform well in this measure and the statewide mean exceeds the Healthy
People 2020 goal of XX.X%.
XX/XX reporting CHCs (XX%) have achieved the target goal. This is increased from the June ’14
reporting period (XX%).
XX/XX reporting CHCs (XX%) demonstrated an increased trend from baseline in their average
percentage of patients with controlled hypertension.
XX/XX reporting CHCs (XX%) use electronic health record in reporting this clinical measure.
90.0%
80.0%
70.0%
60.0%
50.0%
40.0%
30.0%
20.0%
10.0%
0.0%

B

C

D

E
Mar-14

F

G
Jun-14

H

I

J

Sep-14

Table 1: CHCs with % of Patients with Controlled Hypertension (BP <140/90 mmHg)

K

L

Target

M

N
Average

O

P
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APPENDIX B
TOOLS & RESOURCES:
PATIENT EXPERIENCE SURVEY
B.1: CAHPS Questions  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .42
CCHN and Colorado CHC leadership identified five questions from the CAHPS survey to
gauge patient experience. These questions address access, communication, care coordination, specialty care access, and self-management support.

B.2: Crosswalk CAHPS NCQA Standards  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .43
CCHN has developed a crosswalk of the CAHPS PCMH survey set and the NCQA standards
to help CHCs identify relevant questions used to gauge patient experience.
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APPENDIX B.1 - CAHPS QUESTIONS

Patient Experience Survey Questions
1. In the last 12 months, how many days did you usually have to wait for an appointment when you
needed care right away?
a. Same day
b. 1 day
c. 2 to 3 days
d. 4 to 7 days
e. More than 7 days
2. In the last 12 months, how often did this provider explain things in a way that was easy to
understand?
a. Never
b. Sometimes
c. Usually
d. Always
3. In the last 12 months, did anyone in this provider’s office talk with you about specific goals for your
health?
a. Yes
b. No
4. Specialists are doctors like surgeons, heart doctors, allergy doctors, skin doctors, and other
doctors who specialize in one area of health care. In the last 12 months, did you see a specialist
for a particular health problem?
a. Yes
b. No. If No, skip the next question
5. In the last 12 months, how often did your provider seem informed and up-to-date about the care
you got from specialists?
a. Never
b. Sometimes
c. Usually
d. Always

APPENDIX B.2 - CROSSWALK CAHPS NCQA STANDARDS

TOOLS & RESOURCES: PATIENT EXPERIENCE SURVEY
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NCQA Standard 1
Getting timely appointments, care and information
From CAHPS Adult 12-month Survey with PCMH Item Set
In the last 12 months, when you phoned this provider’s office to get an appointment for care you needed
Question 6
right away, how often did you get an appointment as soon as you needed?
In the last 12 months, how many days did you usually have to wait for an appointment when you needed
Question 7
care right away?
In the last 12 months, did you make any appointments for a check-up or routine care with this provider?
Question 8
In the last 12 months, when you made an appointment for a check-up or routine care with this provider,
Question 9
how often did you get an appointment as soon as you needed?
Question 10
Did this provider’s office give you information about what to do if you needed care during evenings,
weekends, or holidays?
Question 12
In the last 12 months, how often were you able to get the care you needed from this provider’s office
during evenings, weekends, or holidays?
Question 13
In the last 12 months, did you phone this provider’s office with a medical question during regular office
hours?
Question 14
In the last 12 months, when you phoned this provider’s office during regular office hours, how often did
you get an answer to your medical question that same day?
In the last 12 months, when you phoned this provider’s office after regular office hours, how often did you
Question 16
get an answer to your medical question as soon as you needed?

NCQA Standard 2
Team based care
From CAHPS Adult 12-month Survey with PCMH Item Set
Question 17
Some offices remind patients between visits about tests, treatment or appointments. In the last 12
months, did you get any reminders from this provider’s office between visits?
Question 19
In the last 12 months, how often did this provider explain things in a way that was easy to understand?
Question 24
In the last 12 months, how often did this provider show respect for what you had to say?
Question 4
In the last 12 months, how many times did you visit this provider to get care for yourself?
Question 20
In the last 12 months, how often did this provider listen carefully to you?
Question 22
In the last 12 months, how often did this provider give you easy to understand information about these
health questions or concerns?
Question 23
In the last 12 months, how often did this provider seem to know the important information about your
medical history?

NCQA Standard 4
Plan and Manage Care
From CAHPS Adult 12-month Survey with PCMH Item Set
Question 35
In the last 12 months, did anyone in this provider’s office talk with you about specific goals for your
health?
Question 36
In the last 12 months, did anyone in this provider’s office ask you if there are things that make it hard for
you to take care of your health?
Question 38
In the last 12 months, did you and anyone in this provider’s office talk at each visit about all the
prescription medicines you were taking?
Question 39
In the last 12 months, did anyone in this provider’s office ask you if there was a period of time when you
felt sad, empty, or depressed?
Question 40
In the last 12 months, did you and anyone in this provider’s office talk about things in your life that worry
you or cause you stress?
Question 41
In the last 12 months, did you and anyone in this provider’s office talk about a personal problem, family
problem, alcohol use, drug use, or a mental or emotional illness?

NCQA Standard 5
Track and Coordinate Care
From CAHPS Adult 12-month Survey with PCMH Item Set
Question 27
In the last 12 months, when this provider ordered a blood test, x-ray, or other test for you, how often did
someone from this provider’s office follow up to give you those results?
Question 34
In the last 12 months, how often did the provider seem informed and up-to-date about the care you got
from specialists?
Question 23
In the last 12 months, how often did this provider seem to know the important information about your
medical history?
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APPENDIX C
TOOLS & RESOURCES:
PATIENT ADVISORY COUNCIL
C.1: Implementation PAC Meeting Curriculum .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .45
A sample agenda to be used with CHC staff prior to implementation of the PAC meetings.
This agenda address a logistics, timelines, and responsibilities.

C.2: Staff CHC PAC Announcement .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .48
This template is intended to introduce the implementation of PAC meetings to CHC staff.
This can be modified for individual CHC use.

C.3: PAC Implementation Guide Checklist  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .49
This checklist walks the user through each stage of implementation, from four months to
one day prior to the PAC meeting. The checklist also includes important considerations to
discuss throughout the implementation process.

C.4: First PAC Meeting Curriculum  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 51
A sample agenda for the first PAC Meeting held at a CHC.

C.5: SDH Meeting Curriculum CHC Patients  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .53
This curriculum walks CHC staff through the SDH meeting held with patients, and includes
pre-meeting considerations, defining SDH, and barrier and asset mapping. This curriculum
is intended for use with CHC patients. This item is also featured in the chapter Social
Determinants of Health.

C.6: Third PAC Meeting Curriculum .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .56
This curriculum is a template for future PAC meetings.

C.7: Sustainability PAC Meeting Curriculum  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 57
A sample agenda to be used with CHC staff after four PAC meetings, to discuss sustainability and spread of the PAC meetings and ensure project leads are appointed and processes
are systemized within the CHC.

C.8: SDH Meeting Curriculum CHC Staff  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .60
This curriculum includes pre-meeting considerations, defining SDH, and barrier and asset
mapping. This curriculum is intended for use with CHC staff, to be used to gauge staff
understanding of SDH as it exists within the respective CHC community. This item is also
featured in the chapter Social Determinants of Health.
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PATIENT ADVISORY COUNCIL
IMPLEMENTATION MEETING
Location
Date
Time

OBJECTIVES




To initiate a conversation with a community health center about the implementation of patient
advisory councils.
To identify participating staff who will lead the patient advisory councils at the community health
center.
To define the scope of the project.

PRE - MEETING DECISIONS



What information do you need to have prepared? For example, why did the health center decide to
start these groups?
How will you assure strong follow up to this meeting?

AGENDA
The instructions assume a one-hour meeting. Please edit the wording and design as you see fit.

INTRODUCTIONS
Review agenda and objectives

PAC LOGISTICS






Meeting Schedule, Frequency/Dates
Length
Size
Facilitation
CHC Point of Contact

PATIENT RECRUITMENT






Demographic Considerations
 Age variation
 Gender Equity
 Varied ethnic group representations
Provider recommendations
Self-select
Other outreach efforts

OUTREACH PLAN






Patient recruitment
Fliers
Letters
RSVP
Staff responsibilities

PATIENT PARTICIPATION INCENTIVES


Procurement
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Ideas: gas gift certificate, food gift certificate, credit to health care services, childcare during
meetings

CHC STAFF MEETING





Training of trainers/reporting with CHC staff day after PAC meeting
Present information gathered from PAC
Who will attend? Providers, front desk staff, executive leadership
How do we collect ideas for topics to address?

SUSTAINABILITY PLAN
The CHC will identify a staff point of contact responsible for leading the PACs upon CCHN’s completion
of the project. This staff member will work closely with CCHN to ensure a thorough understanding of the
purpose, requirements, and expectations of the PACs. This CHC staff member will be comfortable
implementing, conducting, and facilitating the PACs on a quarterly basis. This CHC staff member will
have access to all the curriculums and implementation guides developed by CCHN, and CCHN will work
closely with the CHC to ensure a smooth transition. CCHN will discuss with each CHC participating what
is the best way to continue to provide incentives for PAC participation; such as gift cards, dinner/lunch,
child care, or gas cards. If the CHC is unable to continue to provide incentives for attendance, other
types of incentives can be researched, for example, a $20 credit to the patient’s services at the CHC.

PROPOSED PAC MEETING CURRICULUM





Begin every PAC meeting with “Purpose” the “why”
Remember to always express ‘thanks’
Can use the meeting to pre-address problems
Always remind the participants that their input directly effects clinic operations and policies.

First PAC Meeting
Introductions and Welcome

Review objectives, agenda, agreements and roles

Icebreaker: Why did you decide to come today?

Purpose/Mission of this meeting: To ensure the CHC meets the needs of patients and allows
patients to have a voice in determining their care. The intent of this meeting is to provide a forum
for the community health center patient voice. This group will be a powerful opportunity for you to
become more involved as a patient, and to ensure that the care that is delivered is being done so
appropriately and adequately.
Goals
Group Agreement
Confidentiality
Community Health Center Staff
Group Logistics
 How to communicate, rules of engagement
 Size of group
 How to reach other patients
 Staff/patient ratio
 Location
 Meeting communication
 Frequency
 Attendance barriers
Clinic Updates
 New providers, providers leaving, new policies, classes, etc.
Wrap-Up
 Questions and Comments
 Share your experience: What do you want to share about your last experience in the clinic?

APPENDIX C.1 - IMPLEMENTATION PAC MEETING CURRICULUM
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Confirm next meeting date, time, and location.

Second PAC Meeting

Introductions and Welcome

Review group agreement

Address follow-ups from previous meeting

Social Determinants of Health Discussion

Wrap-Up

Questions and Comments

Share your experience: What do you want to share about your last experience in the clinic?

Confirm next meeting date, time, and location.

POTENTIAL CURRICULUM









Importance of immediate follow-up
Communications plan for long term projects
New Board Members
New Policies
Running List or issues or concerns
What does your clinic do for you?
Staffing Changes
ACA, Colorado Benefit Exchange
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PATIENT ADVISORY COUNCIL
STAFF ANNOUNCEMENT

CHC NAME is excited to announce the formation of Patient Advisory Councils at CLINIC SITE.
These meetings will occur on a quarterly basis at CLINIC SITE, to begin in MONTH. For two
hours, patients will have the opportunity to gather and share their experiences as a CHC NAME
patient, provide feedback on the services we provide, and offer exciting innovations.
The intention of these councils is to invite the patient voice into the community health center. To
activate and engage the patient beyond patient experience surveys, feedback cards, and board
participation. Patient advisory councils will include a diverse group of health center patients,
who may be hesitant to participate in other forums, but still eager to share their voice. These
councils are an opportunity to share how the health center has changed and improved the
patient’s healthcare experience and how participation has activated them as not only a patient,
but as a member of their community.
Patient-centered care demands continued involvement of the patient voice. An activated agent
of their health care, the patient should be intimately involved in decisions made regarding their
health, and be given the opportunity to share their experiences. This level of engagement will
facilitate continuous quality improvement, as well as enhanced levels of interaction with
community health center staff and the surrounding community. The patient voice, as a part of
the patient advisory council, will inform quality improvement activities, will encourage a more
advanced method of patient feedback, and will ensure patients truly are at the center of their
care, in a way that is meaningful to them.

APPENDIX C.3 - PAC IMPLEMENTATION GUIDE CHECKLIST
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PATIENT ADVISORY COUNCIL
IMPLEMENTATION CHECKLIST

FOUR MONTHS PRIOR TO IMPLEMENTATION








Initiate a conversation with Community Health Center (CHC) leadership about the implementation of
patient advisory councils.

Consider: what information do you need to have prepared? Why did you decide to start these
groups? How will the patients benefit from these groups? How will the CHC benefit from
these groups?
Identify staff to participate the patient advisory council committee at the community health center, with
a clear primary point of contact.
Define the project scope.
Define outreach and recruitment tactics.
Inform CHC staff of PAC meetings and request patient nominations.
Outline and define follow-up and next steps to delegate to participating CHC staff.

ONE MONTH PRIOR TO MEETING






Recruit patients using provider nominations, posters, flyers, and targeted outreach.
Develop agenda.
Procure incentives.
Organize meeting space.
Define participating CHC staff roles.

ONE WEEK PRIOR TO MEETING




Outreach to patients to confirm participation.
Finalize agenda.
Inform frontline staff of meeting date and time.

ONE DAY PRIOR TO MEETING






Outreach to patients to confirm participation.
Print agenda, patient consent forms, and sign-in sheets.
Remind frontline staff of meeting date and time.
Coordinate snacks, if applicable.
Ensure meeting space is still available.

CONSIDERATIONS
IMPLEMENTATION
□
□
□
□

How many staff members will participate on this committee?
What staff members are appropriate?
Who will be the staff lead?
Where will these meetings be held in the CHC?

LOGISTICS






Meeting Schedule, Frequency/Dates
Length
Size
Facilitation
CHC Point of Contact

PATIENT RECRUITMENT


Who will lead patient recruitment efforts?
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Who will be responsible for reminders to patients about upcoming meetings?
Who will be the primary point of contact on information flyers?
Who will announce the implementation of PACs to the greater CHC staff?
Who will maintain the patient attendance list?

BUDGET
□
□
□

What incentives are most appropriate for your health center?
Who will organize these incentives?
Who will keep track of the incentives as they are disseminated to patients?

CURRICULUM
□
□
□
□

Who will lead subject matter collection efforts? This includes tracking and agenda development.
Who will be responsible for sharing information garnered from these meetings to the greater
community health center staff?
Who will be the lead for maintaining the patient confidentiality agreements?
Who will be responsible for ensuring these are completed at each meeting?

TRANSLATION
□
□
□

Who will provide translation services?
Will you conduct separate groups?
What languages will be necessary to provide translation for?

SUSTAINABILITY
Quality Improvement Plan
□ How will these groups be incorporated into the community health center’s quality improvement
plan?
□ How is information shared with CHC staff?
□ How staff can address social determinants of health barriers?
□ Is there an on-boarding process for introducing patient advisory councils to new community
health center staff?
□ How are emerging themes and integrated into the CHC’s quality improvement plan?
Workflow
□ How will the meetings continue be integrated into CHC workflow?
□ How confident are you that these groups can be successfully and sustainably incorporated into
your workflow as it currently exists?
Leadership Engagement and Commitment
□ How will you continue to gauge and ensure leadership engagement and commitment?
□ Do you feel confident about continued support at the executive level?
□ How do you share information learned from these meetings with leadership?
Formalized Policy
Maintaining written policies for how these patient advisory councils will be incorporated into the
community health center’s workflow is vital for sustainability. These policies should contain information
pertaining to staff FTE, incentives, recruitment logistics, and information dissemination. It is important to
identify lead(s) for each of the areas below. One person should be responsible for keeping track of this
information in a place that is accessible to team members.
□ Who will create these policies?
□ Who will maintain them?
□ Where will they be stored?
Spread
□ Will you spread these PACs to other clinic sites?

APPENDIX C.4 - FIRST PAC MEETING CURRICULUM
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PATIENT ADVISORY COUNCIL MEETING
Location
Date
Time

OBJECTIVES





To facilitate a conversation amongst community health center patients about their experience of
receiving health care from their community health center.
To facilitate a continuous forum in which qualitative feedback regarding CHC policies, procedures,
and opinions about the quality of care can be collected.
Elicit feedback and information from patients about barriers to receiving health care, both inside and
outside of the community health center.
Identify and discuss practical opportunities for staff to recognize and address the barriers identified.

PRE - MEETING DECISIONS





What information do you need to have prepared? For example, why did the health center decide to
start these groups?
Does this time/date work for all staff involved?
How many staff members will be present at each meeting?
How will you assure strong follow up to this meeting?

RULES





Honor time limits.
One conversation at a time.
Put phones on silent.
Have fun.

AGENDA
The instructions assume a two-hour meeting. Please edit the wording and design as you see fit.

INTRODUCTIONS AND WELCOME




Go over objectives, agenda, and roles
Icebreaker: How long have you been a patient here? Why did you decide to come today?
Purpose/Mission of this meeting: To ensure the CHC meets the needs of patients and allows
patients to have a voice in determining their care. The intent of this meeting is to provide a
forum for the community health center patient voice. This group will be a powerful opportunity
for you to become more involved as a patient, and to ensure that the care that is delivered is
being done so appropriately and adequately.

GOALS
Facilitators will lead this conversation. Health center staff will contribute as appropriate.
“Much of this first meeting will be logistics heavy. We will discuss the meeting time and frequency,
as well as hear from you. The subsequent meetings will be focused more on topics related to the
community health center, and you can use them as an opportunity to offer opinions and
suggestions, and provide feedback.”
Role of the Patient
“Your participation in this group is intended to bring concerns, suggestions, share positive
experiences, and negative experiences as a patient of this health center. You have the
opportunity to not only be the voice of you and your family, but also as that of your community.
You can ensure that this voice is heard and know that it will be effective in evoking and
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stimulating change. The topics and discussions identified for these meetings will be driven and
determined by you. You will be responsible for listening to your community needs and sharing
them here, in this forum.
Role of Community Health Center Staff
“The community health center staff that are part of this meeting will be here each meeting. Their
role is to ensure the feedback garnered from this group is shared with other staff. They will
communicate important updates and determine what can be realistically addressed and
accomplished as a result of communication from this group. Their primary role is to listen, gather
information, share with staff, and then identify potential ways to address challenges, if possible.”
Group Agreement
“An important component of this group in ensuring its success is an agreement amongst
participants. This agreement will be the founding principles upon which this group was formed, to
guarantee that each of you is able to safely and confidentially share your opinion. I would like to
work with you to create a group agreement; rules we will abide by during each meeting. The
group agreement can contain things such as turning off cell phones, or raising one’s hand to
contribute. What would you like to be part of your group agreement?”
Confidentiality
“The information shared during this meeting will be entirely confidential. While the content will be
shared with staff to facilitate improvements within the health center, no names or sources will be
given. This is why we will ask you to please sign the confidentiality agreement (here). We will ask
you to do this during each meeting.”
Group Logistics

Does this time work for you?

Does this day of the week work for you?

Does the frequency of this meeting – quarterly – work for you?

Is the size of the group effective?

What is the best way to reach out to motivated patients like you?

How do you feel about the staff/patient ratio?

Are the incentives appropriate?

How do you feel about the communication of the meeting itself?

Is the frequency appropriate?

Is the name of the group appropriate?

What are some barriers to attendance we have not addressed?

Did we miss something about continuing this group?

CLINIC UPDATES
“We have a new provider at the clinic.”
“We have recently updated our phone tree.”

WRAP-UP




Questions and Comments
Share your experience: What do you want to share about your last experience in the clinic?
Confirm next meeting date, time, and location.
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PATIENT ADVISORY COUNCIL MEETING
SOCIAL DETERMINANTS OF HEALTH: PATIENTS
Location
Date
Time

OBJECTIVES




Gauge and enhance the patient’s understanding and knowledge of the social determinants of health
(SDH) in the community in which they live and/or receive care
Elicit feedback and information from patients about the SDH-related barriers to health
Identify and discuss practical opportunities for staff to recognize and address the SDH

PRE - MEETING DECISIONS








What information do you have and need on the specific health disparities in the community served by
your health center? For example, what Uniform Data System (UDS) data do you need to reference
(e.g., HTN, diabetes, low birth weight).
What information do you have and need on specific SDH-related barriers to health?
What information do you have and need on specific community strengths and assets?
Based on the specific barriers and strengths/assets, which particular examples will you present to
facilitate the discussion?
What recommendations and lessons from other CHCs on design and strategy can be used?
How will you assure strong follow-up to this meeting? Follow-up can include discussing information
learned with providers, leadership, and community agencies.

RULES





Honor time limits.
One conversation at a time.
Put phones on silent.
Have fun.

AGENDA
The instructions assume a two-hour meeting. Please edit the wording and design as you see fit.

INTRODUCTIONS AND WELCOME




Go over objectives, agenda, agreements and roles
Icebreaker: Why did you decide to come today?
Purpose/Mission of this meeting: To ensure the CHC meets the needs of patients and allows
patients to have a voice in determining their care.

DEFINITION OF SDH AND HOW IT RELATES TO BARRIERS TO CARE
Facilitators will provide this introduction. Health center staff will contribute as appropriate.
“Social determinants of health are the conditions in which we are born, grow, live, work,
and age. Contributing factors to social determinants of health are the barriers and assets
that exist within a community and dictate its health. The success of medical advice
provided to patients at the health center is contingent upon factors beyond the control of
the providers, such as transportation, employment, insurance, and even space for
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recreation. The information gathered today will be used to better inform health center
staff about social determinants of health as it exists within this specific community.
Research indicates that many different things affect health care and one’s ability to be
healthy. For example…” (Here the facilitator should include something specific to their
community health center, such as, public transportation difficulties, or lack of healthy food
options).
Why are we asking this information?
“We are seeking the perspective of patients participating in the Patient Advisory Council,
to understand your experience as a patient living in your community. We will also do this
same activity with staff from this health center, to gauge their understanding of your
experience as a patient in this community. As your medical home is it essential that we-
the CHC staff--understand the daily struggles and successes of your lives; to provide
quality care we need to understand your perspective. The information gathered during
this meeting will be used by us to ensure your needs are being met, and to assist us in
identifying opportunities – if possible – for improvement.”
What does a healthy community mean to you?
Facilitators ask each patient to respond. Facilitating staff will record patient responses.
“For example, does your community have access to parks and recreation space? Is there
a high presence of law enforcement? Does your community participate in community
organized activities? Are there housing options that are affordable and safe?”

ASSET MAPPING: COMMUNITY BARRIERS AND ASSETS
Identification of specific domains
Facilitators will lead this conversation, prompting participants to identify the areas of greatest need in their
community as they have experienced them. Facilitating staff will provide a list of domains to each patient
and request that participants identify the top three barriers and the top three assets within their
community.
“On this board, you will see a list of different categories found in every community. Using
the handout provided, please identify the top three barriers that this community is facing,
in your opinion, and then please identify the top three assets this community has to offer.
When you are finished, we will go around the room and I will ask each of you to please
share the three barriers and the three assets you have identified. I am going to tally the
amount of times each is identified by a group member. Afterwards, we will focus on those
with the highest number of tally marks.








Education
Job skills
Employment
Substance abuse
Mental health
Healthy food
Parks









Physical activities
Community safety
Community activities
Police
Personal space
Housing
Legal issues








Health care
Insurance
Transportation
Workplace safety
Language
Family

After the participants have completed this task, facilitating staff will prompt each patient to share that
which they have identified. Facilitating staff will record responses and then address each domain
individually with the group.
“Let’s begin with ‘….’. Who would like to share why they identified this as a barrier?”
What would alleviate this burden, besides money?
Facilitators will lead this conversation, with the assistance of health center staff, who will share
programmatic resources available within the community that are currently linked to the health center.
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“What opportunities are there for you, as community members, and the health center, to
work to identify ways to improve some of these barriers? For example, can the health
center offer English classes? Or connect patients to English classes? Can the health
center offer the skills of a job developer, or resume expert, to assist with those gaps?
Does the health center offer nutrition classes?”

CHC BARRIERS AND ASSETS






Do you access any services other than medical, oral, or behavioral at your health center?
(Facilitators will lead this conversation and health center staff will share resources available at the
health center.)

What services?

Provide a list of services offered at the health center.

How can we get the word out about these services?

If you are not using the services, why not?
Can you identify any other positive assets in your health center?
What do you think your health center can do that it is not doing?
Follow-up discussion (report out to occur at next patient advisory council meeting)

Communicating this to leadership and health center staff

Helping positive deviants and initiatives

What next steps do we want to take?

E.g., organize another internal session to further discuss potential practical solutions; recruit
volunteers and interns to research community assets and strengths, potential solutions,
contact other CHCs currently conducting similar activities to learn from their experience.

CLINIC UPDATES
“We have a new provider at the clinic.”
“We have recently updated our phone tree.”

WRAP-UP



Questions and Comments
Share your experience: What do you want to share about your last experience in the clinic?
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PATIENT ADVISORY COUNCIL MEETING
Location
Date
Time

OBJECTIVES





To facilitate a conversation amongst community health center patients about their experience of
receiving health care from their community health center.
To facilitate a continuous forum in which qualitative feedback regarding CHC policies, procedures,
and opinions about the quality of care can be collected.
Elicit feedback and information from patients about barriers to receiving health care, both inside and
outside of the community health center.
Identify and discuss practical opportunities for staff to recognize and address the barriers identified.

PRE - MEETING DECISIONS





What information do you need to have prepared? For example, why did the health center decide to
start these groups?
Does this time/date work for all staff involved?
How many staff members will be present at each meeting?
How will you assure strong follow up to this meeting?

RULES





Honor time limits.
One conversation at a time.
Put phones on silent.
Have fun.

AGENDA
The instructions assume a two-hour meeting. Please edit the wording and design as you see fit.

INTRODUCTIONS AND WELCOME – 15 MINUTES





Introductions
Review PAC logistics from last meeting.
Does the time/date/location still work?
Review Group Agreement

CLINIC UPDATES – 15 MINUTES
Listed below are examples of potential agenda items.
 Call Backs
 Communication gaps
 Community Resources

WRAP-UP – 30 MINUTES
Questions and Comments
Share your experience
Next Meeting: Date/Time/Location
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PATIENT ADVISORY COUNCIL
SUSTAINABILITY MEETING
Location
Date
Time

OBJECTIVES







To facilitate a conversation about the sustainability of Patient Advisory Council meetings at the
community health center and to identify opportunities for spread to other sites.
To identify community health center staff who will lead the Patient Advisory Council meetings
henceforth.
To identify opportunities for sustained integration into the community health center’s quality
improvement plan.
To discuss continuous leadership engagement and commitment.
To confirm patient recruitment and outreach techniques.
To sanction logistical needs required for each Patient Advisory Council meetings, including
incentives.

PRE - MEETING CONSIDERATIONS




What information do you need to have prepared? For example, why did the health center decide to
start these groups?
How will information from this meeting be shared with other community health center staff?
How will you assure strong follow up to this meeting?

AGENDA
The instructions assume a one-hour meeting. Please edit the wording and design as you see fit.

INTRODUCTIONS AND WELCOME
CONSIDERATIONS
Incentives

What incentives are most appropriate for your health center?

Who will organize these incentives?

Who will keep track of the incentives as they are disseminated to patients?
Staffing FTE

Who will lead patient recruitment efforts?

Who will be responsible for reminders to patients about upcoming meetings?

Who will lead subject matter collection efforts? This includes tracking and agenda development.

Who will be responsible for sharing information garnered from these meetings to the greater
community health center staff?

Who will lead the staff portion of the social determinants of health curriculum? How frequently will
this be conducted?

Who will be the lead for maintaining the patient confidentiality agreements?

Who will be responsible for ensuring these are completed at each meeting?
Quality Improvement Plan

How will these groups be incorporated into the community health center’s quality improvement
plan?

How is information shared with CHC staff?

How staff can address social determinants of health barriers?
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Is there an on-boarding process for introducing patient advisory councils to new community
health center staff?
How are emerging themes and integrated into the CHC’s quality improvement plan?

Workflow

How will the meetings continue be integrated into CHC workflow?

How confident are you that these groups can be successfully and sustainably incorporated into
your workflow as it currently exists?
Leadership Engagement and Commitment

How will you continue to gauge and ensure leadership engagement and commitment?

Do you feel confident about continued support at the executive level?

How do you share information learned from these meetings with leadership?
Formalized Policy
Maintaining written policies for how these patient advisory councils will be incorporated into the
community health center’s workflow is vital for sustainability. These policies should contain information
pertaining to staff FTE, incentives, recruitment logistics, and information dissemination. It is important to
identify lead(s) for each of the areas below. One person should be responsible for keeping track of this
information in a place that is accessible to team members.

Who will create these policies?

Who will maintain them?

Where will they be stored?
Suggested areas to include are listed here:
 Recruitment
 Topic gathering
 Patient Information
 Facilitation
 Social Determinants of Health

POTENTIAL TOPICS





Who will lead subject matter collection efforts? This includes tracking and agenda development.
Who will be responsible for sharing information garnered from these meetings to the greater
community health center staff?
Who will be the lead for maintaining the patient confidentiality agreements?
Who will be responsible for ensuring these are completed at each meeting?

Some ideas are listed below:
 What does your clinic do for you?
 Clinic updates
 Workflow changes
 Staffing changes
 ACA, Colorado Benefit Exchange, Medicaid, Medicare
 New board member recruitment
 New policies

OUTREACH AND PATIENT RECRUITMENT
Staff Responsibilities: Assign specific staff members to each component of the outreach and patient
recruitment plan. It is vital to ensure that patient advisory council team members have clearly defined
roles and accountability for patient outreach.
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Alert Staff: Send email to all CHC staff alerting them to identify patients who would be strong contributors
to the PAC. It will be important to include a description of what patients you are looking for and where
they should send information about potential participants:
 “We are seeking patients to participate in the Patient Advisory Council (PAC) that are involved,
pro-active, and invested in helping identify solutions for challenges at the CHC. Please try to
identify patients with a ‘can-do’ positive attitude and who would be interested in problem solving
and giving feedback on CHC policies and procedures.”
 “Please contact [NAME], with any potential new patient recruits for the PAC.
Flyers: Post-PAC informational flyers (in both English and Spanish) in the waiting room and exam
rooms.
Outreach: Continuously reach out to patients submitted by staff, or self-submitted because of the waiting
room flyers. When you call them to ask if they would like to participate remember to concentrate on the
“honor” of being chosen.
 “Your provider has nominated you to participate in [CHC Name’s] patient advisory council. We
would be honored to have you attend”
Patient List: Keep a list of patients that have positively responded to being part of the PAC.
Planning: Reach out to patients via telephone one week in advance of the meeting and then again the
day prior to the meeting.
Continuous Updates: Remember to take every opportunity possible to update the CHC staff about the
PACs and to ask them what subjects they would like addressed, for example, at staff or all-provider
meetings.

SPREAD
Will you spread these groups to other clinic sites?
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SOCIAL DETERMINANTS OF HEALTH
STAFF ASSESSMENT
OBJECTIVES




Gauge and enhance the community health center staff understanding and knowledge of the social
determinants of health (SDH) in the community in which they deliver care.
Elicit feedback and information from staff about the SDH-related barriers to health.
Identify and discuss practical opportunities for the CHC to recognize and address the SDH.

ASSET MAPPING: COMMUNITY BARRIERS AND ASSETS
The instructions assume a two-hour meeting. Please edit the wording and design as you see fit.

DEFINITION OF SDH AND HOW IT RELATES TO BARRIERS TO CARE
Social determinants of health are the conditions in which we are born, grow, live, work, and age.
Contributing factors to social determinants of health are the barriers and assets that exist within a
community and dictate its health. The success of medical advice provided to patients at the
health center is contingent upon factors beyond the control of the providers, such as
transportation, employment, insurance, and even space for recreation. The information gathered
today will be used to better inform health center staff about social determinants of health as it
exists within this specific community. Research indicates that many different things affect health
care and one’s ability to be healthy.
We are seeking the perspective of CHC staff to understand your understanding of the social
determinants of health patients who receive health care from this CHC experience. As a medical
home is it essential that we--the CHC staff--understand the struggles and successes of patients’
lives; to provide quality care we need to understand both the patient and the staff perspective.
The information gathered will be used by us to ensure your needs are being met, and to assist us
in identifying opportunities – if possible – for improvement. We have done this activity with
patients from the Patient Advisory Council and are eager to understand how the two perspectives
compare.
What does a healthy community mean to you?
Facilitators ask each staff member to respond. Facilitating staff will record patient responses.
“For example, does your community have access to parks and recreation space? Is there
a high presence of law enforcement? Does your community participate in community
organized activities? Are there housing options that are affordable and safe?”

IDENTIFICATION OF SPECIFIC DOMAINS
Facilitators will lead this conversation, prompting participants to identify the areas of greatest need in their
community as they have experienced them. Facilitating staff will provide a list of domains to each staff
member and request that participants identify the top three barriers and the top three assets within the
CHC community.
“On this board, you will see a list of different categories found in every community. Using
the handout provided, please identify the top three barriers that this community is facing,
in your opinion, and then please identify the top three assets this community has to offer.
When you are finished, we will go around the room and I will ask each of you to please
share the three barriers and the three assets you have identified. I am going to tally the
amount of times each is identified by a group member. Afterwards, we will focus on those
with the highest number of tally marks.
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Education
Job skills
Employment
Substance abuse
Mental health
Healthy food
Parks









Physical activities
Community safety
Community activities
Police
Personal space
Housing
Legal issues








Health care
Insurance
Transportation
Workplace safety
Language
Family

After the participants have completed this task, facilitating staff will prompt each staff member to share
that which they have identified. Facilitating staff will record responses and then address each domain
individually with the group.
“Let’s begin with ‘….’. Who would like to share why they identified this as a barrier?”
What would alleviate this burden, besides money?
Facilitators will lead this conversation, with the assistance of CHC staff, who will share programmatic
resources available within the community that are currently linked to the CHC.
“What opportunities are there for you, as community members, and the CHC, to work to
identify ways to improve some of these barriers? For example, can the CHC offer English
classes? Or connect patients to English classes? Can the CHC offer the skills of a job
developer, or resume expert, to assist with those gaps? Does the CHC offer nutrition
classes?”

CHC BARRIERS AND ASSETS






Do patients have access any services other than medical, oral, or behavioral at the CHC?
(Facilitators will lead this conversation and health center staff will share resources available at the
health center.)

What services?

Provide a list of services offered at the CHC.

How can we get the word out about these services?

If you are not using the services, why not?
Can you identify any other positive assets in the CHC?
What do you think the CHC can do that it is not doing?
Follow-up discussion (report out to occur at next patient advisory council meeting)

Communicating this to leadership and CHC staff

Helping positive deviants and initiatives

What next steps do we want to take?

E.g., organize another internal session to further discuss potential practical solutions; recruit
volunteers and interns to research community assets and strengths, potential solutions,
contact other CHCs currently conducting similar activities to learn from their experience.

QUESTIONS TO CONSIDER
How do you address social determinants of health in your facility?
Do you offer classes of any kind? For example: nutrition, English language skills, or employment skills
training.
Do you offer any of the following services to patients, either from the CHC or through community based
agencies? For example: transportation assistance, community activities, legal assistance, or parenting
classes.
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Do you feel as though your CHC has a clear understanding of the community in which you serve? For
example: does your community offer translation services for multiple languages? Do you serve any
refugee populations?
Does your CHC have partnership/MOUs with other community partners?
What partnerships and subject areas do you think need to be set up? For example: more nutrition
classes, an urban garden, recreational space for children.
How do you think you could best communicate the social determinants of health to other CHC staff?
Do you think any of this information can inform your workforce or QI procedures?
If money and FTE were not barriers, what additional opportunities would you like to offer patients?

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

APPENDIX D
TOOLS & RESOURCES:
SOCIAL DETERMINANTS OF HEALTH
D.1: SDH Domains Handout (English)  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .64
This is a handout for English-speaking patients with SDH domains, to be used during the
SDH specific PAC meeting.

D.2: SDH Domains Handout (Spanish) .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .65
This is a handout for Spanish-speaking patients with SDH domains, to be used during the
SDH specific PAC meeting.

D.3: CHCs Leveraging the SDH Workgroup Facilitator’s Notes  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .66
The facilitator’s notes are intended to provide a step-by-step guide for the workshop facilitator.

D.4: SDH Needs Assessment Tool  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .70
This tool may be used by CHC patients, whether or not the CHC has a PAC forum, to identify
SDH barriers and assets within the CHC community. This tool may be disseminated electronically, in-person, or over the telephone.

D.5: SDH Data Analysis Tool  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  . 74
This data analysis tool should be used in conjunction with the SDH Needs Assessment Tool,
and provides an explanation of numerators and denominators, allowing CHCs to quantify
SDH data from patients.

D.6: Staff SDH Barriers and Asset Identification Request  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .78
This is an abbreviated opportunity for a CHC to identify SDH as they exist within the respective CHC community. This may be disseminated electronically, and can be discussed during
staff meetings.

D.7: CHCs Leveraging the SDH Workshop  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .  .79
A 60-minute workshop designed for variety of audiences, whose goal is to enhance the
audience’s knowledge about SDH. This workshop endeavors to define SDH barriers and
assets within a CHC community, identify resources to address the barriers to health, and
foster a conversation about how to use assets, resources, and partners. This resource is
only available in this digital edition of the Patient Engagement Toolkit.
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Social Determinants of Health:
Barriers and Assets
EDUCATION

POLICE

JOB SKILLS

PERSONAL SPACE

EMPLOYMENT

HOUSING

SUBSTANCE ABUSE

LEGAL ISSUES

MENTAL HEALTH

HEALTH CARE

HEALTHY FOOD

INSURANCE

PARKS

TRANSPORTATION

PHYSICAL ACTIVITIES

WORKPLACE SAFETY

COMMUNITY SAFETY

ENGLISH

COMMUNITY ACTIVITIES

FAMILY

APPENDIX D.2 - SDH DOMAINS HANDOUT (SPANISH)
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Determinantes Sociales de la Salud:
las barreras y los bienes
EDUCACIÓN

POLICÍA

HABILIDADES DEL TRABAJO

ESPACIO PERSONAL

EMPLEO

VIVIENDA

ABUSO DE SUSTANCIAS

PROBLEMAS LEGALES

SALUD MENTAL

CUIDADO DE LA SALUD

ALIMENTACIÓN SALUDABLE

SEGURO

PARQUES

TRANSPORTACIÓN

ACTIVIDADES FÍSICAS

SEGURIDAD EN EL TRABAJO

SEGURIDAD DE LA COMUNIDAD

INGLÉS

ACTIVIDADES COMUNITARIAS

FAMILIA
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WORKSHOP: HOW TO IDENTIFY & ADDRESS
THE SOCIAL DETERMINANTS OF HEALTH
PRE - WORKSHOP DECISIONS TO MAKE BY THE FACILITATOR














Appoint a facilitator
Whom will you invite to the workshop?
How much time do you have to conduct this workshop?
How will you capture the participants' brainstorming output?
What information do you have on the specific health disparities in the community served by your
health center? For example, what UDS data do you need to reference (HTN, diabetes, low birth
weight)? Decide how you will present this information to the workshop participants.
Who will decide (and how) which of the major health disparities to focus on during this particular
workshop? If you only have 60 minutes, you may need to limit the group to discussing only one of the
major health disparities. Would you like the participants to come together to choose one before the
workshop or during the workshop? Or would you like the facilitator or someone else to make the
selection on behalf of the group, before the workshop?
Depending on the major health disparity to be focused on during this workshop session, choose
examples from other community health centers (CHCs) to share with the participants. Comparable or
relevant examples – as well as background on the 2012 study by the Institute for Alternative Futures
that informs this workshop – are available at www.altfutures.org/leveragingSDH. There you can find:
• A freely available database of 176 examples from 52 CHCs,
• 10 case studies that explore more deeply how different CHCs go about their SDH activities,
and
• The project report, which includes abstracts for the case studies as well as an analysis of
activities and patterns across CHCs.
Decide whether to share any slides as a handout with your participants. It may help participants focus
on contributing and listening, rather than note taking. It may also allow you to verbally highlight only
the most relevant points to keep the workshop moving, rather than having to present everything out
loud.
Clarify to what extent active participation is feasible. Will this session be a one-way presentation or do
you have room for participants to interact, brainstorm, and ask questions? Adjust the prompts
accordingly.
How will you assure strong follow up to this workshop?

WORKSHOP AGENDA AND INSTRUCTIONS
The instructions assume a 60-minute workshop. Please edit the wording and design as you see fit.

1. Introduction






Provide a brief introduction to the workshop.
Go over the objectives of this workshop
Go over the workshop agenda
Go over workshop rules, designed to help the group stay within the time limit and get the most out of
the session
Slide Number 3: Sample Script for Introduction
 Welcome everyone! Today we're going to talk about social, economic, and environmental
factors that drive one of the major health disparities in our community – and what our CHC
might feasibly do about such factors.
 Virtually all CHCs already help patients access such things as health education, nutrition
services, and housing assistance to address health disparities.
 Thanks to a 2012 study by the Institute for Alternative Futures, we also know that there are
dozens of health centers in the U.S. that do more and through a variety of means. Perhaps
we can borrow good ideas, make them our own, and do an even better job executing them.
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Slide 4: Sample Script for Agenda:
 After we review the agenda, we will discuss where health comes from, with a general
introduction to social determinants of health.
 Next, we will take a closer look and review the top 3-5 health disparities in the community that
our CHC serves.
 Today, we will choose ONE of these health disparities to guide our discussions for the rest of
this workshop.
 Next, we will brainstorm how specific, local social, economic, or environmental factors may
drive that health disparity in this community. We’ll follow this discussion by brainstorming
community strengths – these are assets, resources, and partners. What do we know of that
could help address the chosen health disparity?
 Then we will discuss how we might use these already known strengths and resources to
create change.
 Next, we may know a lot already about barriers and strengths. However, things change and
we may not necessarily know everything we need to know to make the right choices. That's
why we'll discuss approaches for:
 How we might better understand what and how the SDH drive and shape major
health disparities in this community, and
 How we might identify more assets, resources, and partners.
 We'll finish this workshop by discussing what next steps we want to take to follow up on all
this. Many CHCs around the country are working to also identify barriers and opportunities
related to SDH within their CHC community. Today we are going to discuss examples of
actual activities by other CHCs to help inform our discussions today.

2. Where does health come from?







Provide general introduction to the social determinants of health (SDH)
Provide examples of SDH, making sure to mention your CHC as an example of an employer/job
provider
Go over the relative importance of SDH for health
Ask participants to name local SDH examples relevant to this community (i.e., have them name
specific schools, businesses, parks, etc., and comment on the status of safety, employment, personal
financial security, youth activities, etc.) Have them raise positives (e.g., access to parks) as well as
negatives (e.g., violence).
Discuss CHCs' role and responsibility in addressing the SDH, compared to other organizations

3. What are the major health disparities in our community? And choose one.




Briefly present key disparities in health outcomes according to health center data (e.g., diabetes,
hypertension, pediatric asthma, low birth weight)
Help participants choose one of these disparities for the entire group to focus on for the rest of this
workshop
Slide Number 20: Health Disparities Discussion:
 On this slide, please provide information on (for example, the top 3-5) disparities in health
outcomes for the community your CHC serves according to health center data (e.g., diabetes,
hypertension, pediatric asthma, low birth weight). If possible, include graphic representations
of the data such as bar graphs and maps. Consider spreading the information over more than
one slide.

4. What is driving this health disparity in our community?


Ask staff to discuss how the following factors may drive, shape, or exacerbate the selected health
disparity:
 Education
 Mental health
 Community safety
 Job skills
 Healthy food
 Community activities
 Employment
 Parks
 Police
 Substance abuse
 Physical activities
 Personal space
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 Housing
 Insurance
 English language
 Legal issues
 Transportation
fluency
 Health care
 Workplace safety
 Family
Brainstorm a list of specific SDH barriers relevant to this health disparity and this community (e.g., a
particular elementary school suffering from funding cuts and low-quality instructors, a certain unsafe
neighborhood, lack of access to ESL courses, working conditions at XYZ factory)
Slide Number 22: Facilitator’s Notes:
 Ask participants to use local, specific examples whenever possible, rather than make this an
entirely hypothetical, abstract discussion. For example, if the health disparity chosen is in
terms of diabetes, then specific SDH barriers to physical activity might include:
 Cultural factors such as considering walking or running around in circles, so to speak, as a
waste of time, compared to gardening or incorporating walking and biking into one’s commute
to work or school.
 Social factors such as a high local crime rate that inspires fear among residents and makes
them reluctant to go for walks.
 Environmental factors, such as having no access to safe places where adults and children
can walk, hike, bike, or play.
 This discussion is about what the participants know and think. If participants feel they do not
know enough about how local examples drive the chosen health disparity, then explain that
the group will discuss how to find out this type of detail later in this workshop. In this case, still
conduct this brainstorming exercise but have staff at least imagine how the factors above
may drive the chosen health disparity.

5. What assets, resources, and partners does this community have to address
these drivers?






Brainstorm a list of specific list of persons, physical structures or places, community services,
businesses, and partner organizations that might be able to assist with addressing the drivers of the
selected health disparity
Share a list of already existing national programs that other CHCs have used in the past or currently
use to address health disparities
Slide Number 36: CHC Examples
 On this slide, list at least one example using high-level information such as the name of the
CHC, location, population targeted, and name of the activity. Then briefly and verbally
describe the activity.
Slide Number 37: Design Advice
 The actual design and strategy of SDH efforts varies, and most efforts are designed by CHCs
themselves. They often do so with input from community members, staff and CHC
departments, and organizations from within and outside the community, including
universities. This and the following slides present principles for effort strategy and design that
emerged from interviews with CHC leaders and case studies.

6. How can a CHC use assets, resources, and partners to address this health
disparity?





Present and discuss relevant or comparable examples of CHC activities from the 2012 study
conducted by the Institute for Alternative Futures
Share advice from other CHCs on designing approaches that use SDH assets, resources, and
partners to address health disparities
Brainstorm one or more approach to address the selected health disparity
Slide Number 46: Barrier and Opportunity Identification:
 From the 2012 study by the Institute for Alternative Futures, we know that other CHCs
identify barriers and opportunities by maintaining an open dialogue with essentially everyone.
I’ll give you examples for each bullet point.
 CHC staff: A social worker noted that seniors living in a public housing project were looking
for opportunities to socialize and venture out, or a community health worker making home
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visits identified home and neighborhood safety needs. Clinical staff noted that parents were
visibly uncomfortable when asked to read to their children
Executive leadership: CHC CEO founded a charter school based on his vision for the
community.
Community members: A patient with a background in education and IT proposed a program
to recycle and rebuild old, unused computers that could then be sold for a low fee to families
and individuals in the community. A patient suggested that a CHC take the lead in developing
a park. Victims of domestic violence asked their local CHC leadership to develop programs
that would end the violence at home without separating the family
Members of CHC Board of Directors: A board member requested that the CHC open a
“clothing attic” for new and slightly used clothing for needy families to dress better for school
and work.
Grant opportunities: A CHC learned of a Request for Proposals issued by a Federal grantmaking program and took the initiative to create a coalition of community-based
organizations, to apply for the grant, and to work together in addressing youth violence and
promoting a safe, healthy, and nurturing environment for students and families. A CHC,
aware of the high rate of unemployment in its community, responded to a Federal stimulus
program to provide skills training and subsidized job employment.
Highly publicized events that inspire attention, such as: A violent beating of an immigrant in
the community. An event that gets national attention such as the Columbine High School
shooting or the terrorist attacks of 9/11. The high incidence of parasitic infections in local
children due to poor sanitation. A potential hurricane disaster. High levels of mercury and
PCB in local fish. Local stores’ selling of tobacco products to minors.
A non-CHC organization approaches the CHC to: Establish a shelter for abused spouses and
children. The CHC was approached by the director of services at a local public housing
project. Participate in a project to clean up several brownfields in the area. The CHC was
approached by a state agency.
A CHC helps an existing program survive that it deemed too important for the community to
lose: Created a Culture and Technology Center to fill the void when art programs in local
public schools became subject to budget cuts. Took the lead in creating a band program for
public elementary school students to fill the gap left by state cuts to school funding.
Incorporated an independent nonprofit working to promote educational achievement among
Latinos

7. How can we better understand what and how local SDH barriers drive the major
disparities in this community? And how can we identify more assets, resources,
and partners?




Explain how other CHCs identify barriers and opportunities
Discuss whether and how community assessments and CHC patient intake forms may be adjusted to
better assist with addressing the SDH
Share suggestions for how to adjust community assessments

8. What next steps do we want to take?


Have the group decide how to follow up on the discussions in this workshop. Next steps might include
organizing another meeting to further discuss potential practical solutions; recruiting volunteers or
interns to research community strengths, potential solutions; and contacting other CHCs currently
conducting similar activities to learn from their experience.

This workshop is designed by the Colorado Community Health Network and the Institute for Alternative Futures. Unless noted
otherwise, all content is based on:
Institute for Alternative Futures. Community Health Centers Leveraging the Social Determinants of Health. Alexandria,
VA. March 2012. Available from www.altfutures.org/leveragingSDH.
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SOCIAL DETERMINANTS OF HEALTH
NEEDS ASSESSMENT SURVEY
OBJECTIVES




Gauge and enhance the patient’s understanding and knowledge of the social determinants of health
(SDH) in the community in which they live and/or receive care
Elicit feedback and information from patients about the SDH-related barriers to health
Identify and discuss practical opportunities for the CHC to recognize and address the SDH

DEMOGRAPHIC QUESTIONS
In which county do you reside? ___________________
Are you over the age of 18?

Yes

No
Are you a permanent resident of Colorado?

Yes

No
Gender



Male
Female

Highest Level of Education

Some High School

High School Diploma or GED

Some College

Associates Degree
Household income

Less than $10,000

$10,000 to $29,000

$30,000 to $39,000
Ethnicity

American Indian or Alaskan Native

Asian

Black or African American

Native Hawaiian or Other Pacific
Islander















What language do you speak at home? ___________________

Bachelor Degree
Graduate Degree
Post Graduate
Prefer not to answer
$50,000 to $99,000
$100,000 or above
Prefer not to answer
Hispanic or Latino
White
Other
Prefer not to answer

APPENDIX D.4 - SDH NEEDS ASSESSMENT TOOL
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HEALTHY COMMUNITY: SUCCESSES AND CHALLENGES
On a scale of 1 to 5, please rank your level of confidence for each of the following areas as they
exist within your community.
1

No Confidence 2







Rarely Confident

Education
Employment/Job
Skills
Health care
Healthy Eating
Parks/Green Space
Community safety

3

Confident








4

Somewhat Confident

Community activities
Police
Personal space
Legal issues
Insurance
Transportation
Workplace safety

5

Extremely Confident







Language
Family
Substance Abuse
Mental Health
Physical Activity
Housing

The biggest challenge I see in this community is: ___________________________________
What are the greatest strengths of your community? (Check boxes for all that apply.)

Education

Police

Mental Health

Employment

Personal space
treatment access

Healthcare

Insurance

Substance abuse

Health Eating

Transportation
treatment access

Parks

Workplace safety

Affordable Housing

Community safety

English
options

Community activity

Family
Other: ____________________________________
What are the greatest weaknesses of your community? (Check boxes for all that apply.)

Education

Lack of community

Poor access to

Job skills
activities
health care

Employment

Police

Insurance

Substance abuse

Lack of personal

Limited

Mental health
space
transportation

Lack of Healthy food

Lack of affordable
options

Minimal recreation
housing options

Workplace safety

Legal issues

Language skills
and green space

Community safety

Family
Other: _______________________________________

|

71

72

|

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

APPENDIX D.4 - SDH NEEDS ASSESSMENT TOOL

AREAS OF NEED
On a scale of 1 to 4, please rank the level of need for each of the following areas as they exist
within your community.
1 High
2 Low
3 No Need
4 Don’t Know
Health Care: What is the greatest health care need?

primary care

specialty care

dental care

eye care
Nutrition: What is the greatest nutritional need?

access to affordable healthy foods

access to healthy food in schools
Stress: What is a source of stress in your daily life?
□ relationships
□ fear of domestic violence
□ access to health care services
□ access to food
Transportation: What is the greatest transportation need?
□ transportation to health care
□ transportation to work
□ transportation to grocery stores
□ reliable, scheduled transportation








substance abuse
mental health
transportation to health care
appointments
access to healthy food in stores
cooking classes

□
□
□
□

access to transportation
access to safe housing
access to education
community violence

□
□

affordable transportation
transportation to community
activities

Language: What language barriers do you experience in your community?
□ Access to multi-lingual services
□ Access to language skill education
□ Access to employment in your first language
Substance Abuse: What is the greatest substance abuse need?

prevention programs

reduction of drug use

reduction of prescription drug use

access to treatment – outpatient

access to treatment – residential
Mental Health: What is the greatest mental health need?

residential mental health treatment

mental health professionals







reduction of alcohol use
drug specific treatment:
____________________

prevention
access to treatment

Quality of Life: What would improve the quality of life for you within your community?

educational opportunities

community activities

housing

after school programs

recreational opportunities

partnership with local police

community safety
department

health care access

connections to

dental care access
resources/community agencies

public transportation

access to local parks and

substance abuse support
community classes

mental health services

trails and paths

employment opportunities

APPENDIX D.4 - SDH NEEDS ASSESSMENT TOOL
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Housing: What is the greatest housing need?

resident advocacy

senior housing

affordable housing




access to loans
financial literacy

Employment: What is the greatest employment need?

job search and placement assistance

income generating skills

internships, paid, leadership, or volunteer work opportunities
Education: What is the greatest education need?

childhood development

youth development

access to the outdoors

nutrition and physical exercise

life skills trainings







parenting classes
health education
adult education
day care
quality of available education
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Social Determinants of Health Data Analysis Tool
*For the purposes of this tool, "Total Patients" reflects the total number of patients who submitted a survey

County of Residence
In which county do you reside? (Select from drop-down menu below)
Age
Are you over the age of 18?
Yes
No

Numerator
# patients responding "Yes"
# patients responding "No"

Denominator
Total Patients
Total Patients

Colorado Residency
Are you a permanent resident of Colorado?
Yes
No

Numerator
# patients responding "Yes"
# patients responding "No"

Denominator
Total Patients
Total Patients

Education
What is your highest level of education?
Some High School
High School Diploma or GED
Some College
Associates Degree
Bachelor Degree
Graduate Degree
Post Graduate Degree
Prefer not to answer
Skipped Question

Numerator
# patients with some high school
# patients with high school diploma/GED
# patients with some college
# patients with Associates Degree
# patients with Bachelor Degree
# patients with Graduate Degree
# patients with post Graduate Degree
# patients that chose not to answer
# patients that skipped question

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients

Income
What is your household income?
Less than $10,000
$10,000 to $29,000
$30,000 to $39,000
$50,000 to $99,000
$100,000 or above
Prefer not to answer
Skipped question

Numerator
# patients with income less than $10,000
# patients with income between $10,000-$29,000
# patients with income between $30,000-$49,000
# patients with income between $50,000-$99,000
# patients with income $100,000 or above
# patients that chose not to answer
# patients that skipped question

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients

Race
Check all the apply
American Indian/Alaskan Native
Asian
Black/African American
Native Hawaiian/Pacific Islander
White
Other (please specify)
Prefer not to answer
Skipped question

Numerator (exclude patients that selected more than 1)
# American Indian/Alaskan Native patients
# Asian Patients
# Black/African American Patients
# Native Hawaiian/Pacific Islander Patients
# White patients
# Other patients
# Patients that chose not to answer
# Patients that skipped question

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
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Social Determinants of Health Data Analysis Tool
Healthy Community
On a scale of 1 to 5, please rank your confidence for each
of the following areas as they exist within your community.
Domain
Education
Employment/Job Skills
Health care
Healthy Eating
Parks/Green Space
Community Safety
Community Acitivites
Police
Personal Space
Legal Issues
Insurance
Transporation
Workplace Safety
Language
Family
Subtsance Abuse
Mental Health
Physical Acitivity
Housing
The biggest challenge I see in this community is:
Community Strengths
What are the greatest strengths of your community?
Education
Employment/Job Skills
Health care
Healthy Eating
Parks/Green Space
Community Safety
Community Acitivites
Police
Personal Space
Legal Issues
Insurance
Transporation
Workplace Safety
Language
Family
Subtsance Abuse
Mental Health
Physical Acitivity
Housing
Other (Mark response)

1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1
1

Numerator (the number of patients who selected…)
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4
2
3
4

Numerator
# patients who selected education
# patients who selected employment/job skills
# patients who selected health care
# patients who selected healthy eating
# patients who selected parks/green space
# patients who selected community safety
# patients who selected community activities
# patients who selected police
# patients who selected personal space
# patients who selected legal issues
# patients who selected insurance
# patients who selected transportation
# patients who selected workplace safety
# patients who selected language
# patients who selected family
# patients who selected substance abuse
# patients who selected mental health
# patients who selected physical activity
# patients who selected housing
# patients who selected other

5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5
5

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
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Social Determinants of Health Data Analysis Tool
Community Weakenesses
What are the greatest weaknesses of your community?
Education
Employment/Job Skills
Health care
Healthy Eating
Parks/Green Space
Community Safety
Community Acitivites
Police
Personal Space
Legal Issues
Insurance
Transporation
Workplace Safety
Language
Family
Subtsance Abuse
Mental Health
Physical Acitivity
Housing
Other (Mark response)

Numerator
# patients who selected education
# patients who selected employment/job skills
# patients who selected health care
# patients who selected healthy eating
# patients who selected parks/green space
# patients who selected community safety
# patients who selected community activities
# patients who selected police
# patients who selected personal space
# patients who selected legal issues
# patients who selected insurance
# patients who selected transportation
# patients who selected workplace safety
# patients who selected language
# patients who selected family
# patients who selected substance abuse
# patients who selected mental health
# patients who selected physical activity
# patients who selected housing
# patients who selected other

Areas of Need
On a scale of 1 to 4, please rank the level of need for each of the following areas as they exist within your community.
Health Care
Numerator (the number of patients who selected…)
Primary Care
1
2
3
4
Speciality Care
1
2
3
4
Dental Care
1
2
3
4
Eye Care
1
2
3
4
Substance Abuse
1
2
3
4
Mental Health
1
2
3
4
Transportation to health care appointments
1
2
3
4
Nutrition
Numerator (the number of patients who selected…)
Access to affordable healthy foods
1
2
3
4
Access to healthy food in schools
1
2
3
4
Access to healthy food in stores
1
2
3
4
Cooking Classes
1
2
3
4
Stress
Numerator (the number of patients who selected…)
Relationships
1
2
3
4
Fear of domestic violence
1
2
3
4
Access to health care services
1
2
3
4
Access to food
1
2
3
4
Access to transportation
1
2
3
4
Access to safe housing
1
2
3
4
Access to education
1
2
3
4
Community violence
1
2
3
4
Numerator (the number of patients who selected…)
Transportation
Transportation to health care
1
2
3
4
Transportation to work
1
2
3
4
Transportation to grocery stores
1
2
3
4
Reliable, scheduled transportation
1
2
3
4
Affordable transportation
1
2
3
4
Transportation to community activities
1
2
3
4

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients

Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
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Language
Access to multi-lingual services
Access to language skill education
Access to employment in your first language
Substance Abuse
Prevention programs
Reduction of drug use
Reduction of prescription drug use
Access to treatment - outpatient
Access to treatment - residential
Reducation of alcohol use
Drug specific treatment:
Mental Health
Residential mental health treatment
Mental health professionals
Prevention
Access to treatment
Quality of Life
Educational opportunities
Housing
Recreational opportunities
Community safety
Health care access
Dental care access
Public transportation
Substance abuse support
Mental health services
Employment opportunities
Community acitivites
After school programs
Partnership with local police department
Connections to resources/community agencies
Access to local parks and community classes
Trails and paths
Housing
Resident advocacy
Senior housing
Affordable housing
Access to loans
Financial literacy
Employment
Job search and placement assistance
Income generating skills
Internships, paid, leadership, volunteer
Education
Childhood development
Youth development
Access to the outdoors
Nutrition and physical exercise
Life skills training
Parenting classes
Health education
Adult education
Day care
Quality of life available education

Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
Numerator (the number of patients who selected…)
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4
1
2
3
4

Denominator
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Denominator
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
Total Patients
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SOCIAL DETERMINANTS OF HEALTH
BARRIER AND ASSET IDENTIFICATION REQUEST
Social determinants of health are the conditions in which we are born, grow, live, work,
and age. Contributing factors to social determinants of health are the barriers and assets
that exist within a community and dictate its health. The success of medical advice
provided to patients at the health center is contingent upon factors beyond the control of
the providers, such as transportation, employment, insurance, and even space for
recreation. The information gathered today will be used to better inform health center
staff about social determinants of health as it exists within this specific community.
Research indicates that many different things affect health care and one’s ability to be
healthy.
We are seeking the perspective of CHC staff to understand your understanding of the
social determinants of health patients who receive health care from this CHC
experience. As a medical home is it essential that we--the CHC staff--understand the
struggles and successes of patients’ lives; to provide quality care we need to understand
both the patient and the staff perspective. The information gathered will be used by us to
ensure your needs are being met, and to assist us in identifying opportunities – if
possible – for improvement. We have done this activity with patients from the Patient
Advisory Council and are eager to understand how the two perspectives compare.
Please review the social determinants of health domains listed below. Please identify the top
three barriers and the top three assets as they exist within the community in which the CHC is
located.








Education
Job skills
Employment
Substance abuse
Mental health
Healthy food
Parks









Physical activities
Community safety
Community activities
Police
Personal space
Housing
Legal issues








Health care
Insurance
Transportation
Workplace safety
Language
Family

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

HOW TO IDENTIFY AND
ADDRESS SOCIAL
DETERMINANTS OF HEALTH

Workshop
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INTRODUCTION
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WORKSHOP OBJECTIVES
Our goals in this workshop are to:
 Gauge and enhance your understanding and knowledge of the social
determinants of health (SDH).
 Draw out your ideas and knowledge on SDH-related barriers to health
in this community, as well as SDH-related assets for health.
 Identify and discuss practical opportunities for our CHC staff to
recognize and address the SDH as they relate to the major health
disparities in this community.
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WORKSHOP AGENDA
5 minutes
5 minutes
5 minutes
10 minutes
10 minutes
10 minutes
10 minutes
5 minutes

Introduction (objectives, agenda, rules)
Where does health come from?
What are the major health disparities in our community?
And choose one.
What is driving this health disparity in our community?
What assets, resources, partners does this community have
to address these drivers?
How can we use these strengths?
How can we better understand what and how local SDH
barriers drive the major disparities in this community? And
how can we identify more assets, resources, and partners?
What next steps do we want to take?

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

WORKSHOP RULES
Honor time limits.
One conversation at a time.
Use the "Yes, and" principle.
Put phones on silent.
Have fun!
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QUESTIONS?

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

WHERE DOES HEALTH COME FROM?
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Does health come from the doctor's office?
We typically go there only after something is already wrong with our
health.
How about, does it come from your home?
Your job?
Did your mom give it to you?

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

Simply put,
health starts and is shaped by
where we are born, grow, live, work, and age.
This includes access to good health care, as well as social, political,
economic, environmental, educational, cultural, and legal factors that
shape and nurture health.
There is another phrase for all of these factors:
the social determinants of health (SDH)
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EXAMPLES OF SOCIAL DETERMINANTS OF
HEALTH
 Access and quality of childcare, preschools, K-12 schools, community
colleges, universities, adult education programs, and informal
education programs like museums, libraries, zoos, and after -school
programs
 Income and work, businesses and organizations that employ
community members, income distribution, job security, type and
safety of jobs available to the community (e.g., mining, health care,
agriculture, engineering, service jobs)
 Cost, access, quality, and connectivity of transportation options,
roads, cars and car pooling, busses, metro and commuter trains, safe
routes for pedestrians and cyclists
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EXAMPLES OF SOCIAL DETERMINANTS OF
HEALTH
 Access to safe and affordable housing
 Availability and adequacy of shelters
 Residential segregation (e.g., sorting by race, ethnicity, country of
origin, income)
 Access to and effectiveness of emergency management, law
enforcement, fire departments, rescue squads, and Emergency
Medical Services (EMS)
 Exposure to crime, violence, and social disorder (e.g., trash, graffiti)
 Access to healthy and affordable food, farmers markets, grocery
stores, community gardening
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EXAMPLES OF SOCIAL DETERMINANTS OF
HEALTH
 Patterns in social norms and attitudes, including discrimination and
social isolation
 Activities and strength of faith community and other groups for social
and spiritual wellbeing
 Access to mass media, Internet, computers, cell phones
 Parks and other recreational opportunities
 Access to ATMs as well as full banking services, loans and credit,
savings rate, financial literacy, support for entrepreneurs
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NAME LOCAL SOCIAL DETERMINANTS OF HEALTH
EXAMPLES
Can you name local examples (i.e., specific schools, businesses,
parks, etc.)?
What’s your sense and knowledge of, for example, trust and safety,
employment, personal financial security, and youth development in this
community?
Raise positives (e.g., access to parks) as well as negatives (e.g., rate
of crime).
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WHAT IS THE RELATIVE IMPORTANCE OF THESE
VARIOUS FACTORS OF HEALTH?
Various researchers have shown that health care accounts for only 10 
25 percent of the variance in health over time.
Most of the variance or disparities in health is shaped by genetics,
health behaviors, social and economic factors, and physical
environmental factors.
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MAJOR FACTORS SHAPING HEALTH

Behavior
Socioeconomic
conditions
Environment
Social
Physical
Genes
Healthcare

M1993
50%

M2002
40%

HPC’09

CHR’10
30%

50%

40%

20%

20%
10%

10%
15%
5%
30%
10%

10%
15%
25%

20%
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Therefore,
to create a healthier future
and eliminate health disparities,
a community can and must take a good look at BOTH :
 The quality of and access to health care
 And other factors like quality and access to housing,
transportation, education, culture, environment, and jobs.
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Now, this research explains why it makes sense for health care
providers to care about the SDH. But it doesn't prove that community
health centers have to be the ones to go out and build better schools,
parks, and homes.

The SDH typically fall under the purview of multiple government
agencies. Especially public health departments are most directly
charged with addressing the health of entire communities rather than
that of individuals.
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How public health agencies meet their responsibilities, however, varies
widely. This is because of differences in their structure, governance,
funding, authority, capacity, and scope of work.
Public health departments need partners to pursue their mission
effectively. So, in this workshop we are not asking our health center to
think about how to replace our local public health agency or any other
agency. Instead, we want to explore viable possibilities for how our
health center can play a critical role as a partner in shaping the SDH
and addressing health disparities in this community.
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WHAT ARE THE MAJOR HEALTH
DISPARITIES IN OUR COMMUNITY?
CHOOSE ONE.
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MAJOR HEALTH DISPARITIES IN OUR COMMUNITY
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WHAT IS DRIVING THIS HEALTH
DISPARITY IN OUR COMMUNITY?
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BRAINSTORM HOW LOCAL EXAMPLES OF THESE
FACTORS MAY DRIVE OR SHAPE THIS DISPARITY
 Education
 Job skills
 Employment
 Substance abuse
 Mental health
 Healthy food
 Parks
 Physical activities
 Community safety
 Community activities

 Police
 Personal Space
 Housing
 Legal Issues
 Health care
 Insurance
 Transportation
 Workplace Safety
 English Language Fluency
 Family
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WHAT ASSETS, RESOURCES, AND
PARTNERS DOES THIS COMMUNITY
HAVE TO ADDRESS THESE DRIVERS?
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BRAINSTORM A LIST OF SPECIFIC:
Persons
The mom or dad who organizes a playgroup. The church member who
starts a discussion group on spirituality. The firefighter who's willing to
risk his life to keep the community safe. Plus, everyone has some skills
or talents, and everyone can provide knowledge about the community,
connections to the people they know, and the kind of support that every
effort needs.
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BRAINSTORM A LIST OF SPECIFIC:
Physical structures or places
A school, hospital, church, library, recreation center, social club. It
might also be an unused building that could house a community
hospice, or a second floor room ideal for community meetings. Or it
might be a public place that already belongs to the community – a park,
a wetland, or other open space.
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BRAINSTORM A LIST OF SPECIFIC:
Community Services
Things that make life better for some or all community members, such
as good public transportation, early childhood education center,
community recycling facilities.
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BRAINSTORM A LIST OF SPECIFIC:
Businesses
Ones that provide jobs and support the local economy.
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BRAINSTORM A LIST OF SPECIFIC:
Current and potential partner organizations and networks.
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NATIONAL PROGRAMS THAT CHCS CAN USE:
 Special Supplemental Food Program for Women, Infants, and
Children (WIC)
 AmeriCorps (www.americorps.gov) and
NACHC Community HealthCorps (www.communityhealthcorps.org)
for staffing SDH activities
 Reach Out and Read (www.reachoutandread.org) to encourage early
literacy

|

107

108

|

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

NATIONAL PROGRAMS THAT CHCS CAN USE:
 National Center for Medical-Legal Partnership (www.medical
legalpartnership.org) to integrate legal assistance into the medical
setting
 Health Leads (www.healthleadsusa.org) to use volunteers employed
in the health care setting to assist with connecting low -income
families to resources
 United Way (www.unitedway.org), a national system of volunteers,
contributors, and local charities helping people in their own
communities
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NATIONAL PROGRAMS THAT CHCS CAN USE:
 National Center for Medical-Legal Partnership (www.medical
legalpartnership.org) to integrate legal assistance into the medical
setting
 Health Leads (www.healthleadsusa.org) to use volunteers employed
in the health care setting to assist with connecting low -income
families to resources
 United Way (www.unitedway.org), a national system of volunteers,
contributors, and local charities helping people in their own
communities
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TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

NATIONAL PROGRAMS THAT CHCS CAN USE
 The Senior Companion Program of the Corporation for National and
Community Service (www.nationalservice.gov/programs/senior
corps/senior-companions) to bring together volunteers age 55 and
over with adults in their community who have difficulty with the simple
tasks of day-today living.
 TimeBanks USA (www.timebanks.org), which promotes equality and
builds caring community economies through inclusive exchange of
time and talent.

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

NATIONAL PROGRAMS THAT CHCS CAN USE:
 State departments of education or state agencies serving the same
function, which may assist with planning, designing, or implementing
new charter schools.
 Migrant Head Start programs to improve nutrition for children from
migrant families.
 The national Green and Healthy Homes Initiative, which provides
housing intervention benefits.
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TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

NATIONAL PROGRAMS THAT CHCS CAN USE:
 USDA, which offers Electronic Benefits Transfer (EBT) system
services in collaboration with vendors and subcontractors in all
states. CHCs may obtain and provide the equipment for EBT
transactions to enable recipients of supplemental nutrition assistance
to use their government benefits in purchasing healthy foods at a
farmers’ market.

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

HOW CAN A CHC USE COMMUNITY
ASSETS, RESOURCES AND
PARTNERS TO ADDRESS THESE
HEALTH DISPARITIES?
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TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

EXAMPLES FROM OTHER CHCS
 Example 1: CHC, location, population targeted, name of activity.
 Example 2: CHC, location, population targeted, name of activity.
 Example 3: ….etc.

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

DESIGN ADVICE FROM CHCS
 Target education, literacy, and youth development, which can have
powerful follow-on effects across a wide range of SDH, including job
placement, health literacy, social relationships, teen pregnancy, and
gang activity.
 Involve all of the CHC staff and leadership in the process of
leveraging the SDH.
 Use evidence-based practices whenever possible.
 Whenever possible, design programs to address multiple community
needs concurrently.
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TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

DESIGN ADVICE FROM CHCS
 Coordinate new CHC efforts with existing ones.
 From the very beginning, ensure that program development
addresses community commitment, the creation of broad networks,
clear deliverables, a pathway to sustainability, and a monitoring and
evaluation strategy.
 Help the target community take ownership of the effort. Engage them
in the development of programs and efforts, including having them
define their perception of barriers to care, health, and wellbeing in
terms of the SDH, and provide opportunities to collaborate on the
actual design and implementation of the effort.

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH
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DESIGN ADVICE FROM CHCS
 Avoid an all-or-nothing attitude in program development: if it is not
possible to immediately implement a particular program in its entirety,
go ahead and start working in the desired direction at least by taking
little steps.
 Start with a series of smaller efforts to develop expertise and strong
partnerships before tackling larger efforts.
 Consider promotores or community health workers from a target
population as the most effective change agents, because they have
successfully struggled with the same issues as the people with whom
they are working.
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DESIGN ADVICE FROM CHCS
 Build on the insights and experiences of patients, staff, and
leadership who come from the community served. Have staff
constantly work on getting to know patients and the community.
Periodic systematic assessments are necessary, useful, and required,
but they are not sufficient.
 Have one individual or team specialize in the management and
finance of SDH efforts and have that unit work with the other CHC
divisions, rather than expanding the scope of responsibilities of
existing staff.
 Grow programs with intentionality. Consider articulating a clear vision
for the community’s future, and aligning SDH efforts with that vision.

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH
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DESIGN ADVICE FROM CHCS
 Remain open to adapting the design of an SDH effort based on
community interest and support both before and throughout program
implementation. Some relevant and important needs may not come to
light until after an SDH effort is well underway.
 Consider that SDH efforts do not necessarily have to remain under
CHC-only management; CHCs can jump-start efforts and eventually
transfer them to other organizations, or turn efforts into small
businesses.
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DESIGN ADVICE FROM CHCS
 Know that community organizing, legislation, and dealing with public
officials (i.e., advocating for changes), can be a valuable, but time and effort-intensive process and can get stuck.
Before committing to persist in such a case, clarify whether there are
other pathways or community needs of greater priority that may be
more “doable.”
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Brainstorm one or more approach
to address the selected health disparity,
using specific assets, resources, and partners.
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HOW CAN WE BETTER UNDERSTAND
WHAT AND HOW LOCAL SDH
BARRIERS DRIVE THE MAJOR
DISPARITIES IN OUR COMMUNITY?
HOW CAN WE IDENTIFY MORE
ASSETS, RESOURCES, AND
PARTNER?
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How can we better understand what and how local SDH barriers drive
the major disparities in OUR community?
How can we identify more
assets, resources, and partners?
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TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

HOW OTHER CHCS IDENTIFY BARRIERS AND
OPPORTUNITIES
 CHC staff
 Executive leadership
 Community members
 Members of CHC Board of Directors
 Grant opportunities
 Highly publicized events
 Non-CHC organization approaches CHC
 CHC helps existing program survive

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH
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COMMUNITY ASSESSMENTS AND CHC PATIENT
INTAKE FORMS
The various approaches used by CHCs to identify SDH barriers and
opportunities that we just went over might be considered
“opportunistic.”
Another, supplemental route may be to use existing processes – such
as community assessments and patient intake forms – to help the CHC
identify SDH-related barriers and opportunities.
For instance, how might we adjust community assessments and intake
forms to help us:
(1) Better understand SDH barriers to health?
(2) Identify assets, resources, partners?
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SUGGESTIONS FOR COMMUNITY ASSESSMENTS
 Involve community members in the management of the assessment
process. Doing so will help you engage communities as a whole in a
dialogue about their priorities in addressing the SDH.
 Go beyond health care needs. Community strengths and weaknesses
in terms of the SDH can be mapped.
 Look for the “positive deviants” in communities (i.e., those who have
achieved superior outcomes with the same resources) and try to
figure out how to scale the approaches that have made them
successful relative to others in their communities.
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SUGGESTIONS FOR COMMUNITY ASSESSMENTS
 Identify opportunities that connect various community stakeholders,
including CHCs.
 Conduct or piggy-back on community assessments and polls to
identify high-priority issues around which to start a local, cross sectoral dialogue. Polls provide an opportunity to create political will,
test messages, and learn which sectors are interested in the topic.
CHCs can approach local newspapers or others for a nominal fee to
add questions to surveys that may already be planned or ongoing.
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SUGGESTIONS FOR COMMUNITY ASSESSMENTS

Improve coordination and reduce redundancy among CHCs, hospitals,
school systems, and public health departments in conducting
community needs assessments. Different frequency requirements exist
for different types of organizations, and there is an opportunity to
consolidate the process to some degree and to allocate resources that
would emerge out of this change to leveraging the SDH.
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SUGGESTIONS FOR COMMUNITY ASSESSMENTS

Be aware that as communities change rapidly, these assessments
should be conducted periodically and frequently enough to recognize
change in community needs and priorities in a timely manner.
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WHAT NEXT STEPS DO WE WANT TO
TAKE?

TOOLS & RESOURCES: SOCIAL DETERMINANTS OF HEALTH

NEXT STEPS
 Organize another meeting to further discuss potential practical
solutions?
 Recruit volunteers or interns to research community strengths,
potential solutions?
 Contact other CHCs currently conducting similar activities to learn
from their experience?
 Other?

|

131

Colorado Community Health Network

600 Grant Street, Suite 800, Denver, CO 80203
(303) 861-5165 || www.cchn.org

COMMUN ITY KUlT K NET WOR I

