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SUMMARY

Special and marginalized populations may face additional barriers to care, often compounded

by Social Determinants of Health (SDOH). When screening for SDOH, health centers serving

special and marginalized populations need to consider the unique needs and circumstances of

the populations they serve. While screening for SDOH is a necessary first step in identifying

these disparities, responding to the data is the goal of addressing SDOH.

Health centers, community-based organizations, and other organizations seeking to respond to

SDOH are likely to face challenges in any step of their SDOH response mission. AAPCHO, HOP,

MHP Salud, and NHCHC, all serving as National Training and Technical Assistance Partners

(NTTAPs), recognized these challenges and, with their collaboration, developed a three-year

curriculum of activities and resources to support organizations and their SDOH response

missions. Each of the three years focused on a particular theme of SDOH and data. In Year 1, the

NTTAP faculty offered an introduction to SDOH data as well as enabling services. Year 2

activities and resources highlighted promising practices for gathering data. In Year 3, the

webinar and Learning Collaborative focused on the importance of responding to data.

Following the completion of the Learning Collaborative, AAPCHO, HOP, MHP Salud, and NHCHC

analyzed the results of the closing evaluation survey, reflected on the overall execution of the

activity, and discussed participants' engagement. This publication is a summary and analysis of

these findings. The content of this publication will include lessons learned, challenges, barriers,

and impact stories shared from the four (4) sessions of the Learning Collaborative interwoven

with information gleaned from research.

To learn more about our first and second-year findings and key takeaways, access Volumes 1

and 2 here:

● Volume 1: https://bit.ly/SDOH-Lessons-Learned-Vol1

● Volume 2: https://bit.ly/SDOH-Lessons-Learned-Vol2

Importance of SDOH Screening, Data Collection, and Acting on The Data

Federally funded health centers provide care to more than 30 million patients across the

continental United States, Hawai’i, U.S.-Affiliated Pacific Islands (USAPI), and the Compacts of

Free Association (COFA) nations. With such diverse locations where patients receive care, it is

essential to acknowledge the conditions where people live, learn, work, and play. Data on these

SDOH factors are vital to strengthening capacity to improve health outcomes for underserved

and marginalized communities. Addressing the impacts of SDOH on Special and Vulnerable

https://bit.ly/SDOH-Lessons-Learned-Vol1
https://bit.ly/SDOH-Lessons-Learned-Vol2


Populations (SVPs) begins with screening and data collection to identify critical barriers to care

and create opportunities to facilitate better service delivery.

The impact of data on enabling services utilization is wider than quantifying health outcomes

and disparities. Enabling services data informs health centers on their capability to: Hire and

maintain personnel to meet patients’ needs; monitor Medicaid reimbursement policy to budget

for the necessary funding to continue providing high-quality care; track patient and provider

satisfaction, which can improve the quality of care and service provision to increase value-based

payment; standardize data collection methods and create avenues for cross-sectoral data

sharing helps facilitate community-based resources and solutions to reduce the impact of SDOH

outcomes for SVPs.

Throughout this Learning Collaborative, NTTAP faculty sought to provide guidance on how

health centers can act on the data collected when screening for SDOH to facilitate change in

health outcomes and the conditions influencing those outcomes.

Overview of the Year 3 Learning Collaborative

Building upon work completed in the previous two years, NTTAP faculty worked together to

facilitate this Learning Collaborative to increase the number of health centers that receive

training and technical assistance on: screening, documenting, and responding to SDOH. Year 3

emphasized the importance of acting on and responding to SDOH data. On July 28, 2022, NTTAP

faculty hosted a National Audience webinar in which the objectives of the Year 3 Learning

Collaborative were announced.

Learning Collaborative Objectives:

1. Participants will understand the unique considerations of special and marginalized

populations when screening for SDOH.

2. Participants will identify at least one strategy to screen for SDOH for special and

marginalized populations effectively.

3. Participants will identify at least three (3) strategies to respond to SDOH screenings and

effectively address the SDOH of their patient populations.

4. Participants will gain the tools to demonstrate the value of screening for SDOH,

providing enabling services, and responding to patient data.

5. Participants will learn from the cohort's experiences screening for SDOH and addressing

social determinants and will identify best practices for health centers.



Timeline
Applications to participate in the Learning Collaborative were accepted from July 12, 2022, to

August 1, 2022. Priority acceptance was given to previous Learning Collaborative participants,

who received a special invitation to apply. Learning Collaborative sessions took place on a

biweekly schedule as follows:

● Session 1: August 10, 2022

● Session 2: August 24, 2022

● Session 3: September 7, 2022

● Session 4: September 21, 2022

Evaluation data were collected following each session, and an overall evaluation survey was

fielded following Session 4.

Participants & Engagement
A total of 23 unique organizations applied to participate in the Learning Collaborative. Table 1

shows the participants who attended at least one Learning Collaborative session and their

funding streams.

Table 1. Participating Organizations by Group. Funding is defined below.

Group, Staff Lead Organization Name Funding Stream*

Group 1: Albert Ayson,
Jr., and Gabrielle
Peñaranda (AAPCHO)

Center for Health Affairs Not 330 Funded

Chinese American Service League Not 330 Funded

Community Clinic NWA 330(e)

Community Health of South Florida, Inc. 330(e)

Group 2: Andria

Batise/Meghan Erkel

(HOP)

Community Medical Wellness Centers, USA 330(e)

Country Doctor 330(e)

Education and Leadership Foundation (ELF) Not 330 Funded

Herald Christian Health Center 330(e)

HHSA Tulare County Public Health Not 330 Funded

Kodiak Area Native Association 330(e)



Group 3: Hansel Ibarra

(MHP Salud)

Montana Legal Services Association Not 330 Funded

MS HEALTH SAFE NET Not 330 Funded

New Mexico Primary Care Association Not 330 Funded

Pillars Community Health 330(e), (h)

Group 4: Lauryn Berner

(NHCHC)

Iowa Primary Care Association Not 330 Funded

Sunshine Community Health Center 330(e)

The Wahiawa Center for Community Health Not 330 Funded
(Look-Alike)

Turner House Clinic d/b/a Vibrant Health 330(e)



METHODOLOGY

Introduction
This Learning Collaborative is the culmination of a three-year series of packaged activities to
provide training and technical assistance to health centers and look-alikes on screening and
addressing Social Determinants of Health (SDOH). The year three Learning Collaborative built on
the work and subject area of years one and two and provided a deeper dive into topics covered
in the accompanying year three webinar held in July 2022.

The year three Learning Collaborative focused on how health centers could act on SDOH data to
address barriers to health better. This is a natural endpoint to the three-year series that began
with the following:

● Year One: screening methodology and the role of outreach and enabling services
● Year Two: using SDOH data to address SDOH.
● Year Three: taking the data to the next level and assessing how to act on SDOH.

Consistent with previous years, NTTAP faculty met monthly and shared leadership roles in
quarterly planning meetings for all activities, with additional ad hoc meetings scheduled as
needed. During these meetings, partners shared language and updates for work plans, so all
activity descriptions and objectives were consistent across organizations.

Session Structure
Each session of the Learning Collaborative was centered on peer-learning and guided by
participants’ identified challenges, goals, and ideas. While each session included content
delivered by NTTAP faculty according to expertise (as listed below), there were also two
breakout group times – once at the beginning and once at the end of the session. The breakouts
provided space where participants met with a smaller, consistent group to share their
experiences at their health center and discuss their progress on the homework prompts to
generate a plan to meet their goals.

The July 2022 webinar and each of the four (4) Learning Collaborative sessions focused on one
aspect of this year’s theme: "Acting on SDOH data.” NTTAP faculty demonstrated their expertise
in various aspects of screening and responding to social risk factors.

● MHP Salud shared the benefits of conducting return on investment (ROI) at participants'
organizations.

● HOP presented the structural competency framework to analyze better and address
SDOH and health disparities.

● NHCHC discussed strategies for community health centers (CHCs) to build external
capacity and community partnerships in their mission to address social risks.

● AAPCHO shared how CHCs can build their capacity to respond to SDOH within their
organization.



Application Process
The Learning Collaborative application was shared broadly with health centers through the
NTTAP partner e-blasts, the BPHC’s Primary Health Care Digest, and directly with webinar
participants and past Learning Collaborative cohorts. The application assessed where
organizations are regarding screening and addressing SDOH, including what they view as their
successes and areas they would like to grow. In total, the Learning Collaborative received
applications from 23 unique organizations. Throughout the series, 36 individuals representing
18 organizations participated in the Learning Collaborative.

This Learning Collaborative sought to address challenges participants identified and set goals for
acting on SDOH data across the four sessions. Goal setting was aided by guided questions
relating to the Change Map model, described below, with questions discussed in breakout
groups and completed as homework. Session discussions and activities were divided to
represent key sections of the Change Map (Figure 1).

Figure 1. Topics Covered by Learning Collaborative Session.

All materials shared during the Learning Collaborative sessions were made available to
participants using a shared platform. This allowed participants to access recordings,
supplemental resources, and slides, as well as chat with other participants between sessions. A
public version of the compiled resources is available here. (For best results, users should access
using Google Chrome.)

https://samepage.io/public#!/4Weg8PM9AI4tWnIW7PSkTFmi0qfg


Change Map Framework
As previously mentioned, this Learning Collaborative followed the Change Map in how sessions
were structured. The Change Map was developed in 2018 by Lauryn Berner of the National
Health Care for the Homeless Council to support health centers and other organizations in
identifying steps to address a need. The tool incorporates program evaluation and planning
tools to start initiating a new intervention or adapting an existing program to meet the Learning
Collaborative's and individual organizations' objectives. The objectives for each session are
listed in Figure 2.

Figure 2. Learning Objectives by Session



Change Map Framework
The Change Map model is designed to be adapted to the needs of an individual health center.
The model can also be used to evaluate a program or process and its efficacy. The structure
encourages health center staff to utilize existing resources, consider where practices can be
more effective, or identify ways to fill gaps. The Change Map is not intended to be a static tool
but rather one that allows for dynamic updates as ideas are refined. Those completing the tool
can revisit previous questions and continue to refine their plan as needed.

For the purposes of this Learning Collaborative, participants were introduced to a section of the
Change Map questions in the second breakout group of a session. These questions were
provided to each organization between sessions. They were intended to offer an opportunity to
reflect on the content covered in the previous session. Below is a breakdown of the questions
that shaped the organization of the Learning Collaborative (Table 2).

Table 2. Change Map Questions by Section

Section Heading Questions

Section 1: Background ● What is the big picture problem?
● What is your overall goal?
● To whom do you want to provide the initial implementation?

- Consider using data to identify any disparities
● What is contributing to the issue within your identified

population?
- Consider talking to providers (both clinical and non-clinical)

and consumers to understand the need

Section 2: Action ● What interventions could help address the contributing factors?
● Do you have to make any adjustments to ensure the intervention

is culturally appropriate for your intended population?
- Consider asking for consumer input on this step.

Section 3: Support ● What resources are needed to implement the intervention?
(materials, staff time, financial need, etc.)

● What partnerships would be helpful?
● Do you have buy-in from staff and leadership?

Section 4: Details ● What are the steps and/or phases for implementing this project?
- Create a list and drill down as many details as possible

● What is the expected timeline for implementing these activities?
- Consider developing a Gantt Chart, which is a table that

outlines activities in detail along with their designated time
frame, to help frame and track activities

https://www.health.state.mn.us/communities/practice/resources/phqitoolbox/gantt.html


Section 5: Monitor ● How will you track your progress?
● What data do you have or need?
● How will you know when you have reached your goal?
● What are the long-term goals for this intervention?

- Consider sustainability and scalability.

Participant responses to these questions were entered into the Change Map and were shared in
breakout groups for further discussion, elaboration, and feedback with peers and NTTAP faculty.
Participants completed their Change Maps in stages throughout the Learning Collaborative.
Completed change maps can be found in Appendix A.



BARRIERS TO ACTING ON SDOH DATA

Introduction
Acting on SDOH data involves collecting and using data as evidence to identify and address the

social and economic factors that impact health outcomes for individuals and their communities.

Attendees expressed concerns about completing this phase; many felt this to be the hardest

step. In each of the four (4) sessions, the NTTAP faculty facilitated talks where participants

discussed barriers and concerns over acting on the data once collected. Attendees were allowed

to meet in smaller groups to brainstorm and share possible solutions. The following are some of

the barriers brought up by the attendees.

Addressing Staff Buy-In
Acting on SDOH data requires the involvement and commitment of staff members at all levels of

the organization. Gathering SDOH data can be time-consuming, burdening the already heavy

staff workload. Therefore, educating and communicating the importance of capturing SDOH

data to staff members is crucial. Failure to complete the SDOH questionnaire can be a common

occurrence if the significance of this information is not adequately conveyed. However, when

everyone is on the same page, the probability of completing the SDOH form increases

significantly. To achieve staff buy-in, the following strategies can be implemented:

Education and training: Providing education and training to staff members can help raise

awareness about SDOH and their impact on health outcomes. Education and training can help

staff members understand the importance of addressing these determinants and how they can

contribute to the efforts.

Leadership Support: Ensure that leadership supports efforts to address SDOH. This helps create

a culture that prioritizes addressing these determinants and encourages staff members to get

involved.

Clear Communication: Ensure that communication about efforts to address SDOH is clear and

consistent across all levels of the organization. This consistency helps ensure that staff members

understand the goals and objectives of the efforts and how they can contribute.

Staffing
The appropriate staff must be selected to evaluate the SDOH data. Hiring the correct staff is vital

because it ensures that individuals with the proper skills and qualifications are in place to

address these SDOH. They will assess and condense the gathered data into digestible chunks

that help paint the scenario. C-suite staff, frontline workers, and enabling service staff may



assist in breaking down the results and offering insight into the data. Building capacity for social

determinants data analysis requires specialized skills and expertise, which may be in short

supply. In a time when organizations need more staff and funds, our participants found

themselves wrestling with the idea of hiring/moving staff versus partnering with a third party

for this task.

Navigating/ Analyzing Determinants of Health
Navigating through the data can be intimidating, but once mastered, the data can shed light on

your community's struggles. For example, food insecurity may be a significant SDOH for

low-income communities, whereas access to transportation may be more important for rural

populations. Understanding which social determinants are most relevant to your population is

critical for analyzing data effectively.

Even when available, data may be of poor quality or not standardized, making it difficult to

compare across regions or populations. This can also limit the effectiveness of interventions and

hinder efforts to build capacity. Use data gathered by trusted third-party sources (local, city,

county, state, federal agencies, private or non-profit organizations) to compare to the data

collected in-house. The data provided by these agencies have been reviewed and deemed

reliable.

Capacity to respond
The capacity to respond to SDOH data involves the ability of organizations to discover and

address the root causes of health disparities and implement interventions that improve health

outcomes. Building capacity can be costly, requiring investment in staff, technology, and other

resources; limited resources may make it difficult for organizations to build the necessary

capacity. Addressing SDOH and improving an organization's ability to respond requires a

commitment to equity and a willingness to engage in meaningful partnerships and

collaborations. The following three steps are essential in addressing SDOH:

Building partnerships and collaborations: Addressing SDOH requires collaboration across sectors

and disciplines. The organization should build partnerships with community organizations,

healthcare providers, government agencies, and other stakeholders to leverage resources and

expertise. By discovering mutual communities served, organizations can prevent duplicating

existing services.

Developing and implementing interventions: The organization can develop and implement

interventions that address SDOH based on the needs assessment and partnerships. These



interventions may include programs to address food insecurity, affordable housing,

transportation access, and other social determinants.

Monitoring and evaluating progress: It is essential to monitor and assess the impact of

interventions over time to ensure they are effective and make a difference in health outcomes.

Doing this can involve tracking key indicators and outcomes and engaging with stakeholders to

gather feedback and input.



EVALUATION OF THE LEARNING COLLABORATIVE

Feedback for the Learning Collaborative sessions shows that participants had relatively
consistent levels of satisfaction, confidence in their ability to implement lessons learned and
knowledge gained. The overall evaluation showed higher levels of satisfaction, confidence, and
knowledge changes than the average of the sessions individually (Table 3).

Table 3. Session and Series Evaluation Scores on a Five (5) Point Scale

Satisfaction Confidence Knowledge Gained

Session 1 4.17 3.82 3.53

Session 2 4.29 3.89 3.82

Session 3 4.14 4.07 3.5

Overall Evaluation 4.43 4.43 3.71

Averages 4.26 4.05 3.64

Impact of Learning Collaborative
The overall evaluation showed that participants felt their organization was in the process of
screening for SDOH and providing enabling services to address SDOH. After participation in the
Learning Collaborative, 100% felt their organization was “Halfway down the road” or “Close to
the finish line” regarding screening for SDOH, and 85% felt similarly for providing enabling
services (Figures 3 and 4).

Figure 3. Current standing with screening for SDOH



Figure 4. Current standing with providing enabling services related to SDOH

One hundred percent of respondents reported that participating in the Learning Collaborative
had a moderate or significant impact on the implementation of screening for SDOH and data
collection (Figure 5). Similarly, about 85% stated that they are actively planning to or are already
implementing lessons learned from the Learning Collaborative (Figure 6).

Figure 5: Impact from Learning Collaborative



Figure 6. Readiness to implement lessons learned

The average self-evaluated score of knowledge of standardized SDOH screening practices after
participating in the Learning Collaborative was 7.9 out of 10. The average score of knowledge of
standardized Enabling Services data collection was 7.9, with 85 percent self-evaluating with a
score of 7 or higher. Prior to participating in the Learning Collaborative, the average
self-evaluation of both knowledge areas was 5.5 and 4.5, respectively.

Change Map Completion

All four teams had a 66 % or higher completion rate on the change maps. Participants expressed
their satisfaction with the change map tool. They appreciated the adaptability of the change
map; some used it to start planning, others to evaluate existing programs.

Some participants expressed they could not complete the change maps due to their current
workload, while others voiced their uncertainty about some of the steps. The “details and
monitoring” portions of the change map seemed to trouble most participants. Two of our four
Learning Collaborative sessions discussed these steps in further detail.

Participant Progress: 3 – 6-month follow-up
In a follow-up four months survey after the last Learning Collaborative session, a total of 6
respondents reported that 67% of their organizations were “halfway down the road” or “close
to the finish line” regarding SDOH screening, and 50% were “halfway down the road” or “close
to the finish line” regarding providing enabling services (Figures 7 and 8).



Figure 7. 3-6-month follow-up for SDOH screening

Figure 8. 3-6-month follow-up for providing enabling services

Eighty-three percent of respondents noted that participating in the Learning Collaborative had a
“moderate” or “major” impact on their ability to implement SDOH screening and/or provide
enabling services related to SDOH (Figure 9). About 33% of respondents said they were
considering implementing lessons learned, 33% were actively planning to implement lessons
learned, and an additional 33% are currently implementing lessons learned. (Figure 10).



Figure 9. Impact of Learning Collaborative at 3-6 month follow-up

Figure 10. Readiness to implement SDOH screening and data collection at 3-6 month
follow-up

Qualitative responses
In the open response questions, participants noted that connecting with other participants
during breakout sessions was helpful, especially considering the similarity across challenges
organizations faced. They also found it helpful to dig into their specific goals for their
organization using the Change Map. Some participants expressed challenges related to
implementing sections or the framework of the Change Map and coming up with ideas to
implement their plans. Several communities completed their Change Maps and gave permission
to share their ideas. These are available in Appendix A.



PUTTING IT ALL TOGETHER

This three-year curriculum, developed and presented by AAPCHO, HOP, MHP Salud, and NHCHC,

provided participants with a particular theme around social determinants of health (SDOH) data

for special populations each year. Year 1 introduced the importance of SDOH data and enabling

services, while Year 2 provided tools and resources on promising practices on how to collect it.

Year 3, the webinar and Learning Collaborative focused on the importance of responding to

data. By synthesizing the feedback over the three years, we found that participants

demonstrated a strong understanding of the importance of SDOH and the need to collect data

better to inform their health center’s programs and practices. However, each year we continued

to hear similar challenges and barriers to implementing a strong SDOH screening process at

their health centers and organizations. To support health centers in overcoming these

challenges, below are three recommendations for implementing a successful and sustainable

SDOH data system.

1 - Operationalize processes around data collection, management, and analysis

Participants relayed varying levels of readiness regarding their health center’s success in

operationalizing a SDOH screening process. As the results in year 3 found, participants

overwhelmingly reported that their organization/health center was “halfway down the road” or

“close to the finish line” regarding screening for SDOH. However, as noted above, participants

relayed that utilizing the data once collected was the most challenging step for various reasons.

Some participants reported time and resources as barriers to this final step. Yet, many

participants noted they were ultimately stuck at this “halfway” point because the organization

did not have a strong process in place that could get them across this finish line.

Getting started with data screening before operationalizing a data process from start to finish

can lead organizations and health centers to get stuck at this halfway point. To successfully

“cross the finish line,” health centers must first internally decide why the data they wish to

collect is necessary, the focus for Year 1. Health centers must design a methodology that

includes data collection, management, and analysis to best design a plan for their team. Failure

to create an analysis plan before collecting the data will eventually lead to what can be termed

as “dead data,” which is when an organization or health center collects, stores, and fails to use

valuable data. Operationalizing sustainable data processes will allow health centers and

organizations to carry out data from collection to analysis in an organized, timely manner to

truly unlock data’s power of identifying challenges and uncovering solutions to reduce patient

barriers and improve community health outcomes for special populations.



2- Identify roles and responsibilities among key staff members in all steps of the process

Participants often referred to staff buy-in being a fundamental factor in whether a screening

process for SDOH was successfully implemented and followed through. As noted above,

participants remarked that questionnaires were often left blank or incomplete. Among special

populations, data is limited yet critical. Without the data surrounding the lived experiences of

these special populations, we fail to see the whole picture when it comes to implementing

wraparound services that target the specific needs these different demographics and

communities require.

Identifying roles and responsibilities among key staff members in all steps of the process is

essential for two main reasons. Firstly, it allows staff members to recognize their role within the

process and keep themselves and other staff accountable. Secondly, it will enable leadership to

note if staff members have gaps in responsibilities. For example, many participants indicated

that their team often needs staff who have training in data analysis. Mapping out roles and

responsibilities throughout the process from start to finish encourages leadership to fill gaps in

responsibilities. It also discourages staff from taking on other roles and responsibilities, often

leading to staff burnout.

3 - Create positive and negative feedback loops in the data process and invite the whole team
to contribute

Data processes are not linear. Even when organizations operationalize a data process from start

to finish, milestone checkpoints enable key staff members to take a step back and discuss what

is and is not working to implement solutions in real-time. Positive and negative feedback loops

must be set in place to monitor the system and make adjustments to create a smoother

workflow for all involved.

An essential first step in implementing feedback loops is encouraging an open reporting

approach. An open approach allows leadership to focus on the errors in the system and

supports staff members to contribute to the ongoing discussions and potential solutions. This

also empowers those carrying out the data processes to provide suggestions for improving the

system.

Feedback loops can be formal or informal, but both are essential for long-term success.

Ensuring feedback from all level employees helps to acknowledge their value in the long-term

goal and remind staff of their impact on that goal.



Looking Forward

Health centers provide high quality primary and preventive care to diverse populations in

special and other populations in underserved communities. Health centers also offer various

enabling services – non-clinical services that aim to increase access to health care and improve

population health outcomes. The ability to track and evaluate these services is an essential tool

for health centers to demonstrate their value in addressing patients’ SDOH factors. The ability to

make this data actionable to address patients’ barriers to access is of equal importance.

Looking ahead, AAPCHO, HOP, MHP Salud, and NHCHC will build upon evaluation data and

lessons learned from the 2020-2023 webinars and Learning Collaborative series and continue to

support health centers and look-alikes in screening and utilizing SDOH data. The faculty will

continue collaborating and co-designing activities for health centers, Primary Care Associations,

Health Center Controlled Networks, and other key stakeholders to explore strategies to screen

special populations for SDOH.
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