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We are delighted that you are part of this 
exciting project!  



Today’s Agenda

• Welcome and CoP overview 

• Brief content overview

• Objectives and content overview

• Roles and expectations

• Structure

• Introductions from participants

• Brief content about multidisciplinary teams

• Wrap-up/next steps

Source: IStock
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Session Facilitators

Facilitator – Natalie Slaughter, M.S.P.P.M.
Technical Expert Lead
JBS International, Inc.

Co-Facilitator – Courtney Wiggins
Public Health Analyst

The Bizzell Group
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Connecting to Audio 

By Computer:
• Click Join with Computer Audio.

By Phone:
• Click the Phone Call tab, dial a listed 

phone number, and enter Meeting ID & 
Participant ID.
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Zoom Participation

• You will begin muted. To unmute/mute, click the microphone 
icon located at the bottom left of your Zoom window.

• We encourage everyone to keep their video enabled. Click Start 
Video to join by webcam.

• To ask a question using the Chat feature, click the Chat icon 
located at the bottom center of your Zoom window.
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Housekeeping Items

• This CoP is being recorded.

• Please turn off/silence your cell phone.

• Please mute your phone line if dialed in 
for audio.

• Please remain on mute until you would 
like to speak. 

• If someone else is speaking, please use 
the “raise hand” function to indicate that 
you would like to speak.
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Polling Questions 
– mark your 
answers to each 
question. 

Click “submit” 
to complete the 
poll. 



Community of Practice (CoP) 
Roles and Structure



Expectations of Facilitator

• Assist with navigating community of practice (CoP) and session content.

• Facilitate group discussion and engagement. 

• Coordinate and facilitate office hours.

• Collaborate with subject matter experts (SMEs) and ensure cohesion 
throughout CoP.

• Provide resources and questions in chat box to facilitate learning and 
discussion.

• Provide reminders and encouragement throughout the process.
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Expectations of Participants

• Embrace a mindset of continuous self-assessment and learning.

• Attend scheduled sessions and calls. We encourage everyone to be 
on camera.

• Leverage available resources to implement trainings and goals.

• Meet regularly with your team to debrief sessions and advance your 
action plan.

• Share your experiences, including progress and challenges.

• Actively engage in sessions and with other participants!
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CoP Learning Objectives 

By the end of this CoP, participants will be able to

1. Define social determinants of health (SDOH) generally and for their 
health center’s patient population specifically,

2. Recognize SDOH’s role in integrated care,

3. Apply best practices in screening for risks related to SDOH,

4. Identify internal and community resources for addressing SDOH, and

5. Describe at least three systematic strategies and clinical interventions 
for addressing SDOH-related challenges specific to your community.

Source: iStock
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Your Action Plan
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Change Takes Time—Set SMART Goals

• SMART goals are designed to be realistic, 
achievable goals.

• Use SMART goals to inform your work 
plans and build toward desired change.

S
M
A
R
T

SPECIFIC

MEASURABLE

ATTAINABLE

RELEVANT

TIME-BOUND
University of California. (2017). SMART goals: A how to guide. 
https://www.ucop.edu/local-human-resources/_files/performance-appraisal/How%20to%20write%20SMART%20Goals%20v2.pdf
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Content Overview

Date Topic

April 27 • Introduction to the CoP, meet other participants, overview of multidisciplinary teams

May 4 • SDOH-related challenges to integrated care in your community

May 11 • Accessing local/regional community health needs assessments
• SDOH considerations for COVID prevention and vaccination within the community

May 18 • The value of screening and assessment
• Screening and assessment tools and strategies for assessing individual social risk 

factors
• Identifying current/potential, internal/community, traditional/innovative resources 

May 25 • Defined roles and leadership support for peer specialists
• Overcoming patient/staff/community resistance 

June 1 • Summary and presentations 
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Office Hours

• Tuesdays (after the session) 4:00–5:00 p.m. ET

• Wednesdays 2:00–3:00 p.m. ET

• Designed to discuss progress and/or challenges related to
• The session topic,
• Your team’s CoP goal, and
• Support in between session activity.
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Getting to 
Know 
Each Other
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CoP Participants 
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Introductions

Choose one 
spokesperson from 
your group, and please 
share the following: 
• Your name(s) 
• Organization name 

and location
• What populations 

does your 
organization serve?

*Feel free to communicate with 
your peers in the chat box!
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State Organization

MO ACCESS Family Care

CA American Indian Health & Services

MS Central Mississippi Health Center

OH Cincinnati Health Department

MS Central Mississippi Health Services

WV Community Care of West Virginia

NJ Eric B. Chandler Health Center - Rutgers

FL Florida Primary Care Associates

IL Friend Health (formerly Friend Family Health Center)

ME Greater Portland Health

MN Health Care for the Homeless

IL Human Resources Development Institute, Inc. (HRDI)



Introductions (cont’d)

Choose one 
spokesperson from 
your group, and please 
share the following: 
• Your name(s) 
• Organization name 

and location
• What populations 

does your 
organization serve?

*Feel free to communicate with 
your peers in the chat box!
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State Organization

PR Migrant Health Center Western Region,  Inc.

NM Mora Valley Community Health Services

OH Neighborhood Health Association

IN Neighborhood Health Clinic

NM New Mexico Primary Care Association

FL Osceola Community Health Services

AR River Valley Primary Care Services

KY Shawnee Christian Healthcare Center

MD Synergy Family Services

LA Teche Action Clinic

MD Total Health Care



Participant Areas of Interest Include:

 Community resources during pandemic

 Efficient methods to collect SDOH information

 Getting it started/implementation

 How to integrate with Health Information Exchange

 Defining responsibilities in health centers and teamwork

 Best practices in screening for risks related to SDOH; systematic strategies and clinical interventions for 
addressing SDOH

 Lack of resources in small rural communities and how to increase access to mental health care with limited 
community resources

 Billing, sustainability during COVID, meeting increased needs, multilevel buy-in for integration

 Determining the best strategies and clinical interventions to best meet the needs of our service community

 Integrating and operationalizing SDOH data in care services and patient outcomes
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Social Determinants of Health (SDOH) Defined

• The World Health Organization: “The conditions in which people are 
born, grow, work, live, and age, and the wider set of forces and 
systems . . . development agendas, social norms, social policies and 
political systems.”

• Healthy People 2030: “The conditions in the environments where 
people are born, live, learn, work, play, worship, and age that affect a 
wide range of health, functioning, and quality-of-life outcomes and 
risks.” 

World Health Organization: Social determinants of health (who.int)
Healthy People 2030: Social Determinants of Health - Healthy People 2030 | health.gov
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https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://health.gov/healthypeople/objectives-and-data/social-determinants-health


Professional Organizations Support Addressing SDOH 

• American Medical Association (AMA)—According to AMA Board Member David 
H. Aizuss, M.D., “addressing social determinants of health requires an all-hands-
on-deck approach that is not limited to stakeholders within the health care 
system. By addressing social determinants of health in their benefit designs and 
coverage, health plans can be part of the effort to improve patient health 
outcomes.”

• American Nurses Association—Nursing can lead in translating SDOH awareness 
into action by developing “interprofessional practice to include representatives 
of social work, public health, city planning, occupational health, police and fire 
fighters, and many others who can contribute to addressing [SDOH].” 

AMA urges multifaceted approach to address social determinants of health | American Medical Association (ama-assn.org)
Social Determinants of Health: The Role of Nursing | Article | NursingCenter
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https://www.ama-assn.org/press-center/press-releases/ama-urges-multifaceted-approach-address-social-determinants-health
https://www.nursingcenter.com/journalarticle?Article_ID=4422271


Professional Organizations Support Addressing SDOH (cont’d)

• American Hospital Association—The AHA is “working to support hospitals and 
health systems as they address social determinants of health, eliminate health care 
disparities and provide comprehensive care to every patient in every community—
all of which improve community health.” AHA continues to develop “resources on 
how hospitals can address the social determinants of health in their communities.”

• Council on Social Work Education—”Social and economic conditions in the 
environments where people live . . . in conjunction with behavioral risk factors, 
affect a wide range of health, functioning, and quality-of-life outcomes. Recognizing 
and addressing this broader context as part of health assessments can help ensure 
better health outcomes and contribute to lowering individual and group health 
inequities.” 

AHA-community-health-initiatives.pdf (hpoe.org)
Council on Social Work Education (CSWE) - July 2020
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http://www.hpoe.org/Reports-HPOE/2017/AHA-community-health-initiatives.pdf
https://www.cswe.org/Centers-Initiatives/Centers/Center-for-Diversity/Educator-Resource/July-2020
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Examples of SDOH

Economic Stability

• Employment status
Expenses/debt
Food security 
Housing stability
Income level
Occupation

•
•
•
•
•

Education

• Access to quality 
education
Access to media 
and technologies 
Early childhood 
education 
Language/literacy

•

•

•

Social and 
Community Contexts 

• Citizenship status
Community 
engagement 
Race and ethnicity
Sexual orientation
Incarceration

•

•
•
•

Neighborhood and 
Built Environment 

• Access to health 
food choices
Safe drinking water, 
clean air, toxin-free
Reliable 
transportation
Geographic 
location

•

•

•
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SDOH, Social Needs, and Social Risk Factors

• SDOH—Conditions and circumstances (socio-political-economic) in which 
people are born, grow up, live, work, and age.

• Social needs—The needs of an individual as a result of an SDOH that can 
put them at higher risk for poor health outcomes and can serve as 
indicators of adverse SDOH.

• Social risk factors—Adverse social conditions associated with poor 
health (e.g., poverty, minority race and ethnicity, social isolation, limited 
community resources, food insecurity). 
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Addressing SDOH, Social Needs, and Social Risk Factors

Upstream, communitywide intervention to address the root causes and 
conditions that contribute to poor health outcomes.

Addressing 
SDOH

Midstream interventions to help mitigate the adverse conditions and 
unmet need.

Addressing Social 
Risk Factors and 

Needs

Screening for unmet social needs are critical to identifying a patient’s 
social risk factors and prioritize which need is most pressing. 

Screening for 
Unmet Social 

Needs
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Social Needs

Food and Housing Need Use of community health workers, social workers, peer and 
housing advocates; collaborating w/ community-based orgs 

Social Risk Factor

Food and Housing Insecurity Implementing housing and food insecurity screening 
tools

Social Determinant of Health 

Economic Stability Advocating for policies that promote housing stability, 
including affordability, quality, food security, etc.

When Talking About Social Determinants, Precision Matters| Katie Green, Megan Zook, Health Affairs 2019

Addressing SDOH, Social Needs, and Social Risk Factors
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https://www.ama-assn.org/press-center/press-releases/ama-urges-multifaceted-approach-address-social-determinants-health


Polling Question 1

Does your health center have a process in place for identifying 
social need and social risk?

A. Yes.

B. Yes, but it has not been implemented.

C. Yes, but the implementation has not been successful.

D. No.

Source: iStock
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Research on the Impact of SDOH

33

Social Determinants of 
Health Literature 
Summaries - Healthy 
People 2030 | health.gov

https://health.gov/healthypeople/objectives-and-data/social-determinants-health/literature-summaries


Research on the Impact of SDOH (cont’d)

Social Determinant 
of Health 

Social Risk 
Factors 

Supporting Research Examples  

Access to healthy 
food choices

Accessibility Transportation and distance to sources of healthy foods 
impact low-income and rural communities, especially older 
adults living in rural communities.

Availability Residents of low-income areas have higher share of 
convenience stores and small food markets. 

Affordability Convenience stores and small food markets typically charge 
more for healthy food choices like fresh produce.

Access to Foods that Support Healthy Eating Patterns - Healthy People 2030 | health.gov
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https://health.gov/healthypeople/objectives-and-data/social-determinants-health/literature-summaries/access-foods-support-healthy-eating-patterns


Chat Question

What barriers or challenges has your organization 
experienced in trying to address SDOH?
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Public Health Action on SDOH 

• “The PhenX Social Determinants of Health Assessments Collection: This open-access resource 
from the National Institute on Minority Health and Health Disparities helps researchers measure 
‘upstream’ factors — like poverty and segregation — that influence health behaviors and health 
outcomes. The collection provides standard SDOH measures that help researchers examine 
SDOH across studies, with the goal of facilitating effective interventions to reduce disparities.”

• “CDC Programs Addressing SDOH: Programs addressing SDOH across the Centers for Disease 
Control and Prevention span sectors and involve partnerships with communities. Examples 
include initiatives to prevent childhood lead poisoning, reduce health disparities related to 
diabetes, establish culturally tailored health interventions, and prevent youth violence.”

• “The Buckhead Community’s Efforts to Reduce Violent Crime: In the Buckhead community of 
Atlanta, violent crime decreased after a group of residents and business leaders successfully 
pushed for strict enforcement of liquor laws and a reduction in alcohol outlet density.”
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Healthy People Partners and SDOH - Healthy People 2030 | health.gov

https://health.gov/healthypeople/objectives-and-data/social-determinants-health/healthy-people-partners-and-sdoh#:%7E:text=The%20PhenX%20Social%20Determinants%20of%20Health%20Assessments%20Collection%3A,goal%20of%20facilitating%20effective%20interventions%20to%20reduce%20disparities.


Public Health Action on SDOH (cont’d)

• “Accessible Health Care for All in Massachusetts: With help from legal experts, the 
Boston Center for Independent Living negotiated to increase access to medical 
equipment for people with disabilities.”

• “The Minneapolis Staple Foods Ordinance: The Minneapolis Health Department 
launched a program to help grocery stores — including corner stores, gas stations, 
dollar stores, and pharmacies — stock and sell healthy foods.”

• “The Green Carts Initiative in New York City: The New York City Mayor’s Office and 
Department of Health and Mental Hygiene used policy change to increase access to and 
availability of fresh fruits and vegetables in underserved neighborhoods through mobile 
vendors.”
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Healthy People Partners and SDOH - Healthy People 2030 | health.gov

https://health.gov/healthypeople/objectives-and-data/social-determinants-health/healthy-people-partners-and-sdoh#:%7E:text=The%20PhenX%20Social%20Determinants%20of%20Health%20Assessments%20Collection%3A,goal%20of%20facilitating%20effective%20interventions%20to%20reduce%20disparities.


Your Action Plan
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Technical Assistance (TA) Offerings for Health Centers

• One-on-One Coaching

• Webinars

• Strategies for Community Outreach: How Health Centers Can Use 
Social Media for Social Marketing

• Virtual Site Visits to Improve Outcomes

• Communities of Practice (CoPs)

39



BPHC-BH TA Portal

https://bphc-ta.jbsinternational.com/

• Request Technical Assistance
• Access Learning Management System 

(LMS) Modules
• Learn More About BH TA Options

• One-on-one Coaching
• E-learning Webinars
• Strategies for Community 

Outreach
• Virtual Site Visits to Improve 

Outcomes
• Join a Community of Practice 

(CoP)
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https://bphc-ta.jbsinternational.com/


Wrap Up

• What questions do you have? 
• Next steps:
 Work with your team to develop an Action 

Plan.
 What is the goal your team wants to 

accomplish as a result of this CoP? 
 Complete the Integrated Care Readiness 

and Capacity (ICRC) Assessment before 
session 2. 
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Reflecting on Today: Plus, Delta

• + What worked for you today?

• What would you change?
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Upcoming TA Opportunities!

Webinars

 Implementing Depression Screening in a Primary Care Setting
Wednesday, May 5, 3:00–4:00 p.m. ET
Registration Link: https://zoom.us/webinar/register/WN_wlDnh513T8uUMYxdjKaJcg

 Strategies for Addressing Health Disparities in Medication Assisted Treatment for Opioid 
Use Disorders

Wednesday, June 2, 3:00 – 4:00 p.m. ET
Registration Link: https://zoom.us/webinar/register/WN_hUz8J4lvQ0eidc8x6XCkFQ

Registration links for webinars can also be found on the BPHC-BH TA Portal.

You can receive 1 hour of Continuing Education credit for your participation.
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https://zoom.us/webinar/register/WN_wlDnh513T8uUMYxdjKaJcg
https://zoom.us/webinar/register/WN_hUz8J4lvQ0eidc8x6XCkFQ


Upcoming TA Opportunities! (cont’d)

Communities of Practice (CoPs)

 Social Determinants of Health and Integrated Care 
 Cohort 2: Tuesdays, 6/8/21 – 7/13/21, 2:30–4:00 p.m. 

https://zoom.us/meeting/register/tJYkdeivqz4jHNGwrJzV8L4gUoaxTCSCPGLu

 Integrated Behavioral Health and Value-Based Reimbursement: Two Sides of the 
Sustainability Coin
 Cohort 1: Thursdays, 4/29/21 – 6/3/21, 2:30–4:00 p.m.

https://zoom.us/meeting/register/tJwuceCsrDkvGdZGr9I1dxpCDLEkmPq3nSg4

 Cohort 2: Thursdays, 6/10/21 – 7/15/21, 2:30–4:00 p.m.
https://zoom.us/meeting/register/tJUuduqhpjIuHtwabD2xSdkmuHLR5Qju0XeD
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https://zoom.us/meeting/register/tJYkdeivqz4jHNGwrJzV8L4gUoaxTCSCPGLu
https://zoom.us/meeting/register/tJwuceCsrDkvGdZGr9I1dxpCDLEkmPq3nSg4
https://zoom.us/meeting/register/tJUuduqhpjIuHtwabD2xSdkmuHLR5Qju0XeD


~HRSA 
Health Center Program 

Continuing Education 

• We will be offering 1.5 CE credit per session attended for a maximum of 9 CEs for 
participation in all 6 CoP sessions. 

• You must complete the Health Center Satisfaction Assessment after each session you 
plan on receiving CEs for. 

• CE credits will be distributed for all sessions at the conclusion of the CoP.
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CoP Satisfaction Assessment

• Please complete the Health Center Satisfaction Assessment for today’s 
session.

• If you plan to obtain CEs for your time in this CoP, the Satisfaction 
Assessment is required.

• There are two ways navigate to the assessment:

1. Follow the link provided in the chat.

2. You will be emailed a link from us in the follow-up email for this 
session.
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Thank You!

Presenter Contact Information: 
Natalie Slaughter nslaughter@jbsinternational.com

mailto:nslaughter@jbsinternational.com
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