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Data for Action
Principles for being data informed



Garbage In, Garbage Out

• Your analysis can only 
be as good as the data 
that you start with.



Data In
• EHR data are notoriously messy, lack structure, 

and can be difficult to access.

• Striving for perfect data may be overly 
ambitious. 

• More important to know the data quality 
landscape.

• Workflows should empower patient-facing staff 
while adhering to good data management 
principles.



Data Out

• Analyses and reports support:
– Grant funding
– Program development
– Outreach and community partnerships
– Operational and quality improvement
– Panel management
– Patient-centered care



Stages of Analytics 
Development

Warehousing, automating, 
broadening scope

Dedicated data analyst, at least one 
BI tool, simple dashboards

Excel sheets, basic reporting & financials; 
not strategic nor systematically 
supporting improvement projects

Predicting, correlating, integrating 
multiple data types quickly



Supporting Analytics 
Development
• Utilize structured templates and smart 

forms when possible.

• Reinforce good workflows among staff who 
add information to patient charts.

• Invest in data analysts, HIT, and data 
management tools.



Gathering Data
Guiding values to PHC’s approach



Health Is Much More Than 
Healthcare

*Institute for Clinical Systems Improvement, Going Beyond Clinical Walls: Solving Complex Problems (October 2014)

• On average, 80% of patient 
wellness is correlated with 
SDOH and behaviors, while 
access to quality health 
care accounts for only 
20%.*



Collaborative
• Toffer Lehnherr, Health Equity 

Coordinator, PHC
• Alana McCreery, Community Health 

Specialist, PHC
• Becca Goe, Director of Innovations, 

PHC
• Ariel Singer, Oregon Primary Care 

Association
• Stephanie Castano, Oregon Primary 

Care Association



June 2020 PRAPARE Pilot
• Community Health Workers called patients 

with addresses in a specific lower-income 
city neighborhood.

• This pilot informed CHWs HOW to administer 
the PRAPARE screener. 



PRAPARE Tool and eCW Smart Form



Key Values

• Trauma-informed Care
• Free, Prior & Informed Consent
• Empathic Inquiry



Trauma-informed Care

• Not accomplished through any single 
particular technique or checklist
o Prevalence of trauma
o Impact of trauma on health and 

engagement to services
oCurrent service systems can re-

traumatize individuals



Free, Prior & Informed Consent

• Free
• Prior
• Informed
• Ongoing



Empathic Inquiry

• Guided discussion
oOpen-ended questions
o Active listening
o Self-disclosure

• Allow people to draw their own 
conclusions without judgement



Empathic Inquiry

• Strengths-based framework
o Resiliency

• Respectful
• Curious
• Compassionate
• Safety
• Self-determination / agency



Values into Practice

• Develop a script
o Practice with co-workers

• Iterative process
oWhat will work for your communities?



PHC’s PRAPARE Journey

Phone 
outreach to 
established 
patients and 
new patient 
follow-up.

3-6/2020

4/2020

During rooming 
process, MA asks 
if experiencing 
food or housing 
insecurity. Refers 
to social work for 
support.

Impeccable 
Quality/Equity:
“Create plan 
and timeline for 
universal SDOH 
screening.”

1/1/2021

7/13/2021

During rooming 
process, MA asks 
if experiencing 
transportation 
barriers. Refers 
to social work for 
support.

8/2021

PRAPARE

pilot

2020: PHC decided 
to utilize the 28 
questions from the 
PRAPARE form in 
conjunction with 
Empathic Inquiry 
to screen all 
patients for SDOH.

Added 
more 

PRPARE 
to intake

SDOH 
strategic 
goal set 

Food & 
housing 
asked 

at 
intake

Transpor-
tation

asked at 
intake13/27 

asked 
annually

15/27 
asked 

annually

16/27 
asked 

annually

20/27 
asked 

annually

Added education, 
jail, refugee, and 
revised social 
interaction 
questions to 
annual 
registration.



Next Steps Toward Universal 
PRAPARE Screening
• September: 

– Integrate social work students utilizing PRAPARE. 
– Enhance transportation resources.

• October: 
– Define technology & personnel roles for annual 

patient screening that includes remaining 
seven PRAPARE questions.

• Future: 
– Reinforce use of the PRAPARE smart form in EHR 

and enhance referrals to social work dept., 
community resources.



Leveraging SDOH in 
Azara DRVS
Disaggregating patient outcomes 
and measures



Azara DRVS

• Centralized data reporting, 
visualization, and analysis tool for 
electronic health record data.

Electronic 
Health Record Azara DRVS

Data Flow



DRVS Mapping
PRAPARE Smart Form

General Intake Template

DRVS Mapping Admin

Yes/No

Yes/No



PRAPARE Categories
• Education
• Employment
• Income*
• Housing Insecurity*
• Homelessness
• Material Insecurity

– Child care
– Clothing
– Food*
– Medicine
– Phone
– Utilities

• Domestic Violence
• Safety
• Social Integration
• Stress
• Medical 

Transportation*
• Non-Medical 

Transportation*
• Incarceration

None?

* UDS Appendix D



Grouping
• Measures can be disaggregated into 

patient groups.
o Group comparisons can reveal health 

disparities and inform quality improvement 
and operational initiatives.



Filtering

• Measures can be filtered on a 
number of variables.
o For example, patients with medical 

transportation barriers.



PRAPARE Module

• DRVS PRAPARE module includes measures, 
dashboards, and a registry:
o (2) Measures

 SDOH Assessment Done, SDOH Core Screening
o (2) Dashboards

 Social Needs All Patients, Social Needs Assessed
o (1) Registry

SDOH+



PRAPARE Module Measures

• Social Determinant of Health 
Assessment Done:
o Numerator
 Patients with a completed health related 

social needs assessment – defined by clinic.
oDenominator
 Patients with a UDS qualifying encounter.



PRAPARE Module Measures

• Social Determinant of Health Core 
Criteria Screening:
o Numerator
 Patients with social needs assessments that 

include: Food, housing status, transportation, 
utility insecurity, and either employment, 
education, domestic violence, or social 
integration.

oDenominator
 Patients with a UDS qualifying encounter.



PRAPARE Module Dashboards

• Social Needs All Patients
oOverview of SDOH documented in whole 

patient population.



PRAPARE Module Dashboards

• Social Needs Assessed
oOverview of social needs screenings 

occurring in clinic.
 Monitor how well clinic is screening the population.



PRAPARE Module Registry

• Population management tool 
centered on SDOH data.

• Registries list sets of data elements 
for each patient.



Breakout Session (10 minutes)

• Along the stages of analytics development, 
where do you see your organization? 

• Do you collect SDOH data? What questions 
do you ask and how?

• What are lessons learned?

• Where do you see a tool like DRVS facilitating 
analytics development and patient equity?



COVID-19 
Vaccinations
Tracking vaccinations & equity using SDOH



Tracking Vaccination Equity



Discerning Vaccination Equity



Questions/Ideas?
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