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PREPARE YOUR PRACTICE FOR INTEGRATION1

Addressing drivers of health (DOH) requires a physician’s 

full team to prepare, connect with patients, o�er 

resources and follow-up. While it may seem daunting, 

having the right strategies and structures in place can 

help health care teams to e�ectively support patients.

Explore the Let’s Take 5 Steps Implementation 

Guide to integrate clinically validated workflow 
approaches for DOH patient screenings and 
navigation in your practice that may be factored into 
reimbursement for your time spent addressing DOH.

Take 5 Steps
Implementation Guide 

SUBMIT TO THE CMS MERIT-BASED INCENTIVE PAYMENT SYSTEM (MIPS)5

ESTABLISH A REFERRAL PROCESS3

DESIGN YOUR SCREENING PROCESS2

IMPLEMENT YOUR DOH SCREENING PROCESS4
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The 5 Key Types of  
Drivers of Health

Food  
Security

Housing  
Stability

Transportation 
Access

Utilities  
Access

Interpersonal 
Safety



........................

To begin, select an existing, validated screening tool(s) for your practice and educate sta�  
to ask these questions. Next, establish your data collection method for this process.  

To help standardize the DOH data that you collect, several EHR vendors have integrated various 
validated screening tools in their platforms, such as Protocol for Responding to and Assessing 
Patients’ Assets, Risks, and Experiences (PRAPARE®) screening tool. Also, keep in mind that there 
are DOH-related Z-codes that you may be able to input into your EHR that may help you to be 
reimbursed for your time and further establish the clinical complexity  
of your patients. See a list of these Z-codes here.

There are a lot of screening tools out there. Pitch the model that will work best for your practice  
and community. Here are some templates:

DESIGN YOUR SCREENING PROCESS2

PRAPARE®’s Implementation and Action Toolkit

Health Leads: Social Needs Screening Toolkit

This toolkit includes a free, editable screening template.

SIREN Social Needs Screening Tools Comparison Table (Pediatric Setting)

Chapter 4, which begins on page 34, covers EHR systems that have PRAPARE implemented for digital collection. 

Additionally, page 36 includes a link to an Excel data collection template for manual compilation. 

.................................

DOH screening will involve multiple members 
of your sta�. It is important to discuss screening 
with everyone to set expectations and create an 
e�cient and e�ective process. Be sure to assign 
roles and responsibilities, including identifying 
organization leaders and clinic champions, for 
each team member based on their expertise.  

Part of this preparation should include 
understanding your current state, defining 
scope and establishing specific process and 
outcome goals. Start with a series of questions 
to determine what is possible for your practice 
and the community that makes up your target 
population. 
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For more recommendations, view the American 
Hospital Association’s toolkit on guiding teams to 
engage patients.

Learn about more structural factors that influence 
a patient’s health with the Structural Vulnerability 
Assessment Tool (SVAT).
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https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
https://prapare.org/wp-content/uploads/2022/09/Full-Toolkit_June-2022_Final.pdf
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison/peds
https://www.aha.org/system/files/media/file/2019/09/screening-for-social-needs-tool-value-initiative-rev-9-26-2019.pdf
https://urldefense.proofpoint.com/v2/url?u=https-3A__www.ncbi.nlm.nih.gov_pmc_articles_PMC5233668_pdf_nihms790461.pdf&d=DwMF-g&c=euGZstcaTDllvimEN8b7jXrwqOf-v5A_CdpgnVfiiMM&r=rnR7eqCcR-IMhL8IzHiUWw&m=Bfx7QGnUG0qm021rqMd3R0-vdAyl_EkDoLeuk7xxp_ngeMVE_7qD9U5PIIKXBi61&s=IrEzx4MUYHd_ws1-7O_z3g5PxweI5c3EKJWk6J4DVBI&e=
https://urldefense.proofpoint.com/v2/url?u=https-3A__www.ncbi.nlm.nih.gov_pmc_articles_PMC5233668_pdf_nihms790461.pdf&d=DwMF-g&c=euGZstcaTDllvimEN8b7jXrwqOf-v5A_CdpgnVfiiMM&r=rnR7eqCcR-IMhL8IzHiUWw&m=Bfx7QGnUG0qm021rqMd3R0-vdAyl_EkDoLeuk7xxp_ngeMVE_7qD9U5PIIKXBi61&s=IrEzx4MUYHd_ws1-7O_z3g5PxweI5c3EKJWk6J4DVBI&e=


............................

As your team begins your implementation process, start small. Use your existing quality improvement 
processes for your DOH screening process. Be open and flexible to modifying your workflows. 

A critical step in implementation is having empathetic conversations with patients to collect data, 
o�er community resources and empower patients to address their needs. After assigning who 
from your team will be leading these conversations, they should start connecting with patients 
one-on-one. View our Let’s Take 5 Conversation Starter to prepare teams to have empathetic and 
empowering conversations with patients about DOH. 

As your team begins your process to scale your screening, consider your patient population, your 
workflows, the capabilities of your technology and the capacity of your team, so you can make this 
a positive experience for your practice and patients. Be sure to refer to your process measures and 
goals established during the preparation stage to understand how your screening process is working 
and if your organization is ready to scale. 

IMPLEMENT YOUR DOH SCREENING PROCESS4
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Physicians have the option to report administering and screening for DOH measures through quality 
payment. As an alternative to reporting six individual measures, practices, medical groups, hospitals 
and health systems may report DOH measures within one Specialty Measure Set. 

SUBMIT TO THE CMS MERIT-BASED INCENTIVE PAYMENT SYSTEM (MIPS)5

Physicians can report DOH screenings to quality payments through two measures: Screening for Social Drivers 
of Health and the newly finalized Connection to Community Service Provider. Detailed information on these 
measures can be found here.

Physicians may now bill for administering a DOH risk assessment with a new stand-alone G code from CMS 
(G0136). CMS also created two Community Health Integration service codes for auxiliary personnel, including 
community health workers, to provide tailored support and system navigation to help address unmet social 
needs (G0019 and G0022). The CMS Health-Related Social Needs (HRSN) FAQ answers questions about a set of 
codes Medicare adopted for physician payment to address HRSN. The Partnership to Align Social Care gathers 
implementation resources for HRSN codes.

The Physician Advocacy Institute (PAI) o�ers a MIPS Pathway resource that provides on general reporting 
mechanisms and the various specialty measure sets that you can submit. 

CMS continues to improve DOH measurement and to evolve the submission process. Follow The Physicians 
Foundation to stay informed about our continued e�orts around DOH reimbursement and to help eliminate 
burdens that many physicians face.

...................

For the referral process, it is essential for your team to know the resources that are available in 
your community to address the key five DOH areas. It is also critical to develop relationships with 
community organizations to enable referral. This process may include identifying a Community Health 
Manager/Worker who can help patients navigate and access community resources and social services. 

As part of setting up referral workflows, select an existing referral platform or database to streamline 
this process for your practice and patients. These platforms or databases often include validated 
lists of community-based organizations and may also o�er care management and data collection 
functionalities.

ESTABLISH A REFERRAL PROCESS3

SIREN has developed a guide that explores the landscape of community resource referral platforms, including 
recommendations to implement a community resource referral platform. 

Integrating evidence-based approaches into the clinical care setting 
can reduce the e�ects of DOH on patient health and wellbeing. 

LEARN MORE: https://physiciansfoundation.org/letstake5
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https://physiciansfoundation.org/wp-content/uploads/Lets-Take-5-Conversation-Starter_2024.pdf
https://qpp.cms.gov/mips/explore-measures?tab=qualityMeasures&py=2024&inList=false
https://www.cms.gov/files/document/health-related-social-needs-faq.pdf
https://www.partnership2asc.org/healthecho/implementation-resources/
http://www.physiciansadvocacyinstitute.org/Physician-Practice-Resources/Medicare-QPP/MIPS-Pathway
https://physiciansfoundation.org/
https://sirenetwork.ucsf.edu/tools-resources/resources/community-resource-referral-platforms-guide-health-care-organizations
https://physiciansfoundation.org/letstake5

