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Steps to Incorporate Social 
Determinants of Health into a 
Comprehensive Shared Care Plan
Based on work in the AHRQ funded Coordinating Transitions project expanding the 
role of the RN Care Coordinator in primary care



Coordinating 
Transitions 
Intervention
1. Automated electronic notification of 

discharge to nurse care coordinator in 
primary care using Care Transition Alerts 
for cohort with pre-existing chronic 
disease

2. Care coordinator telephone outreaching 
incorporating PCAM assessment

3. Integrating social determinants into care 
plan that is shared with interprofessional 
team across settings

Hewner, S., Casucci, S., Pratt, R., Sullivan, S. S., 
Mistretta, F., Johnson, B. J., . . . Fox, C. H. (2017). 
Integrating social determinants of health into primary 
care clinical and informational workflow during care 
transitions. eGEMs (Generating Evidence & Methods to 
improve patient outcomes), 5(2). 



Objectives for this session are that participants will:

1. Analyze the challenges of incorporating 
SDOH into both informational and 
clinical workflow

2. Articulate the steps required to achieve a 
Comprehensive Shared Care Plan and the 
role of nursing informatics

3. Describe strategies to make care 
planning interoperable so it can be 
shared across settings

4. Describe how dividing the population 
into risk-standardized segments 
facilitates analysis of outcomes

Figure 4. Alignment of population complexity segments with outreach



In 2016 representatives from the US Department of Health 
and Human Services outlined a vision for the future of 
multidisciplinary shared care planning, recognizing that poor 
individual health outcomes may evolve from social inequities; 
thereby cascading into public socioeconomic burdens. The 
proposed comprehensive shared care plan (CSCP) aims to 
use health information technology to align key stakeholders 
via the interoperable exchange of meaningful, timely, and 
actionable patient care information that can be shared 
between providers and settings. Perhaps most importantly, 
the national vision for a CSCP is one that is holistic, places 
the individual at the center of care, and includes information 
about community-based needs and services over time 
(Baker et al., 2016, May 18). 

The Goal:
Comprehensive Shared Care Plan (CSCP)

Health 
Information 
Technology

• Aligns Key 
Stakeholders

Interoperable 
Health 

Information 
Exchange

• Meaningful
• Timely
• Actionable

Shared between 
providers and 

settings

Person at Center • Includes 
SDOH

Baker, A., Cronin, K., Conway, P., DeSalvo, K., Rajkumar, R., & Press, M. (2016, May 18). Making 
the Comprehensive Shared Care Plan a Reality. Accessed September 30, 2016. Retrieved from 
http://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/

http://catalyst.nejm.org/making-the-comprehensive-shared-care-plan-a-reality/


The Nursing Process
Assessment
An RN uses a systematic, dynamic way to collect and analyze data about a client, the first step in delivering nursing care. 
Assessment includes not only physiological data, but also psychological, sociocultural, spiritual, economic, and life-style 
factors as well. That is, it includes social and behavioral determinants of health.

Diagnosis
The nursing diagnosis is the nurse’s clinical judgment about the client’s response to actual or potential health conditions 
or needs. In an era of electronic medical records, how do we move from assessment to identification of health concerns?

Outcomes / Planning
Based on the assessment and diagnosis, the nurse sets measurable and achievable short- and long-range goals 
Assessment data, diagnosis, and goals are written in the patient’s care plan so that nurses as well as other health 
professionals caring for the patient have access to it.

The American Nursing Association definition from https://www.nursingworld.org/practice-policy/workforce/what-is-
nursing/the-nursing-process/

https://www.nursingworld.org/practice-policy/workforce/what-is-nursing/the-nursing-process/


What is the evidence for nursing's 
role in incorporating social 
determinants into shared care plans?
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Search Strategy Key Terms
Longitudinal care planning
“LCP”
Shared care plans
Personalized care plans
Patient care planning
Continuity of patient care
Cooperative behavior
Interdisciplinary communication
Patient care team
Meaningful use
Patient-centered care
Organization and administration
Health information exchange
Delivery of health care
System integration
Coordinated care
Multidisciplinary

Sullivan, S. S., Mistretta, F., Casucci, S., & Hewner, S. (2017). 
Integrating social context into comprehensive shared care plans: a 
scoping review. Nurs Outlook, 65(5), 597-606.



Our Conclusions about SDOH and CSCP

Themes included:
• the need to integrate 

health and social sectors; 
• interoperability; 
• standardizing ontologies 

and interventions; 
• process implementation; 
• professional “tribalism”; 

and 
• patient-centeredness. 

• There is an emerging interest in bridging the 
gap between health and social service sectors. 

• Standardized ontologies and theoretical 
definitions need to be developed to facilitate 
communication, indexing, and data retrieval. 

• We identified a gap in the literature that 
indicates that foundational work will be 
required to guide the development of a CSCP 
that includes SDH that can be shared across 
settings. 

• The lack of studies published in the US 
suggest this is a critical area for future 
research and funding. 



Assessment of SDOH



Cantor, M. N., & Thorpe, L. (2018). 
Integrating Data On Social 
Determinants Of Health Into 
Electronic Health Records. Health 
Affairs, 37(4), 585-590. 
Institute of Medicine. Capturing social and behavioral 
domains and measures in electronic health records: phase 
1. Washington (DC): National Academies Press; 2014.

National Association of Community Health Centers. What is 
PRAPARE? [Internet]. Bethesda (MD): NACHC; c 2018 [cited 
2018 Feb 5]. Available from: 
http://www.nachc.org/research-and-data/prapare/

Billioux A, Verlander K, Anthony S, Alley D. Standardized 
screening for health-related social needs in clinical settings: 
the Accountable Health Communities screening tool 
[Internet]. Washington (DC): National Academy of Medicine; 
2017 May 30 [cited 2018 Feb 5]. (Discussion Paper). 
Available from: https://nam.edu/wp-
content/uploads/2017/05/Standardized-Screening-for-
Health-Related-Social-Needs-in-Clinical-Settings.pdf

http://www.nachc.org/research-and-data/prapare/


PRAPARE: Protocol 
for Responding to 
and Assessing 
Patient Assets, 
Risks, and 
Experiences

Self-administered tool 
with 21 items
5 domains: 
• personal 

characteristics
• family & home
• money & resources 
• social and 

emotional health
• optional 



Detail of the middle of page 1

Designed to address 
the needs of a 
community outreach 
center



Patient 
Centered 
Assessment 
Method
PCAM
www.pcamonline.org

Administered by nurse 
as part of assessment
12  items
4 domains: 
• Health & wellbeing
• Social environment
• Health literacy & 

communication
• Service 

coordination
4 levels of severity
Leads to action 

http://www.pcamonline.org/


Addressing informational and 
clinical workflow



Where we started

• Primary care practice had a part-time care coordinator who managed 
adherence to diabetes guidelines

• We automated notification of discharges by sending a care transitions 
alert to the care coordinator, who made an outreach call

• After the call, the nurse completed the PCAM assessment
• www.pcamonline.org

• To get discrete results into the EHR, the nurse entered the response 
to each question (1-4) in a lab test

http://www.pcamonline.org/


Problems we encountered

• Nurse uncomfortable dealing with behavioral health issues
• No experience setting out interventions for social determinants
• The lab limited the number of characters in the question to 50

• The biggest problem was that completing the tool added no value to 
the nurse and took multiple steps that didn’t help her to interpret the 
results



So we developed a web-based app: the ePCAM

• This allowed the nurse to copy and paste the problems that were 
scored above level three into her Transitions of Care Note

• The note included the results of the PCAM, but discrete data was 
replaced with nonsense when the lab was transmitted electronically 
as a continuity of care document (CCD) our regional health 
information exchange organization

• This was a big step forward and we eventually had the nurse adding 
the problems to the care plan in the EHR

• But we still didn’t help her to interpret the results



From Assessment Tool to Clinical Decision 
Support and incorporation into CSCP

http://nursent5.nurse.buffalo.edu:1337/#!/

New features 
inclusion of results 
New care plan section
Revised text for problem statements

We still don’t have a way for discrete data to get to the 
EHR except by manual entry

https://ub.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=57dbb38c-88aa-45ad-b465-a8f80134226b

http://nursent5.nurse.buffalo.edu:1337/#!/
https://ub.hosted.panopto.com/Panopto/Pages/Viewer.aspx?id=57dbb38c-88aa-45ad-b465-a8f80134226b


Making the care plan 
interoperable
Adding LOINC codes that could be included in the health level seven consolidated 
document architecture release 2 care plan HL7 CDA-r2 care plan



Adapted with permission from 
Matney, S., Dolin, G., Buhl, L., & 
Sheide, A. (2016). 
Communicating nursing care 
using the health level seven 
consolidated document 
architecture release 2 care plan. 
Computers Informatics Nursing, 
34(3), 128-136. doi:DOI: 
10.1097/CIN.000000000000214



PANEL HIERARCHY (view this panel in the LForms
viewer)
LOINC# LOINC Name R/O/C CardinalityEx. UCUM Un
83331-9 Patient Centered Assessment Method panel 
[PCAM]
83329-3 Health and well-being panel [PCAM]
• 83328-5 Thinking about your client's physical health 

needs, are there any symptoms or problems (risk 
indicators) you are unsure about that require further 
investigation?

• 83330-1 Are the client's physical health problems 
impacting on their mental wellbeing?

• 83332-7 Are there any problems with your client's 
lifestyle behaviors (alcohol, drugs, diet, exercise) that 
are impacting on physical or mental well-being?

• 83333-5 Do you have any other concerns about your 
client's mental well-being – how would you rate their 
severity and impact on the client?

83334-3 Social environmental panel [PCAM]
• 83322-8 How would you rate their home environment 

in terms of safety and stability
• (including domestic violence, insecure housing, 

neighbor harassment)?
• 83323-6 How do daily activities impact on the client's 

well-being (include current or anticipated 
unemployment, work, caregiving, access to 
transportation or other)?

• 83324-4 How would you rate their social network 
(family, work, friends)?

• 83335-0 How would you rate their financial 
resources (including ability to afford all required 
medical care)?

83336-8 Health literacy and communication panel 
[PCAM]
• 83337-6 How well does the client now 

understand their health and well-being 
(symptoms, signs or risk factors) and what they 
need to do to manage their health?

• 83338-4 How well do you think your client can 
engage in healthcare discussions (barriers 
include language, deafness, aphasia, alcohol or 
drug problems, learning difficulties, 
concentration)?

83339-2 Service coordination panel [PCAM]
• 83340-0 Do other services need to be involved 

to help this client?
• 83341-8 Are current services involved with this 

client well-coordinated (include coordination with 
other services you are now recommending)?

83344-2 What action is required [PCAM]
83343-4 Who needs to be involved [PCAM]
83342-6 Barriers to action [PCAM]
83345-9 What action will be taken [PCAM]



Sorting through output and creating a care 
plan
Responses are divided into 4 categories:
1. Act Now
2. Plan Action
3. Active Monitoring
4. Usual Care: Patient Strengths

Care Plan
• 83344-2 What action is required [PCAM]
• 83343-4 Who needs to be involved [PCAM]
• 83342-6 Barriers to action [PCAM]
• 83345-9 What action will be taken [PCAM]







Conclusion

• We met with major challenges at every step for a very simple set of 
questions about social determinants

• Information on the ePCAM care plan aligns with the health concerns, 
observations, interventions used in the C-CDA R2 care plan 

• LOINC codes are a big step forward, but we have a long way to get 
SBDH into the HL7 C-CDA R2 care plan as a CSCP, 

• Making the assessment useful for the nurse and incorporating it into 
an CSCP and is still ongoing
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