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Agenda

I. Opening/Welcome – L. Villani 

II. ADK Wellness Connections – V. Knierim (10 min.)

III. Prapare Tool – L. Tuggle (30 min.)

IV. SDoH: PCMH Program Requirements – J. Schwartzman (5 min.)

IV. Clear the Air in the Southern Adirondacks – L. Villani (5 min.)

V. October Topic: Reporting – L. Villani (5 min.)

VII. Open Forum (10 min.) 
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• A collaborative referral 
coordination and resource 
navigation network comprised 
of service providers across the 
continuum of care in Clinton, 
Franklin, Essex, Fulton, 
Hamilton, Saratoga, St. 
Lawrence, Warren, and 
Washington counties to address 
social and medical needs.
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ADK Wellness Connections



ADKWC is integrated with Healthy Together, run by the Alliance for Better 
Health, and CNYCares, run by the CNY Care Collaborative, both Unite Us-
based referral networks. This partnership is now part of the Unite New York 
network, which simply means you now have access to more resources in a 
larger geographic footprint of 19 counties.   
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ADK Wellness Connections and Unite New York 
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ADK Wellness Connections Network Performance To Date

122
ADKWC 
network 
partners, 
179 sites.

2,818
needs 

referred.

1,407 new 
clients 

added by 
ADKWC 

partners.

371 Unite New 
York Network 

Partners 

3 days on 
average for 
in-network 

referral 
acceptance. 

403 assistance 
requests (self-
referrals)

47% of 
service 

episodes 
pertained to 

transportation.

56% of cases 
closed with a 

positive outcome.

Since network 
launch on 
10/15/18 
through 

08/16/20*:
*ADKWC data only – does 
not include Healthy 
Together or CNY Cares. 
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ADK Wellness Connections Service Episodes by Service Type

Service Type # of Service Episodes

Benefits Navigation 317
Clothing and Household Goods 50
Education 4
Employment 67
Food Assistance 165
Housing and Shelter 387
Income Support 56
Individual and Family Support 101
Legal 37
Mental/Behavioral Health 108
Money Management 8
Physical Health 95
Social Enrichment 7
Sports and Recreation 8
Transportation 1,340
Utilities 57
Wellness 14
Substance Use 12
Spiritual Enrichment 1
Grand Total 2,834
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ADK Wellness Connections Coordination Centers

• Family Service Association of Glens Falls - Glens Falls PHN/Fulton PHN region
(Fulton, Hamilton, Saratoga, Warren, and Washington counties).

• Behavioral Health Services North (BHSN) - Saranac PHN/Plattsburgh PHN 
region (Clinton, Essex, and Franklin counties).

• St. Lawrence Health Initiative - St. Lawrence PHN region (St. Lawrence County).
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ADK Wellness Connections “Assistance Requests” 
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ADK Wellness Connections “Become A Network Partner”

ADK Wellness Connections is a FREE
referral network sponsored by 

Adirondack Health Institute that 
helps connect you to a wide range of 

resources in your area to improve your 
health and well-being.

For more information about joining the network, 
please fill out the Partner Interest Survey! 

https://www.cognitoforms.com/UniteUs/adkwellnessconnectionspartnerinterestsurvey


Victoria Knierim
vknierim@ahihealth.org
adkwellconnects@ahihealth.org

www.ahihealth.org | 518.480.0111

mailto:vknierim@ahihealt.org
mailto:adkwellconnects@ahihealth.org
https://www.facebook.com/ahihealth
https://www.linkedin.com/company/9263065?trk=NUS-body-company-name
https://www.youtube.com/channel/UCfDGLf1Ac_3gGiyi-FL4Qdw
https://twitter.com/ahi_health


PRAPARE



HCC-RAF and Primary 
Care Risk Stratification

PCMH Measure CM 03 (NYS)
Per PCMH must include entire patient panel to 

identify and direct resources appropriately.



Why are we focused 
on HCC coding and 

RAF scores?



All attributed patients of the primary care practice 
will be risk stratified using the HCC-RAF score.

The HCC-RAF score is generated within the EMR and 
scores risk based on:

• Complex chronic conditions;
• Behavioral health conditions;
• Social determinants of health.









The PREPARE form is used to collect 
social determinants of health data.

Will need to code SDOH conditions 
captured by Z codes.











Example of PRAPARE in progress note









Questions?



• What are Social Determinants of Health?
As defined by the WHO (2020), “social determinants of health (SDH) are the 
conditions in which people are born, grow, work, live, and age, and the wider set 
of forces and systems shaping the conditions of daily life.”

• Why are Social Determinants of Health important?
Social determinants of health include access to resources to meet a person’s needs. Their 
presence or absence can contribute greatly to health inequities.
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SDOH in PCMH



SDOH within the PCMH program
(NCQA 2020)
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SDOH in PCMH

Criteria Core, Elective, NYS Description SDOH Impact

KM02 C Comprehensive Health 
Assessment

The practice conducts a comprehensive health 
assessment that includes SDOH

KM07 E Understands social 
determinants of health for 
patients, monitors at the 
population level and 
implements care interventions 
based on these data. 

After the practice collects information on social 
determinants of health, it demonstrates the 
ability to assess data and address identified gaps 
using community partnerships, self-
management resources or other tools to serve 
the ongoing needs of its population 

KM11A NYS Identifies a disparity in care 
related to a vulnerable 
population

SDOH data can be used to identify a disparity or 
vulnerable population.

KM12 C Proactive Outreach Can be used to close gaps identified in KM11A
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SDOH in PCMH
Criteria Core, Elective, 

NYS
Description SDOH impact

KM21/KM26/
KM27

C/E/E Community Resource 
Needs

The practice identifies needed resources by assessing 
collected population information which may include Social 
Determinants. The practice keeps a list of community 
resources to help address social needs and evaluates the 
usefulness of the resources by obtaining patient feedback. 

AC09 E Equity of access The practice may utilize data related to SDOH to assess and 
improve equity of access. Health disparities adversely affect 
groups of people who have systematically experienced 
greater obstacles to health (NCQA 2020).

CM01/CM03 C/NYS Care Management 
Criteria/Risk 
Stratification

Care Management Criteria must include at least 3 of the 
following:
A. Behavioral health conditions. 
B. High cost/high utilization. 
C. Poorly controlled or complex conditions. 
D. Social determinants of health.
E. Referrals by outside organizations



Criteria Core, Elective, NYS Description SDOH Impact

CM07 E Identifies barriers to goals SDOH information may be 
a useful way to identify 
barriers to goals

Informational questions in 
QPASS

NA NCQA has a series of 
questions for annual 
reporting practices 
included as part of the 
submission process. The 
questions do not impact 
the practice’s score, but 
they must be completed in 
order to submit

Provides insight to NCQA 
regarding practice’s current 
state of adoption of SDOH 
concepts
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SDOH in PCMH
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Clear the Air in the Southern Adirondacks (CASA)

The NYS Smokers’ Quitline is offering up to three months of 
FREE nicotine gum while supplies last.

Individuals can reach out to 1-866-NY-QUITS (1-866-697-8487) 
or visit nysmokefree.com to apply.

CASA currently has free posters available and other electronic 
resources for healthcare providers. If you would like receive 
posters or would like more information, please contact:

Joey Boswell, 
CASA Community Engagement Specialist
jboswell@ahihealth.org



• What are the pain points with your EHR? Do you use a report module from your EHR?

• Do you have Hixny integrated into your EHR? Have you seen the reports in Hixny? Are 
they helpful? Have you seen the patient dashboards?

• How are you doing with coding?  

• How many organization are you using any z-codes for SDoH?

• Are they utilizing CPT 2 codes for HTN, depression screening and poor A1C control? 

• Forever diagnosis? 

• Risk Coding (Nov. topic)?
34

October Topic: Reporting
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PCMH & Tracker Grid

• All practices with due date from April 2020 on must 
submit by 11/30/2020.

• Reminder sent on first Monday of the month.

• QPASS updated 9/14/2020. Check to see any 
documents checked in are still there!

• If you need assistance, contact us!



• AHI website:  https://ahihealth.org/
*recordings and slides from meeting are there

• AHI COVID newsletter – Monday afternoons

• Adirondacks ACO newsletter 
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Additional Resources

https://ahihealth.org/


Louann Villani, RN
lvillani@ahihealth.org

Brenda Stiles, RN
bstiles@cvph.org

www.ahihealth.org | 518.480.0111

mailto:lvillani@ahihealth.org
https://www.facebook.com/ahihealth
https://www.linkedin.com/company/9263065?trk=NUS-body-company-name
https://www.youtube.com/channel/UCfDGLf1Ac_3gGiyi-FL4Qdw
https://twitter.com/ahi_health
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