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To improve the health and well-being of their
patients, healthcare innovators are working to
systematically screen patients for social, economic,
or other non-healthcare needs and link them with
appropriate services provided internally or through
community partner organizations. Seeking to support
this movement, the Texas Health Improvement
Network (THIN) launched a project in June 2019
to explore the current practice of healthcare and
social care integration in Texas, identify key issues
impacting adoption and sustainability, and develop
recommendations to advance this work in Texas.

As part of this project, a set of case studies were
created. Through group interviews, sixteen key
informants from six Texas organizations shared their
experiences with and perspectives on healthcare
and social care integration. Participants described
their current work, challenges they’ve experienced,
lessons learned, and plans for the future. Interviews
were recorded, transcribed, and summarized into the
following six case studies.
This project was made possible with support from the
Episcopal Health Foundation.
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Sites/programs interviewed:

The Matagorda Episcopal Health Outreach Program (MEHOP), a
five-clinic FQHC serving rural the counties of Matagorda and Wharton in
southeast Texas
Stephen F. Austin Community Health Center, a 12-clinic FQHC serving
Brazoria County, Galveston County, and Southwest Harris County
St. Paul Children’s Clinic, an independent clinic that provides pediatric
medical and dental care from birth to age 21 in Tyler (Northeast Texas)
Baylor College of Medicine’s (BCM) Environmental Health Service
provides clinical environmental healthcare services (including asthma
home remediation)
Texas Legal Services Medical-Legal Partnership, which operates in six
clinic sites in central Texas
Texas Children’s, a large, multi-organizational health system that includes
Texas Children’s Pediatrics (TCP) and the Texas Children’s Health Plan
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Case Study: Matagorda Episcopal Health
Outreach Program (MEHOP)
Organization Description
The Matagorda Episcopal Health Outreach Program (MEHOP) is a federally
qualified health center (FQHC) that has served the rural counties of
Matagorda and Wharton in southeast Texas for 20 years. MEHOP serves
over 10,000 patients annually across its five clinics, and provides adult and
pediatric primary care, maternity care, behavioral health, ophthalmology,
gastroenterology, and dentistry services. MEHOP is designated as a PatientCentered Medical Home (PCMH) by the National Committee for Quality
Assurance (NCQA). About a third of MEHOP patients are covered through
CHIP or Medicaid, or are uninsured.

Interview date: November 2019

Interviewees
Celeste Harrison
Chief Executive Officer
Christine Carrasco
Director of Nursing
Dena Gomez
Case Manager and Community
Outreach Department Lead
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Current Social Needs Screening and Referrals Process
Since its inception, MEHOP has worked to connect its
patients with needed social services. Social needs are
identified informally, without a standardized screening
tool.
“The majority of the time it’s not a formal
coded process. The provider, the MA [Medical
Assistant], the front staff notifies someone in Dina’s
[community outreach] department or elsewhere
that someone’s in need and we do our best to
satisfy that need.” (Harrison)
Social needs of their patients include “all the things
that go along with social determinants of health
(Celeste),” including food insecurity, legal issues, and
access to safe and affordable housing.
One issue MEHOP has been working to address for
many years is food insecurity. The organization has
tried a variety of strategies.
“We had things like we partnered for a while
with an institution where you could purchase
food at a very low price. That institution went out
of business. We had a community garden that we

planted here and gave food out for many years
until we just got frustrated because people weren’t
taking the food.” (Harrison)
The work of connecting patients to social services
is primarily handled by the four community health
workers (CHWs) in the community outreach
department, although any staff member may provide
a referral. Referrals are typically given to the patient
directly, and patients are encouraged to follow up
with the referral themselves. MEHOP does not have
an established way to determine whether the patient
has followed up with the referral or has had their need
addressed.
Although they do not use a community resource
referral platform, staff are very familiar with the
available community resources.
“There isn’t a social service agency that we
don’t partner with in some way…. We know all of
them and we work with all of them.” (Harrison)

Key Challenges
Staff Time
Helping address patients’ social needs has always
been an important component of the whole-patient
care MEHOP strives to provide, but such efforts
have had to occur alongside the critical healthcare
delivery-related responsibilities of the clinic system.
The demands of serving the healthcare needs of
patients in a low-resourced community often leave
little time for any additional tasks. This is not only
true for healthcare providers who have limited time
with each patient, but also for those who are tasked
with facilitating linkages with social services. The
community outreach department handles a range
of mission-critical tasks, such as finding referrals
to needed specialty care, which is a challenge in a
rural area, especially for patients without private
insurance. Closing such referrals is critical for patients’
physical health, and closure of these referrals is

a quality measure by which the organization is
assessed. The CHWs also handle determination of
eligibility for public healthcare coverage options, an
essential service for their patients and critical to the
organization’s financial viability.
To step more fully into the practice of identifying and
addressing patients’ health-related social needs would
require a whole-team effort, greater time investment,
and more resources available to address identified
needs.
“It goes all the way through, from front
staff seeing if they have insurance or not, going
through the MA [Medical Assistant] who takes
the intake, and the provider going in there
and digging deeper. And then if a reoccurring
problem happens, digging deeper, ‘why is that
problem continuing to happen, why am I seeing
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this patient four times for the same thing this
year?’ Putting the referral in, the community
health worker going out maybe to the house or
calling the patient, finding things at home, which
is what we really need to fix so the patient doesn’t
come in four times. And then finding the means to
fix what’s going on.” (Harrison)
Capacity of Community Resources
While MEHOP has attempted to partner extensively
with available community resources, they face a lack
of available resources in the area.
“So even though we’re partnered with
everybody, a lot of the things that are available
in the urban areas just aren’t available here.”
(Harrison)
“And for utility assistance, it’s first come first
served, so it may not be there, available for our
patients.” (Gomez)
The services that do exist may not be what is needed
to truly address the health impacts of the social need.
For instance, MEHOP provides referrals to various
church-based food pantries, but they recognize that
these referrals are not enough to address the health
impacts of food insecurity.
“You can write a prescription for food, but
what’s available at the food banks or the churches
determines whether it actually meets the need to
improve health.” (Harrison)
Additionally, the limited capacity for data collection,
data management, and overall technological savvy

of local community organizations may make a
Community Resource Referral Platform a poor
investment in the area MEHOP serves.
“If we’re going to get money, that’s just not the
way to invest it. You’re talking about working with
people in a rural community…hardly any of the
social service agencies here have the technology
or the capacity to do this. The majority of all those
[community organizations] have none of that
[technology], and at best are keeping track by
paper, if they keep track at all.” (Harrison)
Lack of Recognition and Investment by Local
Hospital District
The term “wrong pockets problem” has been
coined to describe the situation in which an entity
implementing a practice or program leads to cost
savings for a different organization. This problem may
be hampering the ability of MEHOP to do more to
address the social needs of its patients.
“One of our greatest disappointments is the
community does not appreciate what we do.
Local officials just don’t seem to understand and
appreciate the impact that we’ve had. When I look
at the hospital district’s financials, their indigent
care costs have reduced, so let’s just say, seven,
eight years ago they were four or five million
dollars and now they’re less than one million
dollars, and yet there’s no acknowledgement
that we have had a role in that. I believe if we
were given support for what we’re able to do for
the community, all of us would be a lot happier.”
(Harrison)

Concerns
Beyond the limitations of time and resources to
address social needs, the MEHOP CEO expressed
some additional concerns about formalizing social
needs screening and referrals. One concern was about
patient privacy.
“When it’s hard coded in the system, anybody
could come in, the federal government, the
state, whomever could come in and extract that

data out of all these individual’s chart…I’m not
personally comfortable that I would want them to
be able to pull that data on me.” (Harrison)
Another concern was about expanding the role of
a healthcare entity, and potentially overstepping
appropriate boundaries between organizations and
with patients.
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“I’m concerned about blurring the boundaries
of the responsibilities of a health center...I think
there really has to be some thought about
everyone’s role…I am growing ever concerned
about the expectation that we try to do it all
for the patients…at what point do we start
demarcating the lines? Then it’s more of a referral
rather than a responsibility.” (Harrison)
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“Focusing on health and not just healthcare,
the goal would be to make the patients more
empowered rather then enabling them. And
sometimes we get caught up in that one-stop
shop and we’re providing all these things, we can
enable the patient without wanting that to be our
goal, but it happens.” (Gomez)

Future Directions and Recommendations
MEHOP has recently begun partnering with Greater
Houston Health Connect (GHH), a Health Information
Exchange (HIE) that is working to facilitate clinical
integration by connecting electronic health record
systems across southeast Texas. Getting healthrelated information on their patient population from
other healthcare providers will enhance MEHOP’s
ability to provide appropriate care for their patients.
GHH is also exploring the possibility of incorporating
social needs data, and potentially developing a
community resource referral platform.
MEHOP has also incorporated the social needs
screening tool, PRAPARE, into their Electronic Health
Records (EHR).
“We know it’s coming, so we went ahead and
reached out. It wasn’t our decision for PRAPARE
although it’s a well-recognized tool. Athena, our
electronic health record provider, had already
made that decision. So we simply asked them to
upload it into our system.” (Harrison)
The MEHOP CEO is not sure yet how they will use this
tool, given that a screening tool does not solve any of their
biggest challenges to addressing patients’ social needs.
Despite her concerns about patient privacy and provider
time, however, she does see a potential benefit to the
systematic collection of data on social needs.

“One of the challenges we have had is for
local government to openly admit that there are
problems in the community. So any opportunity
to collect valid data and present that is going to be
invaluable to the people that live here.” (Harrison)
When asked about advice they would give to other
healthcare organizations on addressing patients’ social
needs, our interviewees focused on the importance of
person-centered care.
“I think you have to start with what the
patients want. So I think you actually have to ask
them what is the most meaningful for them. And
we’ve done some of that work and what’s most
important to them isn’t necessarily what we think
should be most important to them. But I think if
you have successes in what’s important to them
then you’ll have more receptivity for success for
other items.” (Harrison)
“And meeting them where they’re at…you’re
going to have to do some education about how it
could be better for them and how that would look
for them.” (Harrison/Gomez)
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Case Study: Stephen F. Austin Community
Health Network
Organization Description
The Stephen F. Austin Community Health Network (SFA) is a Federally
Qualified Health Center (FQHC) serving Brazoria County, Galveston
County, and Southwest Harris County. SFA opened its first clinic in
2008, and currently serves over 19,000 patients annually across its 12
clinic locations (including one mobile clinic and a school based mental
health center). SFA provides pediatric and adult primary care, maternity
care, behavioral health including counseling, psychiatry and treatment
for substance abuse disorders, dentistry and pharmacy services.
Approximately half of SFA patients are uninsured and about 25% are
covered through CHIP or Medicaid.

Interview date: November 2019

Interviewees
Mark Young
Chief Executive Officer (CEO)
Penny Pabst
Chief Administrative Officer
(CAO)
Meli Bartlett
Value-Based Care Manager
Ashley Rodriguez
Care Coordinator
Vvonne Garcia
Patient Eligibility Specialist
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A New Approach to Addressing Patients’ Social
Needs
In 2017, SFA leadership began looking for ways to
better address patients’ social needs.
“We know that our patients have these [social
needs] issues. We’ve known for a long time and
when we started truly investing in trying to
find a way, other than sending patients to the
food bank, kind of a little helter-skelter way, we
decided that we wanted to do an organizational
approach.” (Pabst)
The CEO and CAO began looking at standardized
screening tools, such as PRAPARE, and community
resource referral platforms. Then in 2018 they received
a grant from the Health Resources and Services
Administration (HRSA) that funds Information
Technology improvements.
“We thought ‘Okay, this is where we’re going
to really address the social determinants.’ That’s
when we were looking at [community resource

referral platforms]. That’s when we reached out
to United Way. We just happened to reach out to
them when they were looking to replace their 211
system.” (Pabst)
SFA and the United Way of Brazoria County worked
together to vet referral platform options, cover startup
costs, and build the referral network. The partnership
with United Way was not only fortuitous, but also
essential to moving forward.
“They invited some of their United Way
grantee partners to come in and look at them
[referral platforms]. They voted, we voted,
and we all agreed on Signify. They put up like
$60,000. We put of $80,000. So we put up all the
implementation costs. They put up the training
costs. It’s been a great partnership. We would not
have been able to create a network without the
United Way.” (Pabst)

Social Needs Screening and Referral Process
Now that the referral platform is in place and all the
partners have been trained on using the screening
tools and the platform, SFA has begun integrating use
of the platform into their workflow.
“So we do the SDOH [Social Determinants of
Health] screen on their initial visit and then six
months later, but every time the patient comes
in for their monthly visit or when we talk to them
on the phone, each time they’re asked if anything
has changed… We can opt them into the Signify
Health, and it will create referrals for them based
off their needs, whether it be transportation,
food, childcare, utility, and those referrals will be
created… and then that facility has, I think, it’s two
to three days to reach out to the patient and offer
them services.” (Rodriguez)
Staff feel this system is a huge improvement over the
previous way of providing referrals, particularly the
accountability aspect.

“In the past, we would refer patients, but we
would never hear back whether they actually
got the assistance. Now we can track….We know
now that they went to the food bank, and the
patient was there on this date, and they got their
food. We know they got utility assistance, they
got transportation assistance, everything. So we
can actually track it in the system, and everyone’s
accountable.” (Pabst)
“It’s not just greater Houston Food Bank. It is
Houston Food Bank with Todd Jones as the contact
person with the little synopsis of what the patient
should expect. So it’s backed. We know that these
people are in partnership with us. So it’s not like
we’re blindly Googling.” (Bartlett)
The clinic also recognizes its role as a member of the
referral network and its responsibility to respond to
referrals from other partners.
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“We are in the system as a healthcare provider.
We offer medical, dental, eligibility for services,
and we see all of our pending items. So I am to be

monitoring and making sure our staff are meeting
our commitment to the community.” (Pabst)

Moving Towards Full Adoption
The successful launch of this initiative was driven by
innovative leadership at both the clinic system and in
the community, funding to cover start-up costs, and
adequately-resourced community organizations that
can participate in a referral network. Getting from
start up to full integration across all their clinic sites
will require ongoing commitment and addressing
challenges that arise.
One of the challenges SFA is navigating are patient
concerns around privacy.
“Some are all for it, and some are still like, ‘No,
I don’t want to.’ They’re not too sure about it even
though we tried to explain, let them know no one’s
watching them...Sometimes they just don’t want
anyone else to know their health information.”
(Rodriguez)
Staff believe that with continued education and
experience over time, they will be able to alleviate
patient concerns and increase utilization of the new
system.
“Educating the staff what the program is,
why we’re integrated or partnered with Signify,
and then making sure that they educate the
patients why it’s a good thing to participate in this

collaboration or in this program with Signify.”
(Bartlett)
“We just got to get used to using it. It’s another
software.” (Garcia)
Getting to the goal of all patients being routinely
screened, and creating enough referral options
to address identified needs will take time. It will
also require further investments and additional
partnerships.
“I can’t dedicate as much of my time to making
sure it’s pushed through as I would like. So it’s all
about staffing. It’s all about money to pay another
employee the amount of money that we need to
really make the process happen.” (Pabst)
“[SFA is planning to] hire a social determinants
of health manager who will not only ensure
everybody is being screened, but also work…with
the community organizations to keep building
this network. If there’s a way to spread this or
duplicate this in Galveston County...I would like to
do that because our patients are coming from a
wider area, and the United Way is only committed
working within Brazoria County.” (Pabst)

Getting to Health Outcomes
Through their new community partnerships and
closed-loop referral process, SFA is looking not only to
help address their patients’ social needs, but also to
improve their patients’ health outcomes.
“The goal is they will have healthier outcomes.
This system has the ability to have a clinical
pathway. We’ve got our lab results for A1C test
results and the lipid levels going into a diabetic
pathway within Signify from our EHR; and blood

pressure readings- we’re putting the vital signs
into the system, as well. We are tracking these
measures over time using the system for the
referrals. Are we seeing an impact on their A1C
levels? We’re even looking at down the road with
our diabetic retinopathy eye screens, we want to
get those into the system. We want to really see if
can we measure true health outcomes as a result
of impacting their social determinants of health.”
(Pabst)
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Case Study: St. Paul Children’s

Organization Description
St. Paul Children’s Clinic is an independent clinic that provides pediatric
medical and dental care from birth to age 21 in the northeast Texas city of
Tyler. Founded nearly thirty years ago by the Methodist church, the clinic
also offers a food pantry and provides assistance enrolling patients, their
families and the larger Tyler community in a wide range of benefits programs.
The clinic serves between 5-10,000 patients annually, 85% of whom are
covered by Medicaid or CHIP, and had 14,000 individual patient encounters
in 2019. St. Paul’s has a partnership with CHRISTUS Trinity Mother Frances
Health System that includes sharing hospital call, after hours nurse call line
access, and electronic medical record (EMR) platforms.

Interview date: March 2020

Interviewee
Valerie Smith MD
Pediatrician and Community
Centered Health Home Director
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Current Social Needs Screening and Referrals Process
Evolution to Systematic Screening
St. Paul Children’s work to address social needs
predates its clinical services. In the past three years,
however, the clinic has begun to approach its social
care in a more systematic way.
“I think my clinic is unique in many ways in
that we had a food pantry and a clothes closet
before we had a medical clinic. But from the
standpoint of screening in medical settings,
approximately three years ago we started
screening formally for food insecurity. We had
previously been asking families whether they
were participating in WIC or SNAP or school lunch
and breakfast as part of our yearly checkups, but
we weren’t formally screening for food insecurity.
And so we started formally screening for food
insecurity about three years ago using the
Hunger Vital Sign. And then about twelve months
after that we started doing a broader social
determinants of health screen.”
St. Paul Children’s current screening tool is a modified
version of the Health Leads Toolkit, which was the
second screener it tried.
“We have actually a team that includes
myself, one of our nurse practitioners, our clinic
manager, as well as our social worker and our
executive director and our HR person, and went
through and developed [the screening tool]
together. And then we… beta tested it with a small
number of patient families just to make sure
that it was clear and concise, and families were
comfortable answering the questions before we
rolled it out.”
The screening tool includes questions on housing,
food, utilities, education, childcare, employment,
transportation, legal needs, and domestic violence.
It also asks a question about the urgency of each
identified need.
Parents are asked to complete the Family Needs
Assessment (the term used by the clinic for the social
needs screener) at new patient visits and annual wellchild visits. The clinic also screens dental patients and

food pantry clients annually. The screening is included
with other paperwork that parents complete while
waiting to be called back into the exam room.
“And then once they have been screened…
the pediatrician or the nurse practitioner looks
at it in the room and talks with the family about
any specific issues that are brought up on the
screen that they are concerned about or that the
family has indicated that they have a need. We
have a one pager for resources for each of the
needs within our screener that our social worker
developed, and the families are given those one
pagers.”
For families with multiple needs or urgent needs,
providers will refer the family to the clinic’s Licensed
Clinical Social Worker (LCSW) or the social work intern.
Providers try to make the referral to the social worker
in person – a “warm” referral – if possible. The LCSW
can provide counseling to patients, can help patients
connect with social care referrals, and can follow up
directly with the family to make sure they were able to
enroll and utilize the services.
Inability to “Close the Loop” with Community
Partners
The large volume of patients and limited capacity of
the social work team means many families do not get
help making a connection with social care services.
“And then this is the piece that I really hate
about this process, and I would like for it to be
better…[the social worker] just doesn’t have the
capacity to see every family… if it’s somebody
who we just gave resource information to, we
don’t have a great way of tracking, and we
certainly don’t have closed group loop referrals
with the social service organizations that we refer
to. So that’s where I would really like to see some
improvement in what we’re doing, is being able to
close those loops.”
St. Paul Children’s is not currently linked to community
social service partners through a community resource
referral platform. While Dr. Smith sees the potential
value of such tools, she also sees many barriers to
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bringing such a platform to her community, including
the costs, concerns related to privacy and data
sharing, and the need for community-wide buy-in.
“I am really skeptical of platforms that charge
for organizations to use them. How do we get
uptake of that when we’ve got nonprofits that are
working on this shoestring budget and clinics that
are working on a shoestring?”
“I think there also is concern. I mean I will tell
you one of the ones that just kind of flabbergasts
me is that I cannot close the loop if I refer a
family to parents as teachers or the nurse
family partnership within my program, like
within my community. Even if I as a health care

provider have directly referred them there…
they feel like that violates their contract and their
confidentiality agreements with their clients.”
Ultimately, moving forward with a referral platform
would require buy-in from the leadership of the major
health institutions in the region.
“My small clinic isn’t a big enough player.
To get a bunch of nonprofits and social service
agencies to uptake an electronic platform and to
change their workflow? Because that’s ultimately
what you’re asking people to do…I think the thing
that it would require would be the buy-in of either
the CHRISTUS Health System or the UT Health
System.”

An Integrated Approach to Addressing Food Insecurity
St. Paul Children’s greatest success in addressing
patients’ social needs and integrating clinical and
social care is in the area of food insecurity. From its
inception, addressing food insecurity has been central
to the work of St. Paul Children’s. In recent years, the
clinic has strengthened and expanded its work in this
area and built strong community partnerships.
“Food insecurity is the easiest loop for us to
close internally in that we A, can know if our
food pantry served the family. B, we also have
a health care partnership with the East Texas
Food Bank where we can actually enroll families
in a program where they come to clinic, and for
12 weeks they can get a box and then a bag of
produce of healthy foods. And also motivational
interviewing focused nutrition education each
week.
And then during that time, one of the things
that we do is have someone there who if they
are SNAP eligible, can enroll them in SNAP. And
then our next kind of plan to help close that loop
further… we’re aiming by this summer to have a
WIC staff member embedded in our clinic as well.
So we really could feel like we were confidently
closing that food loop pretty much as tightly as I
think possible for families.”

An Entry Point to Addressing Other Social Needs, in
Partnership with the Community
Dr. Smith is aware that food insecurity is only one of
the issues facing St. Paul’s patients and their families.
Another major issue facing families is access to safe
and affordable housing.
“Specifically, housing would be the one [social
need] that I think is the most challenging. Because
other than providing emergency assistance for
someone who is homeless and in need of a shelter,
our HUD list is full. The transitional housing that’s
provided by another nonprofit in town always
has a very long wait list. We have much fewer
resources for housing, which I think is not unique
to our community at all.”
Addressing food insecurity can take some economic
pressure off of families, allowing them to use their
financial resources for other needs.
“Thinking about how many of our families
have multiple needs…while we may not be able
to meet all of them, by helping to reduce the
strain of one need ... if I can get a family who has
housing insecurity and food insecurity, if I can
get them enrolled in WIC and SNAP, and have
them know where they can go consistently to
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get healthy food at a food pantry, then my hope
is this that that relieves some of that strain and
they’re able to utilize more of their own personal
family resources towards one of those other needs
that I don’t have as great of community based
organization resources for like housing.”
The clinic also provides enrollment assistance for all
available benefits programs. It provides this service to
the families of pediatric patients, as well as to anyone
who utilizes the food pantry even if that person is not
connected to a clinic patient. In doing so, the clinic
is helping to address economic insecurity, which is a
common root cause of many social needs. Through
its community partnerships, the clinic has also been
able to help expand enrollment assistance in the
community.
“One of the things that we have done with
our work with the food security council, which is
a multi-sector coalition, is that we have trained
additional nonprofits and clinics to have staff
members who can help with benefit enrollment
assistance. The coalition hosted the training…

conducted by the Children’s Defense Fund and
the East Texas Food Bank staff. So just one of those
great places where we kind of all came together.”
“The food bank was enrolling families for
SNAP, but it’s the same application and all you
really have to do is ask a few more questions and
encourage a family to investigate whether they’re
eligible for SNAP, or Healthy Texas Women or
any of the other programs that are available. By
ensuring that a family is enrolled in everything
they’re eligible for, you really can make a
significant difference in the monthly strain within
their household.”
“Because we know that maybe you are a
clothes closet or something like that at a church,
but if you can identify while you’re seeing a
family, ‘Oh, this is a family who would also be
eligible for Medicaid and SNAP,’ and you can
free up those dollars for that family, right, then
you’ve actually helped address more than just
their clothing need. So it’s been one of our key
strategies.”

Outcomes and Sustainability
Dr. Smith thinks getting to measurable health
outcomes through this work will be challenging. She
sees the potential, however, to improve outcomes
related to social needs and help influence changes in
health behaviors. Perhaps even more importantly, in
terms of sustainability, she sees potential for reducing
healthcare costs.
“I think the first outcomes that we’ll be able
to see within my clinic actually aren’t health
outcomes. But now that we’ve got the screener
integrated into our EMR, we will be able to follow
it over time. And so, the first thing that we should
be able to see is a family who was food insecure at
their previous screening and isn’t today, or didn’t
have reliable childcare and does today, and start
to see the movement on … actually improving
some of those social determinants of health.”

“Ideally, at some point in time, we do start
to see health outcomes change as well. I think
that is trickier in a pediatric population than
it is in an adult population, because by and
large, most kids are healthy thankfully. And
we are really looking at…reducing their risk
long-term of having cardiovascular disease, or
hypertension, or stroke, or all of those things that
we know are associated with many of these social
determinants.”
“We are looking at clinical outcomes related
to childhood weight, blood pressure, that type
of thing. Although, I’m not sure we’re going to
see a ton there. But our healthcare/food bank
partnership also has a pre-test and a post-test that
looks at behavior and knowledge and self-efficacy
related to healthy food habits for a family. And so
my hope is to start to see the needle move on some
of those measures.”
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“There’s a good case in the literature now,
which didn’t exist even five years ago, for
the relationship between addressing social
determinants of health and health care costs.
Families, for example, who are on SNAP have
lower health care costs per year than families
who are food insecure and are not on SNAP. So
not necessarily health outcomes, but cost, which I
think should be a good motivator.”
“So looking at things like decreased ER visits
and decreased sick visits … I think that that
data that may be easier to get than health care
outcomes … if we could get payers to cooperate,
we’ve got really robust claims data that we could
potentially use to look at expenditures.”

Over the longer term, Dr. Smith sees a need for more
applied research, and more funding for that research.
“I joked for many, many years that people
would try to get me into research projects. And
I would be like, ‘No, no, I’m just a community
pediatrician.’ And now, I’m like, ‘Oh, wait. We
have to study all these things.’ And there’s a huge
set of knowledge gaps that we have.”
“If you look at what the NIH funding as far
as nutrition research, it’s like vitamin D uptake
kind of things. What we really need to do is push
the NIH and other large funders of research to
do some applied research focused on social
determinants.”
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Case Study: Baylor College of Medicine
Asthma Home Remediation Program

Organization Description
The Baylor College of Medicine’s (BCM) Environmental Health Service
seeks to improve the understanding and reduce adverse health effects
of exposures to environmental health hazards. The Environmental Health
Service provides clinical environmental healthcare services through several
clinic locations, including the Environmental Health Clinic, a specialty
research clinic within the Harris Health System in Houston. The clinic has
a particular focus on serving low income adults and children with poorly
controlled asthma.

Interview date: May 2020

Interviewee
Rebecca (Becca) Bruhl DrPH
MPH
Associate Director,
Environmental Health Service
Winifred (Winnie) J. Hamilton
PhD SM
Director of the Environmental
Health Service
Quynh P. Nguyen FNP
Nurse Practitioner
Adriana Rangel MPH RRT
Health Educator
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The Asthma Home Remediation Program
The team has developed an evidence-based, multicomponent intervention to address asthma, based on
existing clinical best practice guidelines for managing
asthma1 and a national initiative to reduce health and
safety hazards in the home2. The clinical component
includes a comprehensive asthma assessment and

tailored asthma self-management education. The
home-based component includes up to five home
visits to identify and reduce indoor allergens. These
home-based components are a promising example of
work to address patients’ social needs that can have
measurable impact on patients’ health outcomes.

The HIITBAC Study
Evidence suggests that multi-component
interventions including home-based services to
reduce asthma triggers are effective, particularly
for children. More work is needed to understand
the impacts of the non-clinical (home-based)
components beyond what’s achieved by high-quality
clinical care, as well as to understand how the intensity
and breadth of the home-based components affect
outcomes. This information is critical to optimize (and
justify) investments in the non-clinical components.
The Houston Home-based Integrated Intervention
Targeting Better Asthma Control (HIITBAC) for
African Americans study was designed to help fill this
knowledge gap.
To assess the effectiveness of its home-based asthma
control intervention, the research team conducted a
pragmatic randomized clinical trial with a population
of African-American adults with poorly controlled
asthma. The HIITBAC study compared a group of
patients receiving the high-quality clinical care only
to those receiving both the clinic- and home-based
components. Results suggest that participants in both
groups improved:
“For all of our key measures and in both
groups, the outcomes at exit were significantly
better than at baseline. For example, there were
fewer ED [Emergency Department] visits, more
symptom-free days, higher ACT [Asthma Control
Test] scores, and higher quality of life scores at exit
compared with the baseline visit.” (Hamilton)

In the comparisons between the group that received
the home visiting and those that only received the inclinic care researchers did not find as many differences
as they had expected. These findings do not mean
that the home-based components were not impactful,
and the researchers are exploring the study’s findings.
The researchers note, for example, that the in-clinic
care received was a fairly powerful intervention alone,
potentially reducing the between-group differences.
More broadly, the study results and experience
highlight some of the challenges to understanding the
health impacts of addressing clinical and non-clinical
care needs, as well as the challenges in addressing
non-healthcare needs in a high-need population.
Lessons learned were reported in a recent publication3
and discussed during the interview.
One challenge is a lack of routine access to adequate
asthma care among the patients most in need of
such care. In the HIITBAC study, researchers sought
to understand the added benefit of the home-based
components, and initially planned to have enrollees
assessed by the adult Asthma Clinic at Harris Health,
but this turned out to be logistically untenable and
the role was taken over by Environmental Health’s
providers. Ultimately, this may have been fortuitous
as it provided a more comprehensive assessment of
asthma care in the community, almost all of which is
provided by primary care providers (PCPs). Ultimately,
the researchers came to realize that the majority of the
study participants had very limited asthma care and
limited primary care overall prior to the intervention.
This finding is supported by the literature.

1- https://www.nhlbi.nih.gov/health-topics/guidelines-for-diagnosis-management-of-asthma
2- https://www.hud.gov/program_offices/healthy_homes/hhi
3- Bruhl RJ, et al. Design of a home-based intervention for Houston-area African-American adults with asthma: Methods and lessons learned from a pragmatic randomized trial.
Contemporary Clinical Trials. 2020 Mar 6:105977.
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“We see a lot of uninsured and underinsured
asthmatics leap-frogging from emergency room
visit to emergency room visit to get what we
would call routine care. Many of our patients,
for example, have never had an asthma action
plan before or been tested for allergies, or had a
discussion about potential triggers. Many don’t
know the difference between controller and
rescue medications, and almost none have been
shown how to use their inhaler.” (Nguyen)
“If you get into literature, one of the things
you’ll see worldwide–it’s not just in the United
States–is that many patients are not receiving
guidelines-based care. It also becomes clear that
such care at the PCP level is often impossible to
provide for numerous reasons including selfefficacy, time and inadequate reimbursement.”
(Hamilton)

In addition to patients not having access to the
routine clinical care that might help them manage
their asthma, addressing home-based asthma triggers
is especially challenging in a population that can be
highly mobile, or living in poor-quality housing.
“People move a lot and most of our
clients rent. We also encounter considerable
substandard housing. For example, we have one
client with no water, others with no electricity…
and quite a few people without air conditioning
or who must deal with food insecurity. We’ve had
to adjust our intervention to better address some
of these realities.” (Rangel)

Work with UnitedHealthcare
The BCM Environmental Health Service is currently
developing a pilot project with UnitedHealthcare to
provide its multicomponent asthma intervention,
including the home-based components, to asthmatic,
Medicaid-covered patients (adults and children)
identified by UnitedHealthcare. The pilot will combine
the billable medical services with a vendor agreement
to cover the non-clinical home-based services.
Another partner will provide minor home repairs such
as replacing carpet with hard flooring and repairing
leaks.
UnitedHealthcare is planning to use claims data to
identify a set of patients with poorly controlled asthma
from the adults and children enrolled in its Medicaid
plan to refer for services.

“These are patients who have potentially
life-threatening asthma, and often other
comorbidities as well. To the extent that our and
similar programs improve asthma control and
quality of life, there are quantifiable economic
savings—such as fewer ED visits and increased
productivity—to be had.” (Hamilton)
If the pilot proves successful, the plan is to transition
to a bundled payment arrangement for the medical
and social care (home-based services) components.
“In the long run, whether or not such a
holistic program is sustainable will be determined
primarily by whether or not we can reduce the
costs associated with healthcare utilization.”
(Bruhl)
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Scaling up and Sustainability
The pilot project with UnitedHealthcare provides an
opportunity to test whether the home portion—the
services aimed at addressing the “social need” for a
healthy home environment—has measurable health
impacts, and whether it generates enough return
on investment (ROI) to justify the expense. The pilot
will also show whether the ROI varies based on
characteristics of the patients. For instance, providing
the services to adults may lead to greater cost savings
than providing them to children.
This type of work is critical to testing whether
services to address health-impacting social needs are
effective and cost-effective. Scaling this work beyond
UnitedHealthcare’s Medicaid-covered populations
would require system changes.
“We are excited to be collaborating with
UnitedHealthcare. I think what we’d all like to
see is Texas Medicaid eventually covering these
services. This would make the services more
broadly available and provide for longer term

sustainability. For now, we need to show—in
Texas—that such a program would not only
improve the lives of asthmatics but also save the
taxpayers money.” (Bruhl)
In Texas, most adults with Medicaid coverage are
temporarily covered while pregnant or qualify due to
a disability. Funding for services to create healthier
homes in populations not covered by Medicaid, or for
those who would experience health benefits but don’t
generate an ROI, will require other sources of funding.
“In our current healthcare system, the
program is not sustainable unless we can
show that the cost savings exceed the cost of
the program itself...in hard dollars. That said,
investing in the health and livelihoods of area
residents has numerous other very real but
less easily quantifiable economic benefits. For
example, how much is a high-school diploma
or increased productivity at work worth?”
(Hamilton)
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Case Study: Texas Legal Services Center
Medical-Legal Partnership

Organization Description
Texas Legal Services Center (TLSC) is a non-profit law firm that was
established in 1974. Through its Medical-Legal Partnerships (MLP), the
organization collaborates with healthcare clinics to promote physical,
mental, and emotional health through integrated legal care. TLSC MLPs
are based on the national MLP model of increasing access to justice while
mitigating socio-legal determinants of health—such as lack of access
to care, financial and food insecurity, housing instability, and personal
uncertainty—by embedding legal professionals with the health care team
to detect, address, and prevent health-harming legal needs for patients
and communities. The MLPs began in 2012 as a partnership with People’s
Community Clinic, a Federally-Qualified Health Center (FQHC) in Austin.
The MLPs now operate in three People’s sites and three sites in the Kind
Clinic network, a sexual health and wellness clinic network dedicated to the
treatment and prevention of sexually transmitted infections.

Interview date: April 2020

Interviewee
Keegan Warren-Clem JD MPH
Managing Attorney, MedicalLegal Partnerships at Texas Legal
Services Center, and adjunct
professor at The University of
Texas School of Law and the
McCombs School of Business.
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An Early Model for Addressing Patients’ Social
Needs
MLP was one of the early prototypes of healthcare
and social care integration. MLP pioneers began
addressing patients’ social needs well before the
phrase “social determinants of health” was widely
heard outside of academic public health conversation.
The first modern MLP began in 1993 in Boston as a
strategy to compel landlords to comply with sanitary
codes and clean up mold in the apartments of
children with uncontrollable asthma.1 Today, MLP
programs like the one Warren-Clem directs address a
wide range of “health-harming legal needs.”
“So much social needs screening carves legal
out to be something separate, when in reality it is
or underlays everything. We should absolutely
not reduce that which is legal to, ‘Have you been
arrested? Or were your parents arrested 40
years ago?’ Rather, in understanding that it’s
not a separate category, we can leverage legal
interventions as part of social needs care. After all,
law is part and parcel of every piece, every social
need.”
One key way MLP addresses social needs is by helping
to address financial insecurity.
“Programs like SNAP, WIC, social security
disability, and others are about stabilizing
folks financially, but they’re also very heavily
bureaucratic. An attorney can assist people with

maintaining and maximizing their benefits, with
demonstrating eligibility, and with overcoming
terminations and overpayment allegations, and
so that is one area where we have done a lot of
work and had a lot of impact.”
Another major area where MLP programs work is to
help address needs related to housing.
“Think about all of the ways that housing
impacts health. We have so many programs and
so much funding going into homelessness and
health care, but what if we kept people from being
evicted to begin with? Because eviction is not just
a short-term issue; it is long-term. For example,
a negative rental history is just like a negative
credit history, in that it reduces opportunity.
Most directly, you will not be able to get another
apartment with that kind of record.
Housing also impacts the health of, for
instance, a kiddo who has asthma and who goes
home to a moldy apartment. A clinician can
give that kid inhalers and steroids, but what you
actually need to do is help that family enforce
their rights as tenants so that they live in clean
circumstances, and so that the asthma will
either take care of itself, or it will be much more
manageable through medical intervention.”

Integration into the Healthcare Team and Workflow
A key characteristic of this MLP program is its full
integration into clinical operations. In the clinics where
Warren-Clem’s MLP programs operate, referrals for
legal care are made by providers the same way they
make other referrals for behavioral health or other
specialists: through the Electronic Health Record
(EHR). Before being able to make those referrals,
providers have had to learn to identify potential legal
needs.

“Lay folks often cannot diagnose—to borrow
that language—they struggle to identify legal
issues. It’s not like having a broken bone. You
actually have to have the expert at the table, to
have someone who’s trained in how to spot those
issues.”
“The first intervention in terms of addressing
the social or legal need is not always that you
need to talk to a lawyer, but sometimes it is that a

1- https://medical-legalpartnership.org/wp-content/uploads/2015/01/NACHC-Magazine-A-History-of-the-Medical-Legal-Partnership-Movement.pdf
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lawyer needs to help translate this larger system
and make it useful as part of healthcare delivery.”
The MLP lawyers have offices in the clinics and have
established professional relationships within the clinic
team, which allows for more informal consultations to
occur as well.
“One thing that we do is very deliberately
build those professional relationships so clinicians
and staff can just ask us questions. Maybe we’ll
get directly involved, but maybe what we do is
just provide them with a little bit of background
information about what they might be missing.
We call this ‘curbside consultations’, and it is a
regular part of the integrated service we provide.”
Embedding legal professionals (and others who
are trained to address social needs) in a healthcare
setting allows the healthcare providers and other
professionals to confidently play a role in helping to
address their patients’ social needs without needing
to step outside of their areas of expertise.

“Clinicians and administrators and traditional
medical care staff must feel like they have all of the
tools necessary to address social needs, because
otherwise what we’re doing is asking very, very
busy people to take on one more thing that
they’ve likely received no training in school, as
medical students, or in their professional careers.
And so one of the most important things we can
do is make sure we are surrounding them with
professionals who are actually able to do that
work so that they can do the very important work
of practicing medicine.”
“When you make an attorney part of the
healthcare team, you can reduce some of the
stressors and burdens that the call to address
social needs as part of healthcare delivery is
creating for physicians.”
“And that’s really the power of MLP. It’s not
solely about the direct legal services that the
attorney could separately provide. It is about the
intersection of collaboration that makes those
services more efficient.”

Assessing Outcomes
The legal profession has well-established systems for
measuring both the scope of service provided and the
impact of those services on social needs.

hearing? Did the attorney have to go to court or
did they settle it? Was there litigation involved? It is
a standardized system.”

“There is a national system of ‘legal diagnoses’
promulgated by the Legal Services Corporation,
a Congressional agency, and that system can be
thought of as similar to the ICD. There are problem
categories—including financial, education,
employment, family, health, and housing,
amongst others—and those categories are broken
down into problem codes—such as utilities, special
education, employment discrimination, domestic
abuse, Medicaid, public housing, and so on. And
then those are broken down into sub-problem
codes.”

“Legal services organizations in Texas use
state-level outcomes that are promulgated by
the Texas Access to Justice Foundation, which
can be thought of as the giving wing of the state
judicial branch. It is about 300 outcomes that look
a whole lot like social determinants of health to
my eye. I’ll give you the example of the little girl
with asthma living in an unhealthy apartment.
The recorded outcome on that case is ‘obtained
repairs or otherwise enforced rights to decent,
habitable housing’, which is coded ‘6306’. That is
decidedly a social need.”

“There is a national system for measuring how
much intervention it took to resolve a problem.
For example, was the outcome achieved through
advice and counsel? Or was this an administrative

Assessing health outcomes is more challenging. As
in other real-world contexts, traditional randomized
controlled trials to assess health outcomes are either
impractical or unethical.
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“I can’t look at somebody and diagnose them
with a legal issue and then not do anything about
it or do less than the appropriate thing. That
would be unethical for an attorney.”
Rigorous and appropriate research methods to assess
the health impacts of addressing social needs do
exist, and the organization has a lot of existing data
at the client and issue levels that could potentially be
used to assess health outcomes, but conducting such
studies requires time and funding.
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“It is very difficult to both do the work and
research the work, both in terms of human time
and in the money to pay for it.”
The MLP recently received some external research
funding and is in the process of conducting a small
research study on the health outcomes of addressing
legal needs of transgender and non-binary patients.

Funding and Sustainability
Funding for the MLP program comes from a variety
of philanthropic sources as well as more traditional
medical streams, such as from the federal Health
Resources and Services Administration and the 340(B)
pharmacy program. Warren-Clem believes that the
greatest potential to achieve sustainability lies in
tapping into existing healthcare funding.
“We underfund social care in this country and
we—and this isn’t going to make me popular—
we overfund medical care, especially care for
preventable disease and illness. That is, we
prioritize the downstream response rather than
trying to keep people healthy upstream. And so
although there concerns that we’re medicalizing
social needs, I don’t think that’s necessarily
what’s going on. I think we’re trying to leverage
opportunities in a way that puts resources where
people are.”
“I wish I could wave a wand and just reallocate
in a way that let us spend on health as wellness
and on social needs—in a way that kept people
out of our medical system as much as possible.
I don’t have that wand. But there are definitely
opportunities to look at the ways that we’re
already funding this system and to recognize that
legal services must be a part of that.”

Beyond philanthropy, a few other options exist to help
cover the costs of legal services. For FQHCs, there are
opportunities to cover legal services using federal
funding available to cover services such as case
management.
“In 2016, the Health Resources and Services
Administration expressly added legal services to
FQHC regulations as case management services
and enabling services.”
Non-profit hospitals also have community benefit
funds that could be used to cover legal services. These
types of options are limited, however, and would
require competing with other social needs-oriented
services.
Warren-Clem sees the shift to value-based care as
the best opportunity to tap into existing healthcare
funding.
“Funding is piecemeal until we get to a point
where we are reforming the whole system. I think
opportunity lies in our third-party payers truly
moving into value-based care and recognizing
that that is going to mean broadening the
definition of the health care workforce.”
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Case Study: Texas Children’s

Organization Description
Texas Children’s is a large, multi-organizational health system that includes
entities such as the Texas Children’s Hospital, Texas Children’s Pediatrics
(TCP), the Pavilion for Women, and the Texas Children’s Health Plan. Each
entity in the Texas Children’s family has its own governance and licensing
structures. Texas Children’s provides healthcare primarily in the greater
Houston area, with 51 pediatric primary care sites in the City of Houston. It
also has one office in College Station, and has recently grown into the Austin
market with pediatric primary care practice locations. It serves just over 30%
of the pediatric market in Harris County, including a mix of Medicaid and
private insurance patients. Payor mix varies substantially by clinic.
The Texas Children’s Health Plan offers CHIP and Medicaid plans in over
50 counties from Northeast Texas to Matagorda. The health plan and the
healthcare clinics serve an overlapping population. The majority of Medicaidcovered pediatric patients in the region are enrolled in the Texas Children’s
Health Plan.
The Texas Children’s family also includes The Center for Children and
Women (The Center), which provides both pediatric and OB/GYN services
under a fully capitated patient-centered medical home (PCMH) model.
Unlike the more typical model of a primary care practice that takes a mixture
of health plans, The Center is only for members of the Texas Children’s
Health Plan.

Interview date: December 2019

Interviewee
Stanley Spinner MD
Vice President and Chief
Medical Officer, Texas Children’s
Pediatrics
Diane Scardino
Vice President of Texas
Children’s Health Plan
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Current Social Needs Screening and Referrals in
Pediatric Primary Care
TCP has a social needs screening questionnaire built
in to their electronic medical record (EMR) system.
Parents may be asked about their social needs when
they bring their children in for the first time and
during annual well checks. The extent to which the
screening process occurs varies, in large part due to
variation in staffing resources at each clinic. In TCP
clinics with high proportions of Medicaid- and CHIPcovered patients, TCP has recently incorporated social
workers. These staff increase the prevalence of social
needs screenings.
“In our practices where we do have our social
workers embedded…the social workers will be
able to spend much more time with families,
questioning them about transportation needs,
housing issues…those things are more readily
addressed in those seven practices with our
embedded social workers. But the other practices,
we don’t really have embedded social workers.
So, again quite limited on what we can really
screen for if you don’t have someone dedicated
for that.”

TCP would like to strengthen the capacity of TCP to
connect patients with needed social care.
“When it comes to partnerships…I will say that
that’s an area that we have very little right now.
We have some…for instance for the Y where we’ll
refer families for help with food insecurities or for
health education when it comes to proper eating,
exercise and things like that. We don’t really have
much that we can really connect with. That’s an
area that we have a huge need for.”
The Texas Children’s system has an established
Medical-Legal Partnership, a successful model for
integrating healthcare and social care that brings
lawyers into health care settings where they use their
legal services and expertise to help address healthharming social needs. But this partnership is only
available in a few sites where legal needs are greatest.
“I think you’re going to see this theme again
and again where we have lots of examples of
good pilot programs…it will be hard for us to say
across the board, we have this partnership in all
of our places of care.” (Scardino)

Future Directions
Recognizing the importance of addressing patients’
social needs, Texas Children’s has convened a highlevel executive steering team to establish a plan for
moving this work forward throughout its system.
“Our Chief Nursing Officer is involved,
Chief Vice President, finance, two Executive
Vice Presidents. So it’s a very high-level group.”
(Scardino)
One major focus is on selecting a community resource
referral platform to facilitate referrals to social care
partners in a “closed loop” manner, allowing two-way
communication about whether care has been
obtained and the social need met. This technology
would enhance the existing referral processes
occurring now.
“I guarantee you in the last 30 minutes,
somewhere in one of our TCP practices we made

a referral for social services or we said, ‘Hey, go
check out the Houston food bank.’ What we don’t
have today is any knowledge whether they ever
showed up, or connecting and closing that loop…
some of this is going to be just continuing that
organic relationship that already exists. I mean,
our inpatient social worker is in the hospital
every day to make referrals for all sorts of things.”
(Scardino)
As Texas Children’s moves forward in selecting a
platform, they recognize the benefit of coordination
across the region.
“We are actually in the RFP process [for a
community resource referral platform], but we
are also trying to be extremely considerate of all
the potential hospitals that may be doing this…so
if Texas Children’s goes and does Aunt Bertha and
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Methodist does NowPow and Memorial Hermann
does TAVHealth, you’re not going to have a food
bank in play that wants to actually do the work
because now they have to log into three different
apps.” (Scardino)
Texas Children’s is considering the best path forward
to encourage regional coordination.
“We’re certainly trying to be very cognizant
that both Harris Health and Methodist are kind of
in the same process as well.” (Scardino)
Once the platform is established, it will be available
across all Texas Children’s entities. However, the
expectation is that use will be higher in some clinics
than others.
“There are definitely some practices that are
well-equipped and could handle this…A highly
commercialized TCP, 100% commercial payers,
they’re probably not going to use the app as much
as a community care setting…where again maybe
the physician is having the conversation, but it’s
really the social work and those wrap around
team members that should be making those
referrals and handling that piece.” (Scardino)
There is a recognition that the need for social care
referrals will exist in many clinics that do not have the
same level of social work support.
“I would say though…even though I refer to
the seven practices, community care practices, we
still have a fair number of our practices where the
majority of our families are Medicaid. So, would
have very similar needs.” (Spinner)
The Texas Children’s Health Plan may play a role in
helping connect patients with social care, not only in
clinics that do not have the needed staff in-house, but
also in areas where the health plan has members but
there are no Texas Children’s clinics.
“So, think about our rural northeast where
our Texas Children’s Pediatrics are not there
today. It might be a private practice in Tyler, Texas
where we would help make a referral.” (Scardino)
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Given the size of the Texas Children’s system, there
is great potential over time to develop a strong
understanding of community needs, as more data are
collected and analyzed. This can in turn lead to more
strategic community benefits investments of the kind
required by the IRS of non-profit hospitals such as
Texas Children’s Hospital.
“With those analytics that you start to gain, it
will help us as a system to really pinpoint where
we as an organization need to develop stronger
community partnerships. Or where we help
fund seed projects because it makes sense for us
to do that because now we’ve seen this in a large
majority of our kids…” (Scardino)
Even with a robust community resource referral
platform in place, the challenges of covering costs
related to social care and evaluating outcomes still
need to be solved.
“[We are in] a world that’s halfway stuck
between fee-for-service and capitated. Until
you’re in a full capitated or value-based
arrangement, you’re really struggling to show
how you can pay for social determinants of
health. There’s also no really good mechanism
in place to identify whether you’re successful.”
(Scardino)
Texas Children’s position as both payer and provider
means it will have unique vantage point and ability to
move the work of integrating healthcare and social
care forward in Texas. But they also recognize that
they have a lot of work ahead.
“I do think at the point that we do get to that
capability to do referrals, we may be on the
leading edge because we will be both a payer and
provider system that is completely on EPIC…that
lens of being able to see from payer to provider,
where we overlap, is unique and I do think we are
further along than a lot of systems in that way.
Definitely in the pediatric side, even nationally I
think we’re further along, but we’re not there yet
either.” (Scardino)

