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• Attendees will be muted for the duration of the webinar. 

• The Chat Panel will be used to send questions to presenters. Dr. 
Brunette will pause for questions and have time for questions at the 
end. 

• The Chat Panel will be used to communicate about any technical 
issues that may arise. 

WEBEX HOUSEKEEPING
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The goal of this learning collaborative is to share with IDNs 
and network partners the actions that will further 
implementation of registries to enhance impact on DSRIP 
metrics and lead to deeper long-range impact in improved 
health of populations, better value, and better care 
experience for patients.

LEARNING COLLABORATIVE GOAL
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As a result of attending this learning collaborative, participants will 
be able to:

• Describe examples of registries: how to track outcomes and their 
connection to DSRIP metrics.

• Define target populations to include in registries with inclusion and 
exclusion criteria. 

• Understand methods of operationalizing registries.

LEARNING COLLABORATIVE OBJECTIVES
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1. Introduction. (5 minutes)

2. Keynote Speaker, Dr. Mary Brunette. “Integrated Care: How to Use 
Registries in Clinical Practices”(45 minutes, with questions)

3. IDN Speaker, Kelly Murphy. “Using Registries to Leverage CCSA 
Data” (20 minutes) 

4. Q&A for both speakers. (15 minutes) 

5. Closing and Next Steps (5 minutes)

AGENDA FOR TODAY
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Dr. Mary Brunette, Psychiatrist
• Medical Director, Bureau of Behavioral Health, NH DHHS
• Associate Professor of Psychiatry, Geisel School of 

Medicine at Dartmouth College
• Keynote “Integrated Care: How to Use Registries in 

Clinical Practices”

INTRODUCTION



INTEGRATED CARE

HOW TO USE REGISTRIES IN 
CLINICAL PRACTICES

Mary F. Brunette MD

NH DSRIP Learning Collaborative 
November 6, 2019



Overview

• Summarize rationale for integration of behavioral health 
and primary care

• Review principles of Collaborative Care, and show 
connection to use of registries

• Discuss how to operationalize use of registry
• Review functional requirements for a registry to track 

“treatment to target”
• Pause periodically for comments



Is your organization implementing 
integration with collaborative care?
If yes, how is it going?

•Type Yes or No in the WebEx Chat box 
•Then type a phrase for how it is going



Why should we think about integration of 
health and mental health services?

• Prevalence of past year mental illness 
in U.S. – 18-26%



Why should we think about integration of 
health and mental health services?

Prevalence of mental illness  is higher in people 
with chronic conditions



People with behavioral health conditions use 
greater amounts of inpatient, emergency 
room and outpatient services (e.g., Graham et al 2017)



Mental health comorbidity is associated with 
greater service use & higher costs of care

1719 2331

6845

10200

No depression Major depression

Average yearly cost of total care in diabetes patients
0 complications 3 or more complications

Example: 70% increased cost among patients with diabetes & depression, 
<15% was for treatment of depression   (Simon et al, 2005)

35% 
increase

49% increase



Reasons for disproportionately high use of 
health care services among people with 
comorbidity
• Less preventive care

• Difficulty accessing care from multiple providers in multiple locations

• Delayed care 

• Poverty, inability to pay leads to care avoidance

• Poor health behaviors associated with mental illness
• Smoking
• Inactivity, poor nutrition, obesity

• Lower adherence to treatment



Example of how the comorbidity problem 
develops:
• In the ProHealth integrated care 

program  for people with serious 
mental illness, 
• 75 people enrolled in integrated care in 

year 1 had baseline assessments
• 1.5% had a diagnosis of hypertension
• 49% had elevated blood pressure at 

their initial assessment
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Proportions of ProHealth 
participants with different measures 

of hypertension 



What approaches are effective for 
addressing comorbidity?



Collaborative care

• An evidence-based approach developed for integration of 
mental health treatment into primary care
• Replicated evidence for efficacy
• Relies on principles of chronic care delivery
• Attention to accountability and quality improvement

• https://www.psychiatry.org/psychiatrists/practice/professional-
interests/integrated-care/learn

• https://aims.uw.edu/

https://www.psychiatry.org/psychiatrists/practice/professional-interests/integrated-care/learn
https://aims.uw.edu/


Collaborative Care

• Trained primary care providers & embedded behavioral health professionals provide 
evidence-based medication and/or psychosocial treatments

• Supported by regular consultation & treatment adjustments for patients not improving as expected

• Focus on defined patient populations tracked in registry, measurement-based practice & 
treatment to target

• Developed to treat patients with depression in primary care

• Adapted to treat common health conditions in community mental health centers (Druss 
et al., 2017 Am J Psych)

• Collaborative care is effective

• Leads to better patient outcomes, better patient-provider satisfaction, improved 
functioning, & reductions in healthcare costs (e.g. Johnson et. al, 2016)



5 Principles of Collaborative Care
• Patient-centered team care

• Population-based care

• Measurement-based treatment to target

• Evidence-based care

• Accountable care



Patient-centered team care
• Primary & behavioral health providers 

collaborate using shared care plans that 
incorporate patient goals 

• Decrease duplicate assessments & 
increase patient engagement 

• Better healthcare experience & improved 
patient outcomes



Multidisciplinary Approach
• Non-physician providers are essential team 

members involved in:
• Monitoring
• Review of treatment
• Identification of patients who need intervention

• Nurses, Pharmacists, Social Workers or others
• Implement standard medication titrations
• Provide behavioral interventions to provide education, improve health 

behaviors, increase medication adherence, coordinate care



Population-based care

• Care team shares defined group of patients tracked in registry

• Track & reach out to patients not improving



Measurement-based treatment to target

• Each treatment plan articulates personal goals & clinical outcomes 
routinely measured by evidence-based tools

• Treatments actively changed if patients not improving as expected until 
clinical goals achieved



Evidence-based care

• Patients offered treatment with credible research evidence to support 
efficacy of treating target condition

• Clinic establishes recommended, evidence-based treatment approach for 
the identified issue in the target population



Accountable care

• Providers are accountable & reimbursed for quality care & clinical 
outcomes - NOT volume of care provided



Population-based Care & Registries

• Care team shares defined group of patients tracked in registry

• Track & reach out to patients and providers when patients are not 
improving

What’s a registry?



Patient registry

• A patient registry is an organized system that uses 
observational study methods to collect uniform data 
(clinical and other) to evaluate specified outcomes for a 
population defined by
• a particular disease,
• condition, or 
• exposure, 
• and that serves one or more predetermined scientific, clinical, 

or policy purposes. 
• Gliklich, R., N. Dreyer , and M.e. Leavy, Registries for Evaluating Patient Outcomes: A User’s 

Guide. 2014, Agency for Healthcare Research and Quality.: Rockville, MD.



Is your organization using a registry?
If yes, how is it going?

•Type Yes or No in the WebEx Chat box 
•Then type a phrase for how it is going



CREATING A REGISTRY 
EXAMPLE: HYPERTENSION



Integrated Care Registry

• Registries ensure that no patient falls through the cracks

• Tracks clinical outcomes for patients & supports systematic changes in 
treatment for patients not improving as expected
• Essential piece for successful integrated care implementations
• Needs to incorporate the following:

• Track clinical outcomes across target population
• Track patient engagement across a caseload
• Prompt treatment-to-target
• Facilitate efficient, systematic caseload review
• Monitor individual patient progress



Common registry targets include  
hypertension and depression
• Resources for hypertension registry 
• Eldman, R., & Gordon, J. 2017. From 70 to 18 percent: The Hypertension 

Management Toolkit v1.0. 
https://www.healthvermont.gov/sites/default/files/documents/pdf/HPDP%
20Hypertension-Management-Toolkit_v1.0.pdf

• Resources for depression registry
• University of Washington, Psychiatry & Behavioral Sciences Division of 

Population Health. Advancing Integrated Mental Health Solutions (AIMS) 
Center. https://aims.uw.edu/collaborative-care

https://www.healthvermont.gov/sites/default/files/documents/pdf/HPDP%20Hypertension-Management-Toolkit_v1.0.pdf
https://nam05.safelinks.protection.outlook.com/?url=https://aims.uw.edu/collaborative-care&data=02|01|Ashley.E.Maher@dartmouth.edu|7c287595b28548e7fad308d7588533f5|995b093648d640e5a31ebf689ec9446f|0|0|637075201451362825&sdata=UQ1a/2BTJ5PhSLSIgtHjWVrUslW6txEE8f2NIney1Zw=&reserved=0


Examples of NH DSRIP outcome 
measurements – potential for registries
• ASSESS_SCREEN.02

• Appropriate follow-up documented for positive screenings for potential SUD or 
Depression by IDN Primary Care and BH providers

• CARE.01_Sub_A
• Mental Health-Focused HEDIS Measures:  Antidepressant Med Management –

Continuation Phase

• CARE.03_Sub_A
• Physical Health-Focused HEDIS Measures for Behavioral Health Population:  Controlling 

High Blood Pressure



STEPS TO IMPLEMENT A 
HYPERTENSION REGISTRY

Eldman, R., & Gordon, J. 2017. From 70 to 18 percent: The Hypertension 
Management Toolkit v1.0. 

https://www.healthvermont.gov/sites/default/files/documents/pdf/HPDP%20Hyp
ertension-Management-Toolkit_v1.0.pdf

https://www.healthvermont.gov/sites/default/files/documents/pdf/HPDP%20Hypertension-Management-Toolkit_v1.0.pdf


Implementing a new practice takes time for 
preparing, designing and implementing

Clearly define purpose 
of registry and how to 
support and pay for the 
registry-related activity



Registry development
Step 1:
Create or update roster of patients with the

target diagnosis/problem for your  registry, e.g.

• 18 – 85 years old with diagnosis of hypertension
• |10, |169, |15, |19.3 (ICD-10-CM)  AND

• Patient encounter during performance period (CPT or HCPCS)
• 99201, 99202, 99203, 99204, 99205, 99212, 99213, 99214, 99215, 99341, 

99342, 99343, 99345, 99347, 99348, 99349, 99350, G0402, G0438, G0439

• Query the past 3 years



Step 2:

Print out roster organized by practices as whole & by prescriber

• Review for missing patients who should be included

• Review for patients who should be removed



Step 3:
Identify patients from initial group with blood pressure at most recent visit that  is 
inadequately controlled (this assumes your clinic has established a practice for 
accurately and systematically measuring blood pressure)

• For this smaller sample of patients, identify patients with the following characteristics that can be 
addressed:
• History of medication non-adherence

• Missed or no-showed last scheduled appointment

• Currently smoking cigarettes

• Frequent visits to ED

• Not following up with referral or recommendation

• No visit in 6 months or more

• 5 or more unique active prescriptions

• Expired or unfilled prescriptions

• BMI of 25 or greater



Step 3 cont.:

Check further to identify patients with diagnosis of  following:

• Diabetes mellitus type 2

• Cognitive heart failure

• Renal failure

… where threshold blood pressure is ≥ 129/79



Step 4: 

Use the roster to…
• Track patients for follow up based on protocols for managing 

hypertension
• Track treatments and response (team-based interventions to support 

adherence, patient engagement & self-management)

• Clinic will need to take the time to build out clear guidelines, identify who is 
responsible for each treatment approach, shift workflows to support care, 
build supports for work flow (e.g. assessment and treatment order sets), etc.

• The registry can be used to track the strategies applied to each patient



Step 5: 

• Assign a person or team responsibility for updating & maintaining registry 
on a monthly basis 
• Could be care manager who uses the registry or may be EHR super-user or IT personnel

• Choose a time period for updating registry – could be twice monthly, 
monthly or quarterly depending upon project



Step 6:

Measure and report on success to identified project team leader
• # patients on roster seen and not seen in past ___ months
• # of patients on roster contacted and not contacted in past ___ months
• # of patients whose blood pressure is not at target
• # of patient show blood pressure is at target
• Clinician & staff satisfaction



Registry is a tool to support 
Collaborative Care

• Patient-centered team care

• Population-based care

• Measurement-based treatment to target

• Evidence-based care

• Accountable care

PC Practice

BH Practice

Integrated Care Mgr.



Registries are used to track “treatment to 
target”

• More information and recommendations from the University of Washington AIMS 
Center

• University of Washington, Psychiatry & Behavioral Sciences Division of Population Health. 
Advancing Integrated Mental Health Solutions (AIMS) Center. 
https://aims.uw.edu/collaborative-care

https://nam05.safelinks.protection.outlook.com/?url=https://aims.uw.edu/collaborative-care&data=02|01|Ashley.E.Maher@dartmouth.edu|7c287595b28548e7fad308d7588533f5|995b093648d640e5a31ebf689ec9446f|0|0|637075201451362825&sdata=UQ1a/2BTJ5PhSLSIgtHjWVrUslW6txEE8f2NIney1Zw=&reserved=0


Registries are used to track “treatment to 
target”

•Has your organization ever implemented a 
“Treatment to Target” initiative?  

•If so, what was the focus?



Functional Requirements for Tracking 
Treatment to Target using a Registry
• Registry Inclusion Rules

• Should be specific, measurable outcomes that identify patients and track 
individual response to treatment

• Target Population
• Defined by diagnosis, payer status, and/or eligibility for clinical service



Functional Requirements for Tracking 
Treatment to Target
• Treatment Status

• Generally, there are four treatment status categories in collaborative care 
programs:
1. Enrolled in program but no contacts with provider to date
2. Active treatment phase – regular contact with provider
3. Relapse prevention plan – patient has complete active treatment 

phase and is likely to graduate or be discharged soon
4. Discharged or graduated from the program



Functional Requirements for Tracking 
Treatment to Target
• Episodes of Care

• Period of time patient is receiving treatment 
• Providers monitor progress & adjust treatment as needed to reach target 

goal
• If episode of care extends beyond 6 months and goals are not achieved, 

AIMS Center recommends considering more intensive or specialized 
treatment strategies 



Functional Requirements for Treatment to 
Tracking
• Patient-level reports can be implemented

• Display more detail about each individual patients’ treatment history
1. List of contacts & attempts with provider name, medications at visit, 

dosage, & symptoms scores
2. Graphs of outcome measurement scores over times
3. Other risk factors
4. Care plan goals & interventions
5. Care management & care coordination activities (e.g., patient 

outreach/engagement & referral tracking)
6. Caseload review support 



Functional Requirements for Tracking 
Treatment to Target
• Reminders

• Should appear on prominent screen that provider reviews daily
• Ideally visible to all providers on patient’s care team

1. Appointment reminders
2. Referral reminders



Functional Requirements for Tracking 
Treatment to Target
• Caseload-Level Tracking on Patient Progress

• Supports efficient case review

• Display list of all patients in provider’s active caseload

• Should be sortable

• Caseload report columns might include:

1. Patient identifiers (e.g., name, MRN)

2. Treatment status

3. Flag for safety risk

4. Whether medications are prescribed

5. Key service dates

6. Clinical outcome measures



Functional Requirements for Tracking 
Treatment to Target
• Caseload Summary Reports

• Address ongoing monitoring requirements (supervision, quality monitoring & reporting 
requirements)

• Display data for patients currently in active treatment
• Population report columns might include:

1. Caseload size
2. Patient engagement
3. Follow-up contacts
4. Clinical outcomes
5. Relapse prevention plan
6. Case review



Summary

• Registries involve identifying and tracking a subpopulation of patients for 
whom a clinic will ensure treatment and try to achieve target

• Registries require a person to manage them and are a component of 
collaborative care

• Actively managed registries ensure that no patient with the identified 
problem falls through the cracks

• Registries are a tool to facilitate” treatment to target” – achieving good 
control of a chronic condition such as hypertension or depression – in which 
case the tool needs functionality to track outcomes

• Registries could be used to achieve IDN goals



Questions?  Discussion? Type in the 
WebEx Chat box
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Contact Information

Dr. Mary Brunette
Research Division, Department of Psychiatry, Dartmouth-Hitchcock,
2 Pillsbury St, Suite 401, Concord, NH 03301
Concord 603-229-5419; Lebanon 603-646-7019

Bureau of Mental Health Services
Main Building, Level 2, Hugh Gallen State Office Park
105 Pleasant Street, Concord, NH 03301
603-271-5054
Mary.F.Brunette@hitchcock.org
Thanks to Ashley Maher for help with preparing slices

mailto:Mary.F.Brunette@hitchcock.org
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Kelly Murphy
• Owner/Consultant, The Nonprofit First Responders 
• Project Coordinator, New London Hospital and Valley 

Regional Hospital B1 projects for IDN1
• “Using Registries to Leverage CCSA Data”

INTRODUCTION



Using Registries to Leverage CCSA Data

Kelly Murphy
Owner/Consultant, The Nonprofit First Responders 

Project Coordinator, New London Hospital B1 project



YOUTH

PARENTADULT

3 TYPES OF 
CCSA FORMS 

(COLOR CODED FOR DELINEATION) 



Date Patient is 
NOT eligible 
for program

MRN First Name Last Name PHQ Score GAD-7 
Score
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Yes=1
1 10/1/2019 1 123456 Joe Smith 14 16 Yes Other 1 0 0 0 0 0 0 0 Yes a lack of 

transport has 
stopped me from 
going to medical 

appointments
2 10/1/2019 0 654321 Jane Doe 3 5 No I have housing 0 0 0 0 0 0 0 1 Yes a lack of 

transport has 
stopped me from 

going to work
3 I do not have 

housing
0 1 0 0 1 0 0 0 No I have transport

4 I have housing today 
but may not in 90 

days

0 0 0 0 1 0 0 1

5 I am in transitional 
housing

1 0 0 0 1 0 0 1

6

96

97

98

99

100

1 2 1 0 0 3 0 0 3

ADULT         CCSA QUESTIONNAIRE Do you ever 
need help 
reading or 

understanding 
your health 

information?

Q1: What is your 
housing situation 

today?

Q1: If other Q2: In your housing situation, do you have 
issues with any of the following? 

Q3: Lack of 
transportation kept 

from medical 
appointments, 

meetings, work or 
getting things you 

need for daily living?

Yes (1)   NO (0)

Sample of Adult Registry (not all fields shown)
(Registries are matched with color of CCSA form to reduce human error)
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		ADULT         CCSA QUESTIONNAIRE																				Do you ever need help reading or understanding your health information?				Q1: What is your housing situation today?		Q1: If other		Q2: In your housing situation, do you have issues with any of the following? 																Q3: Lack of transportation kept from medical appointments, meetings, work or getting things you need for daily living?		Q4: Hard to pay for the basic needs like food, housing, heat or medical care?		Q4: If somewhat hard or very hard, what do you have trouble paying for?														Q5: Felt unable to afford your medications?		Q6: Felt need to sell  medications for food, housing, heat, etc?		Q7: What was your main activity during the last 6 months? 		Q8: Do you drink alcohol or use non-prescribed drugs? If no, skip CAGE		CAGE Score		Q13: In the past 12 months, have you been threatened or scared by another person?		Q14: In the past 12 months, have you been forced to perform sexual acts?		Q15: Do you have legal issues that are getting in the way of your health or healthcare?		Q17: How difficult has any noted problems made it to work, take care of things at home or get along with people?		Q18: In general, would you say your health is:		Q19: Are you currently receiving help for any needs mentioned?		Q20: Do you have someone you could call if you need help or a favor?		What additional need(s) do you have that is not addressed above?		Notes		MDCT Date		Date Referral Made		Referred to ?		Initials of Person entering CCSA

				Date		Patient is NOT eligible for program		MRN		First Name		Last Name		PHQ Score		GAD-7 Score														nonworking stove/oven		Bug Infestation		Mold		Lead Paint/Pipes		Water Leaks		Not enough hot water		No smoke detectors		Other						Food		Housing		Childcare		Health Need		Utility Bills		Debts 		Other

						Yes=1																								Yes (1)   NO (0)																				Yes (1)   NO (0)														Yes (1)  No (0) 						Yes (1)  No (0) 				Yes (1)  No (0) 										Yes (1)  No (0) 

		1		10/1/19		1		123456		Joe		Smith		14		16						Yes				Other				1		0		0		0		0		0		0		0		Yes a lack of transport has stopped me from going to medical appointments		Not hard at all		1		0		0		0		0		0		0		1		0		Worked for pay		1				0								Excellent												10/1/19		MSW; CHN		km

		2		10/1/19		0		654321		Jane		Doe		3		5						No				I have housing				0		0		0		0		0		0		0		1		Yes a lack of transport has stopped me from going to work		Somewhat hard		0		0		0		0		0		0		0		0		0		Attended school		0				1								Very Good												10/1/19		Mental Health Provider		km

		3																								I do not have housing				0		1		0		0		1		0		0		0		No I have transport		Very hard		0		1		0		0		1		0		0		0		0		Household duties		0				0								Good												10/1/19		Community Org		km

		4																								I have housing today but may not in 90 days				0		0		0		0		1		0		0		1						0		0		0		0		1		0		0		0		0		Permanently unable to work		1				0								Fair												10/1/19		DHHS		km

		5																								I am in transitional housing				1		0		0		0		1		0		0		1						1		0		0		0		1		0		0		0		0		Retired		0				0								Poor

		6																																																																		Other (specify)		0				0

		96

		97

		98

		99

		100

						1																								2		1		0		0		3		0		0		3						2		1		0		0		3		0		0		1		0				2				1		0		0						0		0







PHQ-A 
Score

GAD-7 
Score

Y (1)  N (0)

0 0 0 0 0 0 0 0 0 0 0 0 0TOTALS

Yes (1)        No  (0) Yes (1)        No  (0) Yes (1)        No  (0)

Q1: Felt 
depressed or 

sad most days, 
even if you felt 

okay 
sometimes?

Q2: In past 
month have 
had serious 

thoughts about 
ending your 

life? 

Q3: Tried to 
kill yourself or 
made a suicide 

attempt?

Q1:  Drink 
alcohol? 

(more than 
few sips)

Q2: Smoke 
marijuana 

or hashish?

Q3: Use 
anything 

else to get 
high? 

Do you 
smoke, chew, 
vape nicotine 

products? 

If yes, what 
products?

How difficult have 
these made it to go to 
school, take care of 

things at home, or get 
along w/ people?          
Not, Somewhat, 
Very, Extremely

Q1: Been in 
car driven by 
person high or 

had been 
drinking?

Q2: Use alcohol 
or drugs to relax, 
feel better about 

yourself, or fit in?

Q3: Use 
alcohol or 

drugs while 
you are by 
yourself or 

alone? 

Q4: Forget 
things you 
did while 

using 
alcohol or 

drugs? 

Q5: Family or 
friends ever 
tell you that 

you should cut 
down on your 

drinking or 
drug use? 

Q6: In trouble 
while you 

were using 
drugs? 

Sample of Youth Registry
(Registries are matched with color of CCSA form to reduce human error)


Sheet1

										Q1:  Drink alcohol? (more than few sips)		Q2: Smoke marijuana or hashish?		Q3: Use anything else to get high? 				Do you smoke, chew, vape nicotine products? 		If yes, what products?				Q1: Been in car driven by person high or had been drinking?		Q2: Use alcohol or drugs to relax, feel better about yourself, or fit in?		Q3: Use alcohol or drugs while you are by yourself or alone? 		Q4: Forget things you did while using alcohol or drugs? 		Q5: Family or friends ever tell you that you should cut down on your drinking or drug use? 		Q6: In trouble while you were using drugs? 				Q1: Felt depressed or sad most days, even if you felt okay sometimes?		Q2: In past month have had serious thoughts about ending your life? 		Q3: Tried to kill yourself or made a suicide attempt?				How difficult have these made it to go to school, take care of things at home, or get along w/ people?          Not, Somewhat, Very, Extremely

		PHQ-A Score		GAD-7 Score

										Yes (1)        No  (0)								Y (1)  N (0)						Yes (1)        No  (0)														Yes (1)        No  (0)































		TOTALS								0		0		0				0						0		0		0		0		0		0				0		0		0
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0 0 0 0 0 0 0 0 0 0 0 0 0 0

Initials of 
Person 

entering 
CCSA

Yes (1)   NO (0) Yes (1) NO (0) Yes (1)  No (0) Yes (1) No 

Q20: 
Q21: What 
additional 
need(s) do 
you have 
that is not 
addressed 

above?

Notes MDCT 
Date

Referral 
Made

Referred to

Q14: Struggle 

Q15: 
Exercise 

30 
minutes/ 
3x per 
week?

Q16: 
During the 

past 2 
weeks, has 
your child 
shown any 

of the 
following? 

(Score)

Q17: In 
the past 12 

months, 
have you 

been 
threatened 
or scared 

by another 
person?

Q18: In 
the past 

12 months, 
have you 

been 
forced to 
perform 
sexual 
acts?

Q19: Do 
you have 

legal 
issues that 
are getting 
in the way 

of your 
health or 

healthcare
?

Q8: Child 
attends 
school?

Q9: 
Does 
your 
child 

have a 
job?

Q10: 
Does your 
child have 
an IEP or 
504 plan 

in place at 
school? 

Q11: Does 
your child 
receive 

counseling?

Q12: 
Do you 

limit 
screen 
time?

Q13: 
Are 

sugary 
drinks 

available 
in your 
home?

Sample of Parent Registry

(Registries are matched with color of CCSA form to reduce human error)


Sheet1

		Q8: Child attends school?		Q9: Does your child have a job?		Q10: Does your child have an IEP or 504 plan in place at school? 		Q11: Does your child receive counseling?		Q12: Do you limit screen time?		Q13: Are sugary drinks available in your home?		Q14: Struggle to provide:						Q15: Exercise 30 minutes/ 3x per week?		Q16: During the past 2 weeks, has your child shown any of the following? (Score)		Q17: In the past 12 months, have you been threatened or scared by another person?		Q18: In the past 12 months, have you been forced to perform sexual acts?		Q19: Do you have legal issues that are getting in the way of your health or healthcare?		Q20: Concerns with the following:						Q21: What additional need(s) do you have that is not addressed above?		Notes		MDCT Date		Referral Made		Referred to		Initials of Person entering CCSA

														Breakfast at Home		Fruit & Vegetables		Exercise & Physical Activity												Emotional Health		Physical/Dental Health		Substance Use

						Yes (1)   NO (0)								Yes (1) NO (0)										Yes (1)  No (0) 						Yes (1) No (0)















						0		0		0		0		0		0		0		0				0		0		0		0		0		0
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25 Oct-Dec 
2018

0/10 0 0 0 1 0 0 1 0 2 5 2 1 2 7 5 0 4 0 6 2 0 0 7 22 5 3

10 Jan-19 1 4 0 1 0 0 0 0 0 2 2 2 0 2 1 2 1 2 0 0 1 0 1 5 8 2 1
10 Feb-19 0 2 0 1 1 0 0 0 0 0 1 1 0 1 1 1 1 0 0 3 0 0 1 5 8 0 0
7 Mar-19 4 1 0 0 0 0 0 0 0 0 1 2 0 1 2 1 1 2 0 4 1 0 1 2 5 2 1

20 Apr-19 4 4 0 0 2 0 0 3 1 0 5 2 0 3 6 4 1 5 0 4 3 0 0 8 15 4 5
26 May-19 4 3 1 0 1 0 1 1 1 1 5 1 1 3 5 2 4 5 0 5 1 0 1 13 21 13 7
43 Jun-19 10 9 0 0 0 1 2 0 0 2 8 9 1 8 12 10 6 7 0 15 3 1 3 15 34 18 17
33 Jul-19 7 3 1 1 1 2 1 1 1 3 9 7 3 9 12 8 1 6 0 14 2 0 2 15 31 16 13
49 Aug-19 15 6 0 0 2 0 1 1 3 0 6 6 3 8 10 5 3 7 0 18 3 0 1 14 42 17 17

198 Totals 45 32 2 3 7 3 5 6 6 8 37 30 8 35 49 33 18 34 0 63 14 1 10 77 164 72 61
22.73% 16.16% 1.01% 1.52% 3.54% 1.52% 2.53% 3.03% 3.03% 4.04% 18.69% 15.15% 4.04% 17.68% 24.75% 16.67% 9.09% 17.17% 0.00% 31.82% 7.07% 0.51% 5.05% 38.89% 82.83% 36.36% 30.81%

# of 
patients 

with 
PHQ-9 
scored 
10 or 
higher

# of 
patients 

with 
GAD-7 
scored 
10 or 
higher
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Q8: Do 
you drink 
alcohol or 
use non-

prescribed 
drugs? If 
no, skip 
CAGE

Q13: In 
the past 12 

months, 
have you 

been 
threatened 
or scared 

by another 
person?

Q14: In 
the past 12 

months, 
have you 

been 
forced to 
perform 
sexual 
acts?

Q15: Do 
you have 

legal 
issues that 
are getting 
in the way 

of your 
health or 

healthcare
?

Q19: Are 
you 

currently 
receiving 
help for 

any needs 
mentioned

?

Q20: Do 
you have 
someone 
you could 
call if you 
need help 
or a favor?

ADULT PATIENTS ONLY

Q1: What 
is your 

housing 
situation 
today?

Q2: In your housing situation, do you have issues with any of the 
following? 

Q4: If somewhat hard or very hard, what do you have trouble 
paying for?

Q5: Felt 
unable to 

afford 
your 

medication
s?

Q6: Felt 
need to 
sell  
medication
s for food, 
housing, 
heat, etc?

Each CCSA registry is collected into a summary spreadsheet 
to identify the priority SDoH areas by patient type.


Sheet1

		ADULT PATIENTS ONLY										Q1: What is your housing situation today?		Q2: In your housing situation, do you have issues with any of the following? 																Q4: If somewhat hard or very hard, what do you have trouble paying for?														Q5: Felt unable to afford your medications?		Q6: Felt need to sell  medications for food, housing, heat, etc?		Q8: Do you drink alcohol or use non-prescribed drugs? If no, skip CAGE		Q13: In the past 12 months, have you been threatened or scared by another person?		Q14: In the past 12 months, have you been forced to perform sexual acts?		Q15: Do you have legal issues that are getting in the way of your health or healthcare?		Q19: Are you currently receiving help for any needs mentioned?		Q20: Do you have someone you could call if you need help or a favor?		# of patients with PHQ-9 scored 10 or higher		# of patients with GAD-7 scored 10 or higher

		VALLEY REGIONAL PRIMARY CARE PRACTICES		CCSAs collected		Date		Does NOT qualify for the program (not in portal)						nonworking stove/oven		Bug Infestation		Mold		Lead Paint/Pipes		Water Leaks		Not enough hot water		No smoke detectors		Other		Food		Housing		Childcare		Health Need		Utility Bills		Debts 		Other



				25		Oct-Dec 2018		0/10				0		0		0		1		0		0		1		0		2		5		2		1		2		7		5		0		4		0		6		2		0		0		7		22		5		3



				10		Jan-19		1				4		0		1		0		0		0		0		0		2		2		2		0		2		1		2		1		2		0		0		1		0		1		5		8		2		1

				10		Feb-19		0				2		0		1		1		0		0		0		0		0		1		1		0		1		1		1		1		0		0		3		0		0		1		5		8		0		0

				7		Mar-19		4				1		0		0		0		0		0		0		0		0		1		2		0		1		2		1		1		2		0		4		1		0		1		2		5		2		1

				20		Apr-19		4				4		0		0		2		0		0		3		1		0		5		2		0		3		6		4		1		5		0		4		3		0		0		8		15		4		5

				26		May-19		4				3		1		0		1		0		1		1		1		1		5		1		1		3		5		2		4		5		0		5		1		0		1		13		21		13		7

				43		Jun-19		10				9		0		0		0		1		2		0		0		2		8		9		1		8		12		10		6		7		0		15		3		1		3		15		34		18		17

				33		Jul-19		7				3		1		1		1		2		1		1		1		3		9		7		3		9		12		8		1		6		0		14		2		0		2		15		31		16		13

				49		Aug-19		15				6		0		0		2		0		1		1		3		0		6		6		3		8		10		5		3		7		0		18		3		0		1		14		42		17		17

				198		Totals		45				32		2		3		7		3		5		6		6		8		37		30		8		35		49		33		18		34		0		63		14		1		10		77		164		72		61

								22.73%				16.16%		1.01%		1.52%		3.54%		1.52%		2.53%		3.03%		3.03%		4.04%		18.69%		15.15%		4.04%		17.68%		24.75%		16.67%		9.09%		17.17%		0.00%		31.82%		7.07%		0.51%		5.05%		38.89%		82.83%		36.36%		30.81%







Project #1 Project #2
Project 

#1
Project 

#2
Project 

#1
Project 

#2
Jan-19 0 10
Feb-19 0 10
Mar-19 0 7 15.91% 16.22% 50.00% 31.53%
Apr-19 0 20

May-19 0 26 Project 
#1

Project 
#2

Project 
#1

Project 
#2

Jun-19 14 43 16 45 12 85
Jul-19 13 33 36.36% 20.27% 27.27% 38.29%

Aug-19 5 49 16 57 19 71
Sep-19 12 24 36.36% 25.68% 43.18% 31.98%
Totals 44 222

Project #1 Project #2
Project 

#1
Project 

#2
Jan-19 0 0 15 41
Feb-19 2 0 26.32% 12.39%
Mar-19 9 0 21 55
Apr-19 8 0 36.84% 16.62%
May-19 8 54
Jun-19 3 80
Jul-19 15 65

Aug-19 9 74
Sep-19 3 58
Totals 57 331

Project #1 Project #2
Project 

#1
Project 

#2
Project 

#1
Project 

#2
Jan-19 0 0 10 22
Feb-19 2 0 22.73% 23.91%
Mar-19 9 0 7 21 36.36% 39.13%
Apr-19 13 0 15.91% 22.83%
May-19 9 12
Jun-19 0 24
Jul-19 2 17

Aug-19 8 21
Sep-19 1 18
Totals 44 92
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 Struggle paying for FOOD

Struggle paying for UTILITIES

CCSA's Collected CCSA's Collected

YO
UT

H 
PA

TIE
NT

S

PHQ- scored 10 or higher

CCSA's Collected CCSA's Collected

36

GAD-7 scored 10 or higher

CCSA's Collected

Felt depressed or sad most 
days even if you felt okay 

sometimes

16

PHQ-9 scored 10 or higher

Trouble paying for UTILITIES GAD-7 scored 10 or higher

SAMPLE CCSA RESULTS OF TWO PROJECTS WITHIN REGION ONE (using same CCSA format)

CCSA's Collected CCSA's Collected CCSA's Collected

AD
UL

T P
AT

IEN
TS

 O
NL

Y
What is your housing 

situation today? Any answer 
other than I have housing

7 36 Do you drink alcohol or use 
nonprrescribed drugs?

22 70

CCSA's Collected CCSA's Collected

Trouble paying for FOOD


ADULT

		ADULT         CCSA QUESTIONNAIRE																				Do you ever need help reading or understanding your health information?				Q1: What is your housing situation today?		Q1: If other		Q2: In your housing situation, do you have issues with any of the following? 																Q3: Lack of transportation kept from medical appointments, meetings, work or getting things you need for daily living?		Q4: Hard to pay for the basic needs like food, housing, heat or medical care?		Q4: If somewhat hard or very hard, what do you have trouble paying for?														Q5: Felt unable to afford your medications?		Q6: Felt need to sell  medications for food, housing, heat, etc?		Q7: What was your main activity during the last 6 months? 		Q8: Do you drink alcohol or use non-prescribed drugs? If no, skip CAGE		CAGE Score		Q13: In the past 12 months, have you been threatened or scared by another person?		Q14: In the past 12 months, have you been forced to perform sexual acts?		Q15: Do you have legal issues that are getting in the way of your health or healthcare?		Q17: How difficult has any noted problems made it to work, take care of things at home or get along with people?		Q18: In general, would you say your health is:		Q19: Are you currently receiving help for any needs mentioned?		Q20: Do you have someone you could call if you need help or a favor?		What additional need(s) do you have that is not addressed above?		Notes		MDCT Date		Date Referral Made		Referred to ?		Initials of Person entering CCSA

				Date		Patient is NOT eligible for program		MRN		First Name		Last Name		PHQ Score		GAD-7 Score														nonworking stove/oven		Bug Infestation		Mold		Lead Paint/Pipes		Water Leaks		Not enough hot water		No smoke detectors		Other						Food		Housing		Childcare		Health Need		Utility Bills		Debts 		Other

						Yes=1																								Yes (1)   NO (0)																				Yes (1)   NO (0)														Yes (1)  No (0) 						Yes (1)  No (0) 				Yes (1)  No (0) 										Yes (1)  No (0) 

		1		10/1/19		1		123456		Joe		Smith		14		16						Yes				Other				1		0		0		0		0		0		0		0		Yes a lack of transport has stopped me from going to medical appointments		Not hard at all		1		0		0		0		0		0		0		1		0		Worked for pay		1				0								Excellent												10/1/19		MSW; CHN		km

		2		10/1/19		0		654321		Jane		Doe		3		5						No				I have housing				0		0		0		0		0		0		0		1		Yes a lack of transport has stopped me from going to work		Somewhat hard		0		0		0		0		0		0		0		0		0		Attended school		0				1								Very Good												10/1/19		Mental Health Provider		km

		3																								I do not have housing				0		1		0		0		1		0		0		0		No I have transport		Very hard		0		1		0		0		1		0		0		0		0		Household duties		0				0								Good												10/1/19		Community Org		km

		4																								I have housing today but may not in 90 days				0		0		0		0		1		0		0		1						0		0		0		0		1		0		0		0		0		Permanently unable to work		1				0								Fair												10/1/19		DHHS		km

		5																								I am in transitional housing				1		0		0		0		1		0		0		1						1		0		0		0		1		0		0		0		0		Retired		0				0								Poor

		6																																																																		Other (specify)		0				0

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24

		25

		26

		27

		28

		29

		30

		31

		32

		33

		34

		35

		36

		37

		38

		39

		40

		41

		42

		43

		44

		45

		46

		47

		48

		49

		50

		51

		52

		53

		54

		55

		56

		57

		58

		59

		60

		61

		62

		63

		64

		65

		66

		67

		68

		69

		70

		71

		72

		73

		74

		75

		76

		77

		78

		79

		80

		81

		82

		83

		84

		85

		86

		87

		88

		89

		90

		91

		92

		93

		94

		95

		96

		97

		98

		99

		100

						1																								2		1		0		0		3		0		0		3						2		1		0		0		3		0		0		1		0				2				1		0		0						0		0





Parent 

		PARENT OF PEDIATRIC PATIENT        CCSA           QUESTIONNAIRE																						How confident are you when filling out forms about your child? 		Are YOU the Legal Parent or Guardian?		Do you need help reading understanding health information? 		Q1: What is your family's housing situation today?		Q1: If other specify		Q2: Does your child live in more thann one family home?		Q3: In your housing situation, do you have issues with any of the following? 																Q4: Lack of transportation kept you or your child from medical appointments, meetings, work or getting things for daily living?		Q5: How hard is it for you to pay for the basic needs like food, housing, heat or medical care? 		Q5: If somewhat hard or very hard, what do you have trouble paying for?														Q6: Concerns related to  development in these areas?								Q7: Needs assistance with these tasks:																Q8: Child attends school?		Q9: Does your child have a job?		Q10: Does your child have an IEP or 504 plan in place at school? 		Q11: Does your child receive counseling?		Q12: Do you limit screen time?		Q13: Are sugary drinks available in your home?		Q14: Struggle to provide:						Q15: Exercise 30 minutes/ 3x per week?		Q16: During the past 2 weeks, has your child shown any of the following? (Score)		Q17: In the past 12 months, have you been threatened or scared by another person?		Q18: In the past 12 months, have you been forced to perform sexual acts?		Q19: Do you have legal issues that are getting in the way of your health or healthcare?		Q20: Concerns with the following:						Q21: What additional need(s) do you have that is not addressed above?		Notes		MDCT Date		Referral Made		Referred to		Initials of Person entering CCSA

				Date		Patient is NOT eligible for program		MRN		Patient's First Name		Patient's Last Name		Patient DOB		Name of Person Completing Form		Relationship to Patient																		nonworking stove/oven		Bug Infestation		Mold		Lead Paint/Pipes		Water Leaks		Not enough hot water		No smoke detectors		Other						Food		Housing		Childcare		Health Need		Utility Bills		Debts 		Other		Gross Motor Skills		Fine Motor Skills		Communication & Speech		Social Behavior		Bathing/Showering		Taking Medications		Toileting		Grooming		Dressing		Feeding themselves		Personal Hygiene		Other														Breakfast at Home		Fruit & Vegetables		Exercise & Physical Activity												Emotional Health		Physical/Dental Health		Substance Use

						Y (1)																														Yes (1)   NO (0)																				Yes (1)   NO (0)														Yes (1)   NO (0)								Yes (1)   NO (0)																				Yes (1)   NO (0)								Yes (1) NO (0)										Yes (1)  No (0) 						Yes (1) No (0)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24

		25

		26

		27

		28

		29

		30

		31

		32

		33

		34

		35

		36

		37

		38

		39

		40

		41

		42

		43

		44

		45

		46

		47

		48

		49

		50

		51

		52

		53

		54

		55

		56

		57

		58

		59

		60

		61

		62

		63

		64

		65

		66

		67

		68

		69

		70

		71

		72

		73

		74

		75

		76

		77

		78

		79

		80

		81

		82

		83

		84

		85

		86

		87

		88

		89

		90

		91

		92

		93

		94

		95

		96

		97

		98

		99

		100

						0										TOTALS																				0		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0		0						0		0		0		0		0		0		0		0				0		0		0		0		0		0





YOUTH

		YOUTH           CCSA           QUESTIONNAIRE																				Q1:  Drink alcohol? (more than few sips)		Q2: Smoke marijuana or hashish?		Q3: Use anything else to get high? 				Do you smoke, chew, vape nicotine products? 		If yes, what products?				Q1: Been in car driven by person high or had been drinking?		Q2: Use alcohol or drugs to relax, feel better about yourself, or fit in?		Q3: Use alcohol or drugs while you are by yourself or alone? 		Q4: Forget things you did while using alcohol or drugs? 		Q5: Family or friends ever tell you that you should cut down on your drinking or drug use? 		Q6: In trouble while you were using drugs? 				Q1: Felt depressed or sad most days, even if you felt okay sometimes?		Q2: In past month have had serious thoughts about ending your life? 		Q3: Tried to kill yourself or made a suicide attempt?				How difficult have these made it to go to school, take care of things at home, or get along w/ people?          Not, Somewhat, Very, Extremely				What additional need(s) do you have that is not addressed above?		Notes		MDCT Date		Referral Made		Referred to		Initials of person entering CCSA

				Date		Patient is NOT eligible for program		MRN		First Name		Last Name		PHQ-A Score		GAD-7 Score

						Y (1)																Yes (1)        No  (0)								Y (1)  N (0)						Yes (1)        No  (0)														Yes (1)        No  (0)

		1

		2

		3

		4

		5

		6

		7

		8

		9

		10

		11

		12

		13

		14

		15

		16

		17

		18

		19

		20

		21

		22

		23

		24

		25

		26

		27

		28

		29

		30

		31

		32

		33

		34

		35

		36

		37

		38

		39

		40

		41

		42
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Sample Comparison Reporting

		SAMPLE CCSA RESULTS OF TWO PROJECTS WITHIN REGION ONE (using same CCSA format)

		CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2

		ADULT PATIENTS ONLY		Jan-19		0		10				What is your housing situation today? Any answer other than I have housing				7		36				Do you drink alcohol or use nonprrescribed drugs?				22		70

				Feb-19		0		10

				Mar-19		0		7								15.91%		16.22%								50.00%		31.53%

				Apr-19		0		20

				May-19		0		26				CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2

				Jun-19		14		43				Trouble paying for FOOD				16		45				PHQ-9 scored 10 or higher				12		85

				Jul-19		13		33								36.36%		20.27%								27.27%		38.29%

				Aug-19		5		49				Trouble paying for UTILITIES				16		57				GAD-7 scored 10 or higher				19		71

				Sep-19		12		24								36.36%		25.68%								43.18%		31.98%

				Totals		44		222

		CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2

		Parents of Pediatric Patients		Jan-19		0		0				Struggle paying for FOOD				15		41

				Feb-19		2		0								26.32%		12.39%

				Mar-19		9		0				Struggle paying for UTILITIES				21		55

				Apr-19		8		0								36.84%		16.62%

				May-19		8		54

				Jun-19		3		80

				Jul-19		15		65

				Aug-19		9		74

				Sep-19		3		58

				Totals		57		331

		CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2				CCSA's Collected				Project #1		Project #2

		YOUTH PATIENTS		Jan-19		0		0				PHQ- scored 10 or higher				10		22				Felt depressed or sad most days even if you felt okay sometimes				16		36

				Feb-19		2		0								22.73%		23.91%

				Mar-19		9		0				GAD-7 scored 10 or higher				7		21								36.36%		39.13%

				Apr-19		13		0								15.91%		22.83%

				May-19		9		12

				Jun-19		0		24

				Jul-19		2		17

				Aug-19		8		21

				Sep-19		1		18

				Totals		44		92







Contact Information

Kelly Murphy
Owner/Consultant, The Nonprofit First Responders 
Project Coordinator, New London Hospital and Valley Regional 
Hospital B1 projects
802.299.9121
Kelly@nonprofitfirstresponders.com
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QUESTION & ANSWER
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• Meeting Materials at https://cpasnh.mslc.com/lc-all-
partner-statewide-meeting

• Links for the webinar evaluation and a resource sheet 
will be emailed to you.

Thank you for joining us!

CLOSING

https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
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