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What It Takes: Breakout Session for  
Engaging Community Partners Using Social Determinants of Health 

 
Breakout Session Guidelines  

 Each table will form a group with a number of IDNs represented, as well as DHHS, MCOs, and 
statewide organizations. Each group will have a recorder and a reporter. 

 Each table will have materials listed below. 

 Participants will share knowledge and learn about IDN activities. 
 
Objectives 
The breakout session will 

 Identify operational issues and approaches in support of care coordination for clients who need 
social support, especially housing support. 

 Result in a summary of IDN approaches, as well as opportunities and challenges. 
 
Materials 

 Breakout session description and example client history  

 Pathways Community HUB Housing Pathway 

 Worksheet for recorder’s IDN summary  
 

Instructions and Timing 
Breakout Group Discussion (35 minutes total) 

 Brief participant introductions. Group chooses recorder and reporter (5 minutes).   

 Group discussion (20 minutes).  
o Group reads client history.  
o Group chooses one of the six numbered steps on the breakout description and responds 

to two or three of the questions listed for the chosen step. If time allows, an additional step 
can be addressed. 

o Individuals can fill out the worksheet to prepare for the group discussion. 
o The group’s recorder will keep track of responses from various IDNs on the worksheet 

including the IDN, approaches, opportunities, and challenges.  

 Participants review comments with the reporter and help generate report-out comments, noting 
similarities and differences between regions. (10 minutes).  

o Recorders will hand in worksheets so MSLC can do a summary.  
 
Report-out from groups (35 minutes total) (Room: Nashua North).  

 Please sit with your break-out group when you return to the main room. 
 
 
Housing Pathway Steps and Discussion Questions 
The steps below follow the process of addressing a client’s housing issues.  Although the steps follow the 
pathways form, the steps are applicable for IDNs who use other processes. Each group will start with one 
of the steps and two or three of the related questions. 
 
Step one: Initiation – Identify clients for SDoH follow-up  

a) How has your region prepared providers for identifying social determinants of health 
(SDoH) needs among patients? 

b) What support do providers need? 

c) What have providers said about introducing the SDoH questions in the Comprehensive 
Core Standardized Assessment (CCSA)? 

d) What data or criteria does your region use to identify patients who potentially would most 
benefit from social supports?  
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e) If your region will phase in patients who get shared care planning, how are you 
structuring the phase-in? For which patients? 

 
Step two: Identify reasons for housing needs 

a) How much information does the CCSA give about the reasons for a client’s 
homelessness or housing insecurity? If client indicates a housing issue, what follow-up 
assessment is done? 

b) Who administers the CCSA assessment and how is the patient information transferred to 
the care coordinator? 

c) What client information from the assessment goes into the shared care plan? 

d) What brief interventions could address some clients’ housing needs? 

e) How does your region rate the vulnerability of clients with housing needs? 
 

Step three: Partner client with housing organization 

a) How has your region prepared community organizations for new referrals? 

b) What has your region done to identify housing support services? 

c) How has your region prepared providers for new referrals?  

d) How is the referral communicated? 

e) What communication is there between the community care coordinator and the housing 
agency? 

f) How is the community-based housing organization represented on an integrated care 
team? 

 
Step four: Coordinate care between client and community organization 

a) How is the care coordinator funded? How will this funding be sustainable? 

b) How are social supports for the client funded? What other ways does the IDN support 
community-based organizations?  

c) Does the care coordinator position play the same role throughout your region? 
 

Step five: Follow up regularly 

a) How do you/did you determine an initial caseload range for the care coordinator?  

b) Does your care coordinator meet with the multi-disciplinary core team? Is it a smaller 
team for integrated care? 

c) What follow up is included in the shared care plan?  
 

Step six: Close the loop 

a) What length of time is a client in suitable housing to consider the pathway or services 
completed? 

b) How do care team members find out a client has completed services? 

c) What communications are used to share information that the referral is closed? 

d) What mechanism do you use for incomplete referrals? 
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Client History - Elaine 
 
Elaine is 60-year-old, white female who is a high utilizer of Medicaid services. Elaine 
does not drive and is on constant oxygen. She presents to multiple agencies. Elaine is a 
client at Northern Human Services where she receives case management, outreach, and 
psychiatric services. She has been a client there for 29 years. Elaine is diagnosed with 
borderline personality disorder and severe depression.  
 
Elaine is also a client with Crotched Mountain where she receives case management and 
in-home services five days a week. She receives a visiting nurse to assist with showers, 
and an aid to help her clean, do laundry, etc. It has been arranged for one of the local 
pharmacies to fill her medication planner every two weeks, keeping the excess of 
medications out of her home due to suicidal ideation and previous suicide attempts.  
 
Elaine has a PCP at Pemi-Baker Community Health Services where she is monitored for 
high blood pressure, diabetes, and chronic obstructive pulmonary disease. Between her 
PCP and her psychiatrist, she is prescribed over 20 different medications. Elaine is often 
referred to outside providers to follow up on symptoms, but she often does not follow 
through with making or attending those appointments due to fear and transportation 
issues.  
 
Elaine is at risk for losing her housing due to her home environment being deemed 
‘unsafe living conditions’ during her last housing inspection. Because of this, the Bureau 
of Elderly and Adult Services is now involved. Because Elaine has been unwilling to make 
the necessary changes to her home, CAP Homeless Outreach is now involved to help 
identify new housing options for Elaine.  
 
 
 
 
Thanks to Region 7 for providing this example. The case provided was based on an actual client; 

however, all details have been changed to protect individual privacy. 
 


