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National Hunger & Homelessness Awareness Week
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An annual program where 

people come together 

across the country to draw 

attention to the problems of 

hunger and homelessness



PGHA: What We Do
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• Prince George’s Healthcare Alliance, Inc., 

is an award-winning 501 (c)(3), non-profit 

organization whose mission is to decrease 

over-utilization of health system resources 

and maximize quality-of-care coordination for 

high utilizers of healthcare resources. 

• PGHA trains and deploys Community Health 

Workers (CHWs) to provide care coordination 

and deliver evidence-based interventions that 

address clinical, behavioral, and social 

determinants of health. 



PGHA: Our Vision
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• High-risk patients in poor control of their chronic illness

• High-risk patients needing connections to family and social 

services

• Patients with unmet behavioral health needs

• Patients in need of medication management

• Patients with no primary care physician (PCP)

• Patients who have not seen a PCP in >12 months

• Patients with no health insurance

• Patients with care gaps

• High-risk patients with a hospital readmission within 30-days 

for the same condition 

• Very high-need patients who have 3 or more inpatient visits 

in one year 

• Patients with multiple ED visits

• Patients with multiple 9-1-1 calls for non-emergent reasons

PGHA Serves over 960,000 people, including:Our vision is to help county residents change their 

health behaviors, to achieve their best health, and 

to optimize community health
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HealthEC’s

Tech-Enabled & Purpose-

Driven Tool Streamlines 

Care Coordination

Social Determinants of Health (SDOH)

Reduce hospital visits

Cut hospital costs

Provide care to underserved communities

Capture and track interventions

Improve community health outcomes

Monitor care manager productivity 

✓

✓

✓

✓

✓

✓



Pathways to a Centralized PHM
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Determine barriers1

Aggregate patient data2

3 Identify patterns 

4
Design tactics to overcome 

implementation barriers

Collaborate with primary care 

networks5

Link to community resources6



Community-based Population Health Model
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Improved health behaviors

Provide education

Link to community resources

Care coordination 

technology platform

Provider Engagement



Collaborative SDoH Care Management 
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Technology Follow-up

Workflow

Referral Data

35

4

SDoH

HEALTH EQUITY



PGHA: Tech-Enabled Interventions
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Care management was improved by creating 

and following evidence-based pathways. 

Using pre- and post-care management data reveals how addressing 

unmet social needs can improve outcomes and reduce costs.

Over 2,000 

patients 

served

Hospital Charges Per 

Patient Reduced By:

$11,138

Hospital Visits Per  Patient 

Reduced By:

42%

Build Evidence-based 

Care Pathways

Of the 2,000 patients that received SDoH 

screenings, 163 were enrolled in PGHA’s 

Intensive Care Coordination Program.

PGHA sent 258 emails and texts and 

participated in 73 provider conferences on 

their patients’ behalf, and 723 intervention 

pathways were created and completed.



PGHA: Tech-enabled Outcomes
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2,633 Social Goals Met

1,361 Emails/Texts/Letters

579 Home Visits

Care Productivity 

699 
Clients

8,027 Phone Calls Received

3,998 Interventions

366 Provider Conferences



HealthEC’s CareConnect Platform

12

Built-in Assessments, 

including instruments for 

SDoH, depression, food 

insecurity, and more,

document problems, 

goals, and barriers and 

generate interventions. 

The SDoH Care Dashboard provides a 

consolidated overview of patient 

programs and status

HealthEC’s Best In KLAS 

population healthcare coordination 

platform provides: 

• Built-in assessments with smart 

technology that creates 

documentation of patient’s 

problems, goals, barriers, and 

interventions

• Guides intervention steps and 

scheduling

• Creates comprehensive care 

plans, snapshot views of client 

cases

• Tracks patient contacts

• Captures productivity



Workflow
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Care Manager 

Reports ‒ 

Measuring Impact

CM Overview

Call Log SummaryCM Productivity 

Dashboard



Assessment Dashboards
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We recognize that social determinants of health 

are responsible for about 80% of health 

outcomes — and while we can’t fix them all, we 

can do our part.

Source: https://www.northwell.edu/katz-institute-for-womens-health/articles/healthcare-inequalities-putting-
nation-at-risk?utm_source=native&utm_medium=display&utm_campaign=kiwh_2020

https://www.northwell.edu/katz-institute-for-womens-health/articles/healthcare-inequalities-putting-nation-at-risk?utm_source=native&utm_medium=display&utm_campaign=kiwh_2020


Health Equity Dashboard & Geo-mapping
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• Patient and performance data can be 

viewed/filtered by demographics such as 

gender, age group, race, ethnicity, sexual 

orientation, ZIP code, and more.

• Health equity data can also be geo-mapped by 

ZIP code and filtered by various demographics 

to reveal location-based barriers to care. 

According to a 2018 report 

by the W.K. Kellogg Foundation and 

Altarum, racial disparities in healthcare 

alone result in approximately $93 billion 

in excess medical costs per year.

https://altarum.org/sites/default/files/uploaded-publication-files/WKKellogg_Business-Case-Racial-Equity_National-Report_2018.pdf


Provider Testimonials

“The Healthcare Alliance are experts 

on CHW integration into team-based 

service delivery settings, and they have 

consistently provided this expertise in 

development of COVID Care Response 

Plans for the county. Prior to these efforts, 

the Alliance’s CHW team implemented 

health education and patient navigation 

interventions that decreased hospital 

readmissions and frequent ED visits for 

high-risk patients. They have proven to be 

a premier non-profit care coordination 

program in the state.” 

“We love our partnership 

with the Healthcare Alliance.” 

“With HealthEC's services, 

we were able to achieve our 

desired outcomes for our value-

based programs and overall 

organization integration.”

“They have done a really 

nice job and have supported us. 

They keep our goals and interests 

in mind.” 

“HealthEC has worked hand in 

hand with us throughout the whole 

process. We have created 

dashboards with our member 

practices, and we use the data to 

guide them through the analytics 

process and to identify where to 

focus our efforts.” 

“The strength of our partnership 

with HealthEC is very high.” 
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Challenges and Best Practices
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Practices are uncomfortable screening their 

patients for SDoH because they may not have 

the resources to coordinate a response.

Practices may not be aware of screening tools 

and may not have staff available to focus on 

screenings.

Develop an optimized list of services to which 

patients can be referred to better track and 

monitor follow-up.

Practices may not realize the value that 

addressing positive SDoH brings to care 

management and outcomes.

Challenges Best Practices

Lack of data exchange capabilities between 

Health and Human Services and 

healthcare/community organizations 

contributes to care barriers. 

Find a technology partner that understands 

SDoH and can provide the appropriate built-in 

assessments and support for reporting and data 

integration.

Provide practices with guidance on how to 

identify possible SDoH-positive patients for 

referrals for care management coordination 

service. 

Identify quality measures that can be tied to 

addressing SDoH as a way to evaluate and 

demonstrate ROI.



Q&A
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Stop by our VBCExhibitHall.com Virtual Booth

https://vbcexhibithall.com/vendor-booth/HealthEC/61671ae34e96766dd8def802


For More Information
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SCAN FOR MORE INFO SCAN FOR MORE INFO



Thank You
sdohwebinar@healthec.com

22

mailto:sdohwebinar@healthec.com

