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Healthy Opportunities…because the opportunity for health 
begins where we live, learn, work, and play. 

•All North Carolinians should have the opportunity for health. 

•Access to high-quality medical care is critical to a person’s health, but 
research shows that up to 80% of a person’s health is determined 
through social and environmental factors and the behaviors that are 
influenced by them. 

•DHHS is focusing on improving the health and well-being for all North 
Carolinians by tackling the foundational drivers of health
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Healthy Opportunities Website

Coming soon!



Standardized Screening

•Statewide, standardized screening tool for all populations

•Drew from validated tools (e.g. PRAPARE, Hunger Vital Sign, Pregnancy 

Medical Home) and informed by currently used tools

•Simple & streamlined to be accessible to broadest audience/settings

•Development Process to date

−Convened Technical Advisory Group

−Public Review 

−Subsequent changes

−Translated into Spanish 





Next Steps - Implementation

•Pilot testing/adoption first in ready settings

−21 clinical sites as part of Community Health Grants formal process of field 

testing wording of questions

−Ready providers/Health Systems are informally adopting and testing 

−Implementation, work flow guidance next

•Possible revisions based on pilot testing by early 2019

•Encouraging anyone to use, Ultimate goal – across all settings and 

populations

•Mandate as part of Medicaid Managed Care – Prepaid Health 

Plans as part of Initial Care Needs Assessment



Next Horizon – Data  Collecting, Reporting, Sharing, Using

•Need to tackle details of data plan

•Big buckets of data flow (some identified for patient care, some de-

identified for population level data)

Screens done by PHPs as part of Care Needs Assessment             

Advance Medical Home Providers

Screens done in NC Resource Platform to Foundation for Health 

Leadership and Innovation            State, Communities, Providers, others

Screens documented in EHR by providers            CINs, HIE, State, etc



Other issues and questions on our radar

•¿What to do if people are screened in different settings, how to unify?

•¿How can we use the data to understand prevalence of people’s 

needs? – guide investment in resources

•¿How do we use the data to include social needs in risk stratification?



Collective Wisdom

•What have we missed?

• Ideas for furthering this work?

•Recommendations from Task Force?


