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National Center for Health in Public 

• This webinar is supported by the Health Resources and 
Services Administration (HRSA) of the U.S. Department of 
Health and Human Services (HHS) as part of an award 
totaling $668,800 with 0% financed with non-governmental 
sources. The contents are those of the author(s) and do not 
necessarily represent the official views of, nor an 
endorsement, by HRSA, HHS, or the U.S. Government. For 
more information, please visit HRSA.gov.

• The mission of the National Center for Health in Public 
Housing (NCHPH) is to strengthen the capacity of federally 
funded Public Housing Primary Care (PHPC) health centers 
and other health center grantees by providing training and 
a range of technical assistance. 

Training and 
Technical 

Assistance

Research and 
Evaluation

Outreach and 
Collaboration

Increase access, quality of health care, and improve health outcomes



Speakers and Moderators

Fide Pineda Sandoval, CHES
Training and Technical 

Assistance Manager

Kevin Lombardi MD, MPH
Director of Research

.com



Housekeeping

•All participants muted upon entry
•Engage in chat
•Raise hand if you would like to 

unmute
•Meeting is being recorded
•Slides and recording link will be sent 

via email



Location of PHPC Health Centers and 
Public Housing Developments

1,363 Federally Qualified 
Health Centers (FQHC)=31.2 millio
n patients

475 FQHCs near Public 
Housing= 6.5 million patients

107 Public Housing Primary Care 
(PHPC) = 992,815 patients

Source: UDS 2023

https://data.hrsa.gov/tools/data-reporting/program-data/national/table?tableName=Full&year=2022


PHPC Health Center Patient Demographics 2023

Source: UDS 2023

Below 
Federal 
Poverty 
77.36%

Female 
58.15%

Children 
29.96%

Elderly 
10.75%

Uninsured 
18.9% 

https://data.hrsa.gov/tools/data-reporting/program-data/national/table?tableName=Full&year=2022


Public Housing Resident Demographics 2023

Source: HUD Picture of Subsidized Adults

1.6 million 
residents

2 persons 
per 

household

32% 
female 
headed 

with 
children 

households

42% Black 
non-Hispanic

29% White 
non-Hispanic
26% Hispanic

35% 
children

40% 
elderly 
(62+)

23% 
disabled 

amongst all 
persons in 

households

90% Very 
Low 

Income

https://www.huduser.gov/portal/datasets/assthsg.html
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Dept of Research T/TA Model
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Literature Review

Epidemiology

Clinical case review

Discussion

Findings and 
recommendations

Implementation and 
advising 
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Retention of 
knowledge

Integration into 
practice

Strategic 
advantage

Connection to 
colleagues

Social and emotional 
understanding

Application 
to practice
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Screening for SDOH in HIV+ Patients

Link to resource

https://nchph.org/wp-content/uploads/2024/11/Screening-for-SDOH-and-Social-Risk-Factors_Final.pdf
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Screening for SDOH in HIV+ Patients

Link to publication: AHEAD Dashboard

https://ahead.hiv.gov/data#dashboard=%22%7B%5C%22state%5C%22%3A%7B%5C%22view%5C%22%3A%5C%22tile%5C%22%2C%5C%22dataType%5C%22%3A%5C%22indicators%5C%22%2C%5C%22indicator%5C%22%3A285%2C%5C%22sdoh%5C%22%3A%5C%22povertyRate%5C%22%7D%2C%5C%22version%5C%22%3A0%7D%22
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Screening for SDOH in HIV+ Patients

Link to publication: PRAPARE

https://prapare.org/wp-content/uploads/2021/10/PRAPARE-English.pdf
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Screening for SDOH in HIV+ Patients

Link to publication: Upstream Risks Tool

https://www.aamc.org/system/files/c/2/442878-chahandout1.pdf
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Screening for SDOH in HIV+ Patients

Link to publication: YCL Tool 

https://sirenetwork.ucsf.edu/sites/default/files/Your%20Current%20Life%20Situation%20Questionnaire%20v2-0%20%28Core%20and%20supplemental%29%20no%20highlights.pdf
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Intake
Follow-up 

engagement 
Consultation

Screener Screener
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Intake

Case ClosureCoaching

Follow-up 
engagement 

Goal Setting

Navigation

• Relationship building
      Screening
• Networking.

• Goals set during 
SDOH Screening.

• Keeping focus on goals.
• Encouragement and 

networking.

• Relationship building,
      Screening
• Networking.

• Relationship building
      Screening
• Goal achievement. 

• Closure when all goals 
are achieved. 
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Screening for SDOH in HIV+ Patients

Link to publication

https://pmc.ncbi.nlm.nih.gov/articles/PMC5618800/pdf/nihms906626.pdf
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Screening for SDOH in HIV+ Patients

Link to publication

https://nastad.org/sites/default/files/2022-05/CIE-Website-NASTAD-Compendium-EBI-EII-Approaches.pdf
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Case Study:

A 45-year-old male patient living with HIV presents to a 
primary care clinic for routine follow-up. Despite adherence 

to antiretroviral therapy (ART), his viral load remains 
detectable, and he reports frequent missed appointments. 

During a structured SDOH screening using the PRAPARE tool, 
the care team identifies significant social risk factors, 

including unstable housing, food insecurity, and 
transportation barriers. 
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Case Study:

What are some appropriate SDOH interventions for this 
patient at this time?
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Case Study:

The clinic’s case manager connects the patient with a local 
housing assistance program, enrolls him in a food pantry 
service, and arranges transportation vouchers for medical 

visits. Over six months, the patient’s appointment adherence 
improves, his viral load becomes undetectable, and he 
reports reduced stress and improved overall well-being. 
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Case Study:

Now that the patient’s viral load is undetectable, 
what additional resources would they benefit from?
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Case Study:

A federally qualified health center (FQHC) serving a 
predominantly low-income, urban population would 

like to integrate routine SDOH screening into its 
electronic health record (EHR) system to improve care 

for patients living with HIV. 
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Case Study:

What steps can program managers take to ensure 
the SDOH screening is implemented effectively? 
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Case Study:

Th Health Center decides to use the PRAPARE tool, and that 
providers screen all patients during intake and annual visits. 

Their implementation research indicates high rates of 
housing instability, unemployment, and food insecurity and 

their community. 
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Case Study:

What types of partnerships can be built and 
leveraged by this Health Center  to provide a SDOH 

referral network?
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Case Study:

In response, the health center develops a referral 
network with local housing organizations, workforce 
development programs, and food assistance services.
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Case Study:

What role does program monitoring and evaluation 
play at this point?
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Case Study:

Over one year, data analysis reveals that patients linked to 
social services demonstrate improved retention in HIV care, 
higher medication adherence, and better viral suppression 

rates. 
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Case Study:

A 32-year-old woman with HIV presents to the clinic 
reporting difficulties with medication adherence due to 
severe depression and financial strain. Through SDOH 

screening, the care team identifies a lack of social support, 
unstable housing, and food insecurity as contributing factors.
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Case Study:

What SDOH resources are most appropriate for 
this patient at this time?
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Case Study:

A 40-year-old man with HIV presents to the clinic with 
inconsistent ART adherence, citing difficulties managing his 
substance use. SDOH screening reveals housing instability, 

unemployment, and limited access to addiction treatment as 
major barriers to his care. 
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Case Study:

What SDOH resources are most appropriate for this 
patient at this time?



Q & A Session



Complete Our Post Evaluation Survey



Visit our Website at NCHPH.org

• Access our latest 
publications, webinars, 
learning collaboratives 
and more!

../nchph.org


Contact Us

Robert Burns
Program Director
Bobburns@namgt.com

Jose Leon, M.D.
Manager of Clinical Quality
jose.leon@namgt.com

Kevin Lombardi, M.D., M.P.H.
Manager of Policy, Research, and Health 
Promotion
Kevin.lombardi@namgt.com

Fide Pineda Sandoval, C.H.E.S. 
Training and Technical Assistance Manager
Fide@namgt.com

Chantel Murray, M.A.
Manager of Communications
Cmoore@namgt.com

Please contact our team for Training and 
Technical Support
703-812-8822

Olajumoke Oladipo, MPH
Health Communications and Research Analyst
Olajumoke@namgt.com



Thank you!
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