Leveraging Student
Volunteers to Connect
Patients with Social Risk to

Resources On a Coordinated
Care Platform: A Case Study
with Two Endocrinology
Clinics

GRACE LEE

REBECCA LIU

EUGENIA R. MCPEEK HINZ
JANET PRVU BETTGER
JOHN PURAKAL

SUSAN E. SPRATT

*Author affiliations can be found in the back matter of this article

ABSTRACT

Introduction: Although unmet social needs can impact health outcomes, health
systems often lack the capacity to fully address these needs. Our study describes a
model that organized student volunteers as a community-based organisation (CBO)
to serve as a social referral hub on a coordinated social care platform, NCCARE360.

Description: Patients at two endocrinology clinics were systematically screened for
social needs. Patients who screened positive and agreed to receive help were referred
via NCCARE360 to student ‘Help Desk’ volunteers, who organised as a CBO. Trained
student volunteers called patients to place referrals to resources and document
them on the platform. The platform includes documentation at several levels, acting
as a shared information source between healthcare providers, volunteer student
patient navigators, and community resources. Navigators followed up with patients
to problem-solve barriers and track referral outcomes on the platform, visible to all
parties working with the patient.

Discussion: Of the 44 patients who screened positive for social needs and were given
referrals by Help Desk, 41 (93%) were reached for follow-up. Thirty-six patients (82%)
connected to at least one resource. These results speak to the feasibility and utility
of organising undergraduate student volunteers into a social referral hub to connect
patients to resources on a coordinated care platform.

Conclusion: Organising students as a CBO on a centralized social care platform can
help bridge a critical gap between healthcare and social services, addressing health
system capacity and ultimately improving patients’ connections with resources.
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INTRODUCTION

Social drivers of health (SDOH) are defined as the
“conditions in which people are born, grow, live, work
and age” by the World Health Organization [1]. These
conditions play a significant role in people’s health and
well-being for either good or detriment. SDOH include
but are not limited to food security, housing status,
access to transportation, and the physical environment.
Addressing SDOH is vital to improving health and reducing
health disparities on a population level. Healthcare
systems have increasingly dedicated resources toward
addressing SDOH, often by implementing screening
protocols during primary and specialty care clinic visits
[2, 3, 4,5, 6, 7, 8]. However, health systems often lack
the capacity for social service referral and follow-up for
patients after needs are identified [9, 10]. As a result,
even when referrals are made, follow-up is limited and
outcomes are often unknown [11, 12].

Studies in the United States have found success using
trained students to serve as patient navigators who refer
and provide follow-up with patients to ensure connection
to resources [13, 14, 15, 16]. Although students can bring
value to the process of integrating health and social care,
as volunteers they are unable to access private electronic
health records (EHR) to facilitate information transfer
and continuity of care. In our study, we addressed this
documentation issue by establishing a university student
volunteer organisation called Help Desk as a community-
based organisation (CBO). As a CBO, Help Desk registered
to be listed on a statewide coordinated care platform.
The statewide platform, NCCARE360, was initiated in
2019 by the North Carolina Department of Health and
Human Services to serve as a repository of community
resources and allow users, including CBOs, to place and
track electronic referrals for patients with social needs
[17,18, 19]. Importantly, referrals and their outcomes are
visible to all parties with access to the platform, including
providers and CBOs [17]. As a CBO, Help Desk offered a
potential solution to increase health system capacity for
social support and integrated care by serving as a hub
between healthcare providers and other community and
social services. The volunteers function as navigators,
calling patients with identified needs, providing referrals to
specific services, and using NCCARE360 for transparency
across parties to problem-solve connecting to resources.

This report describes a case study from two
endocrinology clinics that are part of a larger evaluation
effort of integrated health and social care for a health
system in the Southeastern United States. The model
organized student volunteers into a CBO, allowing
students to receive patient referrals from healthcare
providers, support patients with unmet social needs to
connect to other CBOs and public services, and track
patient-resource connection outcomes via a statewide
referral platform.

ETHICAL APPROVAL

This study was approved by the institutional review board
for the Duke University academic medical center.

IMPLEMENTATION BACKGROUND

STUDY SETTING
Our case study examined SDOH systematic screening and
resource referral through Help Desk at two ambulatory
endocrinology clinics. These clinics are part of a
quaternary care academic institution and are located in
two countiesin central North Carolinain the United States.
Both counties are ethnically diverse, with Black, Hispanic,
Asian, and other minority groups composing 56.6% and
41.2%, respectively, of each county’s population [20, 21].
The Help Desk volunteer team comprised university
undergraduate students from a private university that is
also home to a nationally prominent academic medical
center. The volunteer team consisted of five students,
two of whom served as coordinators on the leadership
team.

HELP DESK ORGANISATION AND VOLUNTEERS
Help Desk is a student-led undergraduate initiative to
address unmet social needs and reduce health disparities
[14, 22]. When the model was first developed in 2018,
Help Desk volunteers provided follow-up phone calls for
case managers at a federally qualified health center.
Case managers screened patients using the Protocol
for Responding to and Assessing Patients’ Assets, Risks,
and Experiences (PRAPARE) tool, and referred them
to CBOs to address identified unmet social needs [14,
22, 23]. The success of the Help Desk model led to its
expansion to the affiliated Emergency Department and
two Endocrinology clinics. In these clinics, volunteers are
leveraged in various ways: 1) to screen patients for social
needs, 2) to refer patients to community resources,
and/or 3) to follow up with patients already referred to
resources by clinical personnel (and/or Help Desk) to
assess whether connection was made and troubleshoot
barriers to ensure successful connection.

Help Desk is an official university-recognized
organisation. Students complete over 20 hours of training
on SDOH; motivational interviewing; local, state, and
federalresources; privacy laws and expectations according
to the Health Insurance Portability and Accountability Act
(HIPAA); protocols for calling patients through shadowing
and reverse shadowing calls; and cultural humility [24].
The leadership team comprises undergraduate students
ranging from freshmen to seniors. Roles include program
coordinators, who oversee program expansion; site
coordinators, who oversee the day-to-day operations
at each clinic; recruitment and training chairs, who are
responsible for overseeing volunteer onboarding and
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training; and NCCARE360 liaisons, who communicate
feedback about the platform to various stakeholders.
Student leadership is guided by faculty advisors and
clinic leadership in developing workflows, scripts, and
escalation protocols that serve each clinic’s needs and
complement the clinic’s available resources.

NCCARE360

NCCARE360 is an electronic social care technology
platform developed by Unite Us in collaboration with the
North Carolina Department of Health and Human Services,
and two nonprofits, United Way and the Foundation
for Health Leadership and Innovation [17, 18, 19, 25].
Its goal is to serve as a statewide resource directory of
CBOs and social, behavioral, and government resources
to provide a closed-loop format for referrals to track
outcomes. A variety of CBOs, other connecting resources,
and supportive individuals, including community health
workers, assist connection of individuals to health-
related social needs (HRSN) support.

After a referral is placed on NCCARE360, the recipient
organisation can either accept or reject it. If the referral
is accepted, the organisation receives an individual’s case
and directly contacts the individual for further help. The
responsibility of contact therefore lies with the referral
organisation. In previous resource referral and follow-up
models before NCCARE360’s implementation, when a
resource referral was made, the responsibility of contact
lay with the patient. After making contact, the recipient
organisation documents all interactions with the patient
and referral outcomes, i.e., whether they were able to
enroll the patient or deliver services, on the platform.
Referral outcomes and interactions are viewable for all
parties with access to the platform, allowing cross-sector
communication and keeping all stakeholders informed of
the patient’s progress in addressing their social needs.

Although the vision of NCCARE360 is to provide a
straightforward, accessible, and trackable social service
network across the state, a patient navigator with
dedicated time to help patients through the referral
process remains key. Identifying this workforce is
essential to addressing the HRSNs of our patients. In
September 2022, we created a Help Desk CBO within
NCCARE360 to act as a social navigation hub and refer
patients to CBOs that could directly address the patient’s
needs, such as food delivery services. Because the
platform was embedded into the health system’s EHR
in January 2021, providers could view referrals made by
Help Desk, whether the patient connected to resources,
and whether the patient’s social needs were addressed.

ENDOCRINOLOGY AND STUDENT HELP DESK
COLLABORATION

The Division of Endocrinology, Metabolism, and Nutrition
at the site of the study has four clinical sites that cared
for 23,350 patients in 2021. The cost of managing

diabetes is extensive, creating financial strain on patients
[26, 27, 28]. Many patients are forced to choose between
paying for medication, testing supplies, utilities, food,
or rent. Food insecurity has also been correlated with
hypoglycemia and hyperglycemia [26, 27, 28, 29]. Due
to these characteristics, we chose to pilot our model at
two endocrine clinics that did not have access to social
workers. To develop and implement this workflow,
student leadership worked with faculty advisors,
providers, physician assistants, and nurse managers
to assess the best methods for screening patients and
placing referrals.

By adding Help Desk as a CBO on NCCARE360,
Endocrinology staff had a centralized navigation team
ready to help connect patients to resources. Help Desk’s
CBO status allowed for arelatively fluid way of connecting
patients from providers to a social hub and served as
a platform through which providers could view referral
outcomes and notes made by Help Desk. Other models
would require different documentation external to the
EHR, such as a secure spreadsheet, which was used in
previous Help Desk models.

METHODS

SCREENING, REFERRAL, AND FOLLOW-UP
WORKFLOW

Patients were screened through two methods: an online
workflow through a patient portal and a paper form
workflow. Via the portal, patients completed a social
factors questionnaire sent prior to their clinic visit. If the
patients screened positive, they were asked to sign a
Release of Information (ROI) form that would allow them
to be added to NCCARE360. They were then asked if they
wanted help. A provider, titled the SDOH champion,
would then run a query in the EHR to find patients who
had indicated a social need, signed the portal ROI, and
requested help (Figure 1). The SDOH champion would
then refer the patient to Help Desk on NCCARE360.

In the paper screening workflow, patients filled out an
HRSN screening questionnaire during check-in and signed
a paper ROI if they screened positive for social needs and
requested help. A student coordinator collected these
forms, created a patient referral on NCCARE360, and sent
the referral to Help Desk (Figure 1).

After a Help Desk referral was placed, a student
coordinator accepted the referral, thus changingits status
to an “open case,” and assigned patients to volunteers.
The volunteer then called the patient within 2-3 days. If
no initial contact was made, volunteers would attempt
to contact the patient at least 3 times. During the referral
call, the volunteer made referrals to other CBOs via
NCCARE360. After the call, volunteers sent a summary
text message detailing what referrals were placed. After
7-10 days, the volunteer completed a follow-up call
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Figure 1 Endocrine HRSN screening and referral workflow.

to ensure the patient had connected to resources and
that their needs were met. If needs were not met, the
volunteer continued to provide telephonic outreach to
the patient. For cases that needed to be escalated, such
as in cases where the patient was in physical danger,
volunteers reached out to the SDOH champion, who
then connected to the patient’s healthcare team. Once
the referral call and/or follow-up attempts had been
exhausted, whether the patient was reached, the Help
Desk case was categorized as “closed.”

Every patient interaction or call attempt was
documented in the referral case on NCCARE360.
Providers could see this information, case status, and
eventual resolution by launching the platform through
the EHR. This was a key advantage of making Help Desk
an NCCARE360 CBO.

STUDY AIM AND ANALYSIS

The goal of this study was to determine the feasibility of
establishing student volunteers as a CBO on NCCARE360
to accept referrals from providers and then make resource
referrals and conduct follow-up with those patients to
ensure resource connection. Volunteers conducted social
needs screening and referral calls for six months from
September 2022 to March 2023.

To examine the feasibility of leveraging student
volunteers to serve as a CBO and facilitate patient
referral to resources, we evaluated (a) the number of
successful connections between volunteer and patient
for both referral and follow-up calls and (b) the rate of
successful connection between patient and resource.
We manually parsed through the referral outcomes

and volunteer notes on NCCARE360 to determine both
measures. We considered a patient connected to a
resource if the connection was confirmed during a phone
call by a volunteer, if the CBO had accepted the referral
on NCCARE360 and stated that they had successfully
contacted the patient, and/or if the CBO stated that they
had invited the patient to access resources.

RESULTS

From August 1%, 2022, to March 26, 2023, 9955 patients
were seen across the two ambulatory care endocrine
clinics (Table 1). A total of 7771 patients were screened
for HRSNs with similar volumes by sex compared to
the overall population. Food insecurity was found for
605 (7.8%) and transportation needs for 212 (2.7%)
individuals across the total screened population. Of
those individuals with HRSN, 151 signed the ROI, and 83
of these patients who requested help were referred to
Help Desk. It was more common for females to accept
referrals to NCCARE360 than males, and the average age
of those who screened positive was younger than those
who did not screen positive (Table 1).

Of the 83 patients who screened positive, requested
help for social needs, and were referred to the Help
Desk CBO, 64 cases were closed, i.e., either outcomes
were determined, or all call attempts were completed
without connecting to the patient. The remaining cases
(N = 19) are open cases, meaning that volunteers are
still completing their call attempts. Out of closed cases,
volunteers reached 52 patients at least once, placing
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8/1/2022 - 3/26/2023 MALE FEMALE TOTALS MEAN AGE
Population - unique patients (% of total)* 2983 (30.0%) 6971 (70.0%) 9955 56.9
Screened 2347 (30.2%) 5424 (69.8%) 7771 57.2
(% of total) (78.1% of all patients)

Not Screened 636 (29.1%) 1547 (70.8%) 2184 56.2
(% of total)

Food Insecurity 170 (28.1%) 435 (71.9%) 605 51.6
(% of total) (7.8% of all patients screened)

No Food Needs 2042 4699 6741 57.6
Transportation Needs 51 (24.1%) 161 (75.9%) 212 55.1
(% of total) (2.7% of all patients screened)

No Transportation Needs 2263 5176 7439 57.2
Accept Referral to NCCARE360 (% of total) 33(21.9%) 118 (78.1%) 151 50.5
Decline 79 201 280 51.1

Table 1 Demographics of HRSN Screening Overall, by Food Insecurity, Transportation Needs and Referral to Help Desk.

*1 patient’s sex was categorized as unknown. This individual screened negative for food insecurity and transportation needs.

referrals in 44 cases. Patients who were not referred by
Help Desk (N = 8) included those whose social needs
had been resolved before the referral call, patients who
spoke a language other than English, and patients who
had been sent to another referral organisation prior to
the call.

For cases where a referral was placed (N = 44), 41
(93%) patients were reached for follow-up by either Help
Desk and an NCCARE360 CBO that Help Desk had referred
the patient to (N = 32) or an NCCARE360 CBO only (N =
9). Thirty-six (82%) patients connected to at least one
resource. Only 5 patients did not connect to resources
during follow-up. These patients did not connect to
resources because their referral was rejected by the
CBO due to not being eligible for the specific service,
and there were no additional resources available given
their location and specific need. Figure 2 provides a flow
diagram of outcomes for Help Desk referrals.

The most common social needs and referrals were
food, transportation, and financial assistance for utilities
and other costs. Ninety-four percent of patients reported
at least one need in these domains (Figure 3). Other
reported social needs included medical care, housing,
and clothing. Numbers include both open and closed
cases.

DISCUSSION

Screening and addressing social needs are essential
steps toward improving health equity [3, 4, 5, 6, 7, 8, 9].
Interventions addressing SDOH on a population level can
be supported by coordinated care platforms that connect
providers, patient navigators, and CBOs. Implementing
workflows through which these platforms can be used
to serve patients requires cross-sector collaboration

between patient navigators, healthcare systems, private
companies, governments, and CBOs.

Our case study demonstrates how a CBO of student
volunteers can be leveraged as a resource referral
hub. Of 64 closed cases, over 81% of patients (n = 52)
were contacted by volunteers at least once. Of the 44
patients given referrals, 93% of patients were reached for
follow-up either by Help Desk, a CBO, or both, which is
comparable to or greater than the rate found in previous
interventions [16, 22, 30, 31]. Of the patients who had
received a referral from a Help Desk volunteer, 82%
connected to at least one community resource. Similar
to the rate of successful follow-up, this connection rate
is greater than many other interventions in the literature,
including the original Help Desk pilot study, where
patients had a 48% connection rate to resources [14, 16,
22,30, 31].

We believe that our greater connection rates are
in large part due to the combined efforts of volunteer
navigators and their use of the NCCARE360 coordinated
care platform. By placing the onus of reaching out on
the CBO, not the patient, NCCARE360 addresses many
major barriers to resource connection reported by
patients in previous interventions, such as missing CBO
contact information and lack of time to reach out to
CBOs [14, 31]. In addition, in previous interventions, if a
patient could not be reached for follow-up by the person
who made the referral, their outcomes were often
unknown [12, 13]. Our follow-up and patient-to-resource
connection rate was likely higher, therefore, because
integrating navigators to make full use of the platform
(a) addressed patient-resource connection barriers
such as missing contact information and (b) supported
documentation and communication between providers,
patient navigators and other referral organisations, and
community resources on the interactions and recorded



Lee et al. International Journal of Integrated Care DOI: 10.5334/ijic.7633

Patients screened positive for social
needs (n = 83)
+ Patients screened positive through
patient portal workflow (n = 69)
« Patients screened positive through
paper form workflow (n = 14)

>

v

Patients where 3 attempts were not
yet completed by volunteer, i.e., open
case (n=19)

Closed cases (n = 64)

Y

Patients reached by Community
Resource Navigators (n = 52)

« Patients not reached after 3 call
attempts (n = 12)

Patients who were not given a

referral (n = 8)

« Patients who no longer had social
needs (n = 5)

A\

Patients given at least one referral
(n=44)

A

« Patient spoke language other than
English (n = 1)

« Patient case was referred to
another patient navigator
organization (n = 2)

Patients not reached for follow-up

Patients reached regarding referral at
least once (n = 41)
« Patients reached by volunteers and
NCCARE360 CBOs (n = 32)
« Patients reached by NCCARE360
CBOsonly (n=9)

by either Help Desk or

INCCARES60 CBOs (n = 3)

Patients who connected to at least
one resource (n = 36)

Patients who did not connect to at
least one resource (n = 5)

Figure 2 Flow diagram of patient interactions and outcomes.

70 65

[e2]
o

wu
o

S
o

31

w
o

Number of Patients
N
o

15 14

> Y Q& 2
® N N &
« N 3 >
\5’0 o{" 0 (J/b
\ Q I
e 3 e
& > )
<2 N
;_)\‘o
?‘:’
>
("\’b
S
&

o ©
N
I
|

| Initial Need m Referrals

13
7
2 2 30
. - - |
<o & ]
s S c“é’
o \O ¥
s C &
&
<&
&

Figure 3 Graph depicting domains of patient needs and referrals made by volunteers between September 1%, 2022, and March 26, 2023.




Lee et al. International Journal of Integrated Care DOI: 10.5334/ijic.7633 7

outcomes between CBOs and patients. Platform use thus
enabled greater integration of care. Ultimately, these
results speak to the feasibility of having students serve
as a CBO and leverage a statewide, centralized platform
for resource referral and outcome tracking.

To promote integration between healthcare systems,
patient navigators, and CBOs, Unite Us is expanding and
creating similar coordinated care networks across the
United States. At present, 44 of 50 states areimplementing
care networks [32]. Similar initiatives to build digital
platforms that facilitate cross-sector communication
exist across the globe, including in Switzerland, Belgium,
and the United Kingdom [33, 34]. In the United Kingdom,
private companies have partnered with healthcare
systems and CBOs to develop centralized platforms that,
like NCCARE360, allow organisations to send referrals to
non-clinical services and track outcomes on a central
platform [35, 36]. In Estoniq, there is an integrated care
reform initiative to create a centralized system of social,
medical, and vocational support services to support
patient populations [37]. We hope that our study can
inform organisations in other regions about potential
workflows through which coordinated care networks can
be used to support social needs screening and referral.

HURDLES TO IMPLEMENTATION

Implementation required overcoming several hurdles,
including generating buy-in to use the platform itself,
obtaining a signed ROI, difficulty in reaching patients
at mutually convenient times, and changing resource
availability.

One barrier to using NCCARE360 was hesitancy by
providers to use a system that often did not provide
quick follow-up. However, because of the sizable number
of undergraduate students eager to learn more about
healthcare and assist patients, we could maintain a
consistent workforce, ensure that all patients were referred
and followed up with in a timely manner, and document
patients’ social care journeys. Help Desk volunteers were
also able to call patients during evenings and weekends,
when more patients may be off work, compared to paid
employees who usually work during standard business
hours. Through the program, patients received help for
their social needs and learned more about the available
national, state, and local community resources. Likewise,
volunteers developed patient interaction skills and gained
an understanding of SDOH [14, 24].

To protect patient information, a signed ROI to use
NCCARE360 was required by HIPAA regulations. By
making Help Desk a CBO on the platform, the burden
of obtaining the ROI was placed on the sender of the
referral. If a patient screened positive for social needs via
the patient portal or paper form in-clinic and requested
further help, they were prompted to sign and complete an
ROI form on the patient portal or on paper, respectively.
After this step, the patient was added onto NCCARE360,
and a referral could be made to Help Desk. However, if

the patient did not complete the ROI, a referral could not
be made, thus limiting Help Desk’s outreach to patients.

Given that Help Desk volunteer interaction with
patients was completely telephonic, successful contact
with a patient was dependent on whether the volunteer
called the patient at a mutually convenient time. The
inability to find a mutually convenient time limited Help
Desk’s ability to address patient needs. However, efforts
were made to overcome this obstacle by establishing
protocols for volunteers in the event that they could
not reach a patient. These protocols included leaving
voicemails, calling back at least 3 times on different days
and at different times, and providing the patient with
Help Desk’s contact information. Ideally, patients with
social needs should be helped on-site on the day of the
clinical encounter, but most clinical areas do not employ
onsite social workers or community health workers.

Due to fluctuating economic conditions and a
high prevalence of social needs, resources were often
underfunded and would pause referrals on the platform.
As a result, certain needs, such as housing and utilities
assistance, could not be met by the available CBOs in
the area. Our volunteers navigated this hurdle as best as
possible, finding other resources and sharing successful
referrals during weekly case reviews.

LIMITATIONS

The study and model had a few limitations, including
being limited to English-speaking volunteers and patients
and the lack of bidirectional flow between NCCARE360
and the EHR. In addition, most medical centers are not
linked to academic centers, limiting the implementation
of a workflow using undergraduate students. However,
our workflow could be replicated using other social
resource connectors, such as community health workers
and organisations acting as referral hubs that already
exist on the platform.

For this study, we were only able to recruit English-
speaking volunteers. We were unable to reach one patient
due to this language barrier. To address this issue, our
upcoming volunteer cohort includes multiple Spanish-
speaking students, of which one has been assigned to
call endocrine patients. In addition, our paper form
is only in English, though we plan to include a Spanish
version once the cohort is expanded.

The lack of bidirectional flow to the EHR also presented
a challenge. Neither documentation in the EHR nor
NCCARE360 is bidirectional. Therefore, documentation is
only viewable by health system users if they know the
referral in NCCARE360 has been placed. To address this
challenge, we established rigid volunteer documentation
protocols which allowed patient updates to be clearly
communicated to providers in the event that they
would like to determine whether a patient’s needs have
been addressed. However, bidirectional flow would
allow for more seamless cross-sector collaboration and
communication.
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Because our model was implemented in an urban
area, this case study may not be generalizable to other
communities, such as those in rural areas without
academic medical centres or where access to resources
might be more limited. In addition, data collection was
highly dependent upon volunteer and CBO self-reported
notes on patient interactions and referrals. When the
workflow was first implemented, for example, there
were discrepancies among volunteers on delineating
what was considered a “resolved” case. When volunteers
could not contact patients for a final follow-up call, some
cases were marked as “resolved” due to confirmation
from a CBO about patient connection whereas other
cases were marked as “unresolved” due to loss of patient
contact. To minimize the risk of erroneous or vague
reporting, all volunteers underwent significant training
on the implemented workflow and NCCARE360, and
discrepancies were clarified and corrected during weekly
case reviews.

Deploying a Help Desk intervention required significant
cooperation between healthcare administrators and
student leadership. Structured training on topics such
as local resources, motivational interviewing, and HIPAA
remains key to all workflows [24]. The intervention
described in this case study is part of a greater effort to
create a centralized social support system for patients,
and our findings demonstrate the value of having
students serve as a key connector for patients to
resources to increase health system capacity for social
support. Our findings also speak to the contribution
of coordinated care platforms in increasing patient-
resource connection rates and facilitating cross-sector
communication to address social needs.

LESSONS LEARNED

The following principles were integral in establishing Help
Desk as a CBO on NCCARE360: 1) Collaboration with a
pre-existing student group interested in addressing social
needs, 2) Realistic goals and workload, 3) Comprehensive
training, and 4) Frequent and structured communication
between all stakeholders.

1. Prior to its establishment as a CBO on NCCARE360,
Help Desk was already an established undergraduate
organisation. Undergraduate universities often
contain hundreds or thousands of pre-health
students who are eager to gain experience and help.
Utilizing this enthusiasm aided in establishing a
reliable and driven volunteer base, thus allowing for
effective operation as a CBO. An organized leadership
structure was also integral in the implementation
process. The Help Desk leadership team consists
of program coordinators, site coordinators,
recruitment and training chairs, NCCARE360 liaisons,

and programming chairs, who together manage
volunteers and keep the organisation accountable to
all patients and clinic partners.

2. Animportant contributor to the success of this case
was setting realistic goals for student volunteers to
become accustomed to patient interactions and the
workflow. We found that starting with two clinics was
beneficial in establishing Help Desk as a CBO. This initial
scale allowed students to gain confidence in calling
patients and making referrals. It also allowed the
workflow to be fine-tuned according to clinic needs.

3. Comprehensive training was essential in establishing
knowledgeable and skilled volunteers. Help Desk
volunteers were required to undergo extensive
training on HRSN; local, state, and federal resources;
motivational interviewing; and privacy laws and
expectations (HIPAA). Volunteers were also briefed
on protocols for calling patients as well as escalation
protocols for situations including intimate partner
violence, suicide, or imminent eviction. For further
preparation and to assess efficacy, volunteers were
required to complete practice calls, shadowing
of calls made by current volunteers, and reverse
shadowing, where current volunteers provided new
volunteers with feedback and guidance during calls.

4. Frequent communication was required to build
collaborative capacity, troubleshoot barriers, and
discuss changes in the platform and workflows.
Developing and implementing a workflow that
served each clinic’s needs and complemented the
clinic’s available resources required weekly meetings
between volunteers and student leadership and
between student leadership and clinic leadership.
Meetings were done on an as-needed basis between
both leadership teams with state and private entities
involved in the implementation of NCCARE360.

CONCLUSION

There is a need for a patient navigator role to facilitate
connection to social resources for patients with social
needs. Clinical staff are not trained in resource allocation
and often do not have the time for follow-up, particularly
when the referral is rejected or not resolved. Help Desk
student volunteers can act as patient navigators, much
like community health workers, to fill this gap.

Patient referral in this workflow involved the use of
NCCARE360, a centralized social care platform. As a CBO
on NCCARE360, Help Desk can document their interactions
and referral outcomes in a manner that is viewable to
providers and other groups using the platform. Volunteers
and providers are also able to view referral resolutions
documented by CBOs, closing the loop from referral to
outcome. Leveraging students to act as the key connector
between patients and resources is one workflow through
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which these platforms can be used to address social
needs and enable greater integration of care.
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