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Learning Objectives 

Describe the Evolution of a 20-year-
old conversation on the topic of 
improving value in healthcare

Measure and Identify barriers to 
improved health outcomes 

Apply best practices in establishing 
partnerships with stakeholders and 

determine actionable next steps



“Value” a 
20 Year old 

conversation 
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How are we doing 25 years later? Source: Commonwealth Fund 
2020
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Social Drivers 
of Health 
(SDOH)
is 20 Years Old 
Too!
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Medical Care



Healthy People 2030

“Create social, physical, and 
economic environments 

that promote attaining the 
full potential for health and 

well-being for all.”

Social Drivers of Health



What are Social Drivers of Health?
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The non-medical 
factors that influence 

health outcomes 

They are the 
conditions in which 

people are born, grow, 
work, live, and age

They are the wider set 
of forces and systems 

that shape the 
conditions of daily life 



End Goal: 
Getting it Right
Every Patient Every Time

Variation in the Risk of 
Readmission Among Hospitals: 

The Relative Contribution of 
Patient, Hospital and Inpatient 

Provider Characteristics

J Gen Intern Med



Why Does it Matter in 
Value-Based Care? 





Zip Code Matters 



Chronic Disease and Environment

38% OF US DEATHS ARE ATTRIBUTABLE TO 4 

BEHAVIORS: 

SMOKING

POOR DIET

PHYSICAL INACTIVITY

ALCOHOL USE.

 $730.4 BILLION
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SOURCE: THE LANCET Health-care spending attributable to modifiable risk factors in the USA: an economic attribution analysis 2020



Rural America’s  
Disproportionate Share of 

Chronic Disease  

Over 45 million Americans live in 
poverty. 

Closely associated with high rates of 
diabetes, inflammatory disease, low 
birth weights, obesity, mental illness 

and 

lifespans 10 to 15 years lower 

than those of wealthy Americans 

Map Source: https://www.povertyusa.org/data

https://www.povertyusa.org/data


Low Wages and Longevity 
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Source: JAMA February 21, 2023 History of Low Hourly Wage and All-Cause Mortality Among Middle-aged Workers

38%  
increase in 

excess death 
and 

elevated mortality 
risk 



Affordability is an Access Issue
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33% Patients 
in US Can’t 

Afford 
Their 

Medications  



Inequity’s 
Impact

• Achieving Racial and 
Ethnic Equity in U.S. 
Health Care: Scorecard | 
Commonwealth Fund

https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance
https://www.commonwealthfund.org/publications/scorecard/2021/nov/achieving-racial-ethnic-equity-us-health-care-state-performance




The Solution Will Take the Work of Many Hands 

“While COVID has been the driving force behind high rates of excess 
deaths across the U.S., states with historically strong health systems

low uninsured rates

 robust primary care capacity 

effective care management 

generally had lower rates than states with weaker health systems.”

Commonwealth Fund 

2022
20

Value-Based Care



Teams Double Physician Capacity and Improve Access
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Expanding 
Beyond a 
Traditional  
Team is 
Essential 



Delegating Work to “Top of License” to Achieve Triple Aim

Top 5%

Care 
Transitions 

High Risk High Need 
Patients 

Chronic Disease gap 
Management
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The Work of Many Hands Lightens the Chronic Disease Load
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Quality and Value: Promoting Team-Based Care
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Diabetes Center of Excellence Care Management OutreachPharmacy Impact

Unique Patients: 100

Encounters: 375

6
4

7

1
7

4
1

S O C I A L  W O R K O N G O I N G  N U R S E  
C A R E  

M A N A G EM EN T

UNIQUE ENCOUNTERS
2023



Community Health Worker Programs 
Reduce Unnecessary Utilization…and Financial Losses 

Advisory Board



Where Do 
You Start? 



Precision 
& 

Control  

Societal Factors That Influence Health | AHA

https://www.aha.org/societalfactors


You Have Already Started Down the SDOH Path

Shifting the Power Balance: Creating Health System Accountability through Trusted Community Partnerships (chcs.org)
Community Health Assessment Toolkit | ACHI (healthycommunities.org)

“Empowering community 
members in decision-making 

at the health system level 
mirrors a fundamental tenet of 

the person-centered care 
model, which places the 

preferences of patients and 
families at the center of all 

care decisions.”

Center for Healthcare Strategies

https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf
https://www.healthycommunities.org/resources/community-health-assessment-toolkit


Community Health Needs Assessments – ACA 2011 



Have You Made Good Use of the CHNA?

99% Reported on IRS 990 form 
that they had completed 

60% had a published CHNA and a 
corresponding strategy online

Source: JAMA US Nonprofit Hospitals’ Community Health Needs Assessments and Implementation Strategies in the Era of the Patient Protection and Affordable 
Care Act | Health Policy | JAMA Network Open | JAMA Network

https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2783452
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2783452


Do you have a 

CHNA Team

that meets

regularly?



How Are You Doing? 

What was done with your CHNA? 

Provider & Staff education?

Board education?

Community education? 

Routine Board Agenda?

How have you established a Task Force 
to Implement a Strategy? 

Educate Stakeholders 

Evaluate Capabilities 

Compile Community Resources

 Identified community partnerships 

Seek Funding Sources  



Improving Awareness is the First Step 

Equity in Medical Health Care | AMA Ed Hub (ama-assn.org)

https://edhub.ama-assn.org/course/324


Community Health Assessment Toolkit | ACHI (healthycommunities.org)

Inspiring and Igniting Ownership Drives Change 

https://www.healthycommunities.org/resources/community-health-assessment-toolkit


American Hospital 
Association  

• The Health Equity Roadmap | Equity (aha.org)

https://equity.aha.org/




Who Do you 
Need on 
your SDOH 
Task Force?

Persons with lived 
experience 

Community Health 
Workers 

Community 
Ambassadors

Community Based 
Organizations 

(CBO) 

Community Health 
Centers

Public Health 

Patient and Family 
Advisory 

Committee

Community 
Coalitions or 
Intermediary

Food Banks

Economic 
Development 

Foundation Payers 



Patient 
Centered

&
Personalized  

Societal Factors That Influence Health | AHA

https://www.aha.org/societalfactors


CMS Accountable Health 
Communities Model

• Testing whether systematically identifying and 
addressing the health-related social needs of 
Medicare and Medicaid beneficiaries’ through 
screening, referral, and community navigation 
services will impact health care costs and 
reduce health care utilization

• 28 organizations participating

• 2017-2023 Pilot 



CMS Accountable Health Communities Model 

SCREENING REFERRAL NAVIGATION ALIGNMENT



CMS Screening Tool - KISS  

HOUSING 
INSTABILITY 

FOOD INSECURITY TRANSPORTATION 
PROBLEMS 

UTILITY HELP 
NEEDS

INTERPERSONAL 
SAFETY

The AHC Health-Related Social Needs Screening Tool (cms.gov)

https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf


Early Results 



CMS Accountable Health Communities Model 

SCREENING REFERRAL NAVIGATION ALIGNMENT



SDOH-
Screening 
and 
Intervention
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Screening 
for SDOH 
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SDOH-
Screening and 

Intervention 
Process
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• Identify a screening tool that works for you

• Screen all patients at least once per year at their annual 
visit or more often

• Additional screenings for high-risk patients with frequent 
ER visits or identified as not following care plan

Screening

• Identify barriers and needs

• Provide resources if low risk

• Refer to social work

• Additional referrals if needed:

• Care team (pharmacy, care navigation)

• Community based organization

• Mental health 

• Other

Action for patients screening positive



Referral – Navigation – Alignment  
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Closing the loop

• Is the patient engaging?

• What driver is the patient referred 
for?

• What did the follow up look like? 

• Action (closing the loop), whole 
team involvement

• Was there a successful outcome?

Collecting Data

• Who is our population?

• Who are your community partners ?

• Do we have what we need to meet the 
goals?

• Any workflow changes needed?



Screening & 
Z-Codes:
 
If you can’t 
measure it you 
can’t manage it
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Why Utilize Z Codes?
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Demonstrate patient 
complexity to payers

01
Assist patients 

address barriers to 
care

02
Empower providers 

to identify and 
address health 

disparities

03
Enhance 

understanding of 
patient needs across 

the continuum
•Outpatient 

•Hospital 

•Specialties

•Post-acute care

04



Implementing Z Codes at your Practice

• Educate – Educate the importance of showing the whole patient picture

• Start small—A team of two can move the needle forward

• Move it to the next step: provider buy in and clinical staff

• Then: Involve whole team

• Follow up – what questions are there and how can we do better as a team to 
implement

• Track data—highlight that utilizing Z Codes makes a positive impact on supporting 
reimbursement by demonstrating complexity of patients

52



Patient Story

53

Medical Only Information

History of missed or 
cancelled 

appointments

Is knowledgeable about 
disease but never 
appears to make 
needed changes 

History of admission 
for hyperglycemia

A1C ranging 9-11



Purpose 
Drives 
Success

54



Volunteer Time Off – VTO? 

28% of employers allow employees 
to take paid time off to volunteer. 

Healthcare is the lowest!

VTO can be a powerful differentiator 
that helps your company stand out 

from your competition.

Do you pay employees to volunteer 
time for your community at your 

organization? 

Source: Society for Human Resource Management’s (SHRM) 2023 Employee Benefits Survey

https://shrm-res.cloudinary.com/image/upload/v1685728116/Employee%20Benefits/CPR-222434-Employee-Benefits-Executive-Summary-FINAL-for-PUBLICATION.pdf


Key Elements for an Effectual SDOH Process

• Multidisciplinary teams:
• Hospital leadership, business development staff, physicians, community referral partners, case 

managers, and social workers.

• Access to data to establish the links between social drivers of health and patient outcomes.

• EHR-based resources and social needs screening tools.

• Shrink the Goal - Identifying the social drivers of highest risk patients and investing in a system to track 
those patients.

• Relationships with community partners and hospitals

• Team Additional care navigators

Source: Improving and Promoting Social Determinants of Health at a System Level - ScienceDirect

Source: Enhancing Support for Patients’ Social Needs to Reduce Hospital Readmissions and Improve Health Outcomes | PSNet (ahrq.gov)
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https://www.sciencedirect.com/science/article/pii/S1553725022001234?via%3Dihub#tbl0002
https://psnet.ahrq.gov/innovation/enhancing-support-patients-social-needs-reduce-hospital-readmissions-and-improve-health#2


Lessons Learned—SDOH in Primary Care

57

Success Tips for Implementation

Closed loop process

Verbiage for staff in asking the questions

Know available resources

Team based approach

Focused needs and Focused population

Start with what you can do and build from there

Supporting Staff

When there’s not much you can do

Ensuring adequate time to care for patients with 
Health Related Social Needs

Equip staff with resources and training

Partner with CBO and/or other care managers

Involve in decisions affecting the program



Action: To-Do-List

EDUCATION HOSPITAL TASK 
FORCE

SCREENING TOOL SDOH IN EMR 

(Z-CODES) 

HIGH-RISK 

(SHRINK THE GOAL)

INVEST IN TEAM TO 
EXPAND REACH  

(CHW, LCSW) 

INVENTORY 
COMMUNITY 
RESOURCES

IDENTIFY AND 
SECURE COMMUNITY  

PARTNERS  

COMMUNITY TASK 
FORCE AS PART OF 

COMMUNITY HEALTH 
NEEDS ASSESSMENT



Kubler-Ross 
Change Curve

Denial

Disbelief, looking for 
evidence that it isn’t true

Anger

Recognition that things 
are different; sometimes  
frustrated

Despair

Low mood; lacking in 
energy

Exploring

Initial engagement with 
the new situation

Commitment

Learning how to work in 
the new situation; feeling 
more positive

Create 
Alignment

Maximize 
Communication

Spark 
Motivation

Develop 
Capability

Celebrate & 
Reinforce

Time

Explain the why

Bargaining

Making deals, trying to 
get back to a normal 
state

Fe
e

lin
g

Decision Point: Stay in despair or move to commitment



Small Improvements Make Big Differences 
over Time 

“It’s easy to 
overestimate the 

importance of one 
defining moment, and 

underestimate the value 
of making small 

improvements on a daily 
basis.” 

James Clear – Atomic Habits
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Questions 

Thank you! 



Resources:

• Camden Coalition

• inspire-nine-dimensions.pdf (camdenhealth-website-media.nyc3.digitaloceanspaces.com)

• American Hospital Association – 

• The Health Equity Roadmap | Equity (aha.org)

• HEAL overview | AHA

• CMS – Accountable Health Communities Model 

• Accountable Health Communities Model | CMS

• The AHC Health-Related Social Needs Screening Tool (cms.gov)

• The Better Care Playbook 

• Community Engagement Interventions to Improve Health Equity | Playbook (bettercareplaybook.org)

• Center for Healthcare Strategies 

• Shifting the Power Balance: Creating Health System Accountability through Trusted Community 
Partnerships (chcs.org)

https://camdenhealth-website-media.nyc3.digitaloceanspaces.com/wp-content/uploads/2024/02/26181910/inspire-nine-dimensions.pdf
https://equity.aha.org/
https://www.aha.org/heal
https://www.cms.gov/priorities/innovation/innovation-models/ahcm
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://bettercareplaybook.org/collections/community-engagement-interventions-improve-health-equity
https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf
https://www.chcs.org/media/Shifting-the-Power-Balance-Creating-Health-System-Accountability-through-Trusted-Community-Partnerships_032323.pdf


Resources:

• Social Determinants of Health Literature Summaries - Healthy People 2030 | 
health.gov

• Reports - Gravity Project (thegravityproject.net)

• Community Health Assessment Toolkit | ACHI (healthycommunities.org)

• Foundations of Health Equity Self-Guided Training Plan Domains and 
Competencies | Health Equity | CDC

• How to improve screening for social determinants of health | American Medical 
Association (ama-assn.org)

• Investing in the Power of Teams to Address Social Needs | AHA

• Community Health Worker Integration with and Effectiveness in Health Care and 
Public Health in the United States | Annual Reviews

https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries#block-sdohinfographics
https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries#block-sdohinfographics
https://thegravityproject.net/reports/
https://www.healthycommunities.org/resources/community-health-assessment-toolkit
https://www.cdc.gov/healthequity/training/competencies/index.html#c5
https://www.cdc.gov/healthequity/training/competencies/index.html#c5
https://www.ama-assn.org/delivering-care/patient-support-advocacy/how-improve-screening-social-determinants-health
https://www.ama-assn.org/delivering-care/patient-support-advocacy/how-improve-screening-social-determinants-health
https://www.aha.org/webinar-recordings/2021-06-25-investing-power-teams-address-social-needs
https://www.annualreviews.org/content/journals/10.1146/annurev-publhealth-071521-031648
https://www.annualreviews.org/content/journals/10.1146/annurev-publhealth-071521-031648


AHA Health 
Equity Roadmap 

The Health Equity Roadmap | Equity (aha.org)

https://equity.aha.org/
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Shrink the 
Goal – 

Camden 
Coalition 



Camden 
Coalition 
Blueprint-for-Complex-
Care_UPDATED_030119-
2.pdf (camdenhealth.org)

https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf
https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf
https://camdenhealth.org/wp-content/uploads/2019/03/Blueprint-for-Complex-Care_UPDATED_030119-2.pdf


Shrinking the Goal 
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