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Objectives 

• Understand the social determinants of health (SDOH) that may affect the 
populations receiving care in your practice or community, and how they may 
lead to health disparities and health inequity 

• Learn about existing approaches to address SDOH barriers at the individual 
and community levels 

• Gain tools to identify and address SDOH in your community / practice 
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Defining Social Determinants of 
Health & Health Disparities 



  

  

    

(CDC, 2017)

Defining Social Determinants of Health 

• Health starts in our homes, schools, workplaces, neighborhoods, 
and communities 

• Conditions in these places affect a wide range of health risks and 
outcomes 

• These conditions are known as social determinants of health (SDOH) 
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Social, environmental, and behavioral factors 
drive the majority of healthcare outcomes 

SOCIAL, ENVIRONMENTAL, 

BEHAVIORAL FACTORS 

60% 
HEALTH CARE 

10% 
GENETICS 

30% 

Source: Adapted from https://www.nejm.org/doi/full/10.1056/NEJMsa073350 
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Life expectancy can vary significantly between 
neighborhoods only a few miles apart 

Why such stark differences 
between neighborhoods?  

“Gaps in health across neighborhoods 
can stem from multiple factors, ranging 
from scarce educational or income 
opportunities, to unsafe or unhealthy 
housing, to limited access to good 
hospitals and primary care.” 

New York City: 9 years 

St. Louis, MO: 12 years 

New Orleans, LA: 25 years 
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Source: Robert Wood Johnson Foundation https://www.rwjf.org/en/library/articles-and-news/2015/09/city-maps.html Accessed March 16, 2019 6 
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Addressing the social determinants of health enables improved 
health outcomes for individuals and communities 

“The social determinants of health are the conditions in which 

people are born, grow, work, live, and age, and the wider set of 

forces and systems shaping the conditions of daily life. . . . 

The social determinants of health have an important influence 

on health inequities - the unfair and avoidable differences in 

health status seen within and between countries.” 

- The World Health Organization 

CORE ELEMENTS 

• Housing Instability 

• Food Insecurity 

• Transportation 

• Employment 

• Education 

• Safety 

• Social Isolation Supports 

• Financial Security 

Source: World Health Organization, https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1, Accessed April 7 2022. 7 
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(ODPHP, 2014)

Social Determinants of Health 0 
0 
0 

Social Determinants of Health ., n n H I h p I 2030 
Copyri ght free ~ u LI - ea t y eop e 

Healthy People 2030: Five Key Determinant Areas 

Economic Poverty 

Stability Employment 
Food insecurity 
Housing instability 

Education Access High school graduation 

& Quality Enrollment in higher education 
Language and literacy 
Early childhood education and development 

Health Care 
Access & Quality 

Access to health care 
Access to primary care 
Health literacy 

Neighborhood Access to healthy food 

& Built Quality of housing 
Exposure to crime, violence 

Environment Environmental conditions 

Social & 
Community 
Context 

Social cohesion 
Civic participation 
Discrimination 
Justice-involved 

Source: Healthy People 2030, U.S. Department of Health and Human Services, Office of Disease Prevention and Health Promotion. 
Retrieved 2022 April 7, from https://health.gov/healthypeople/objectives-and-data/social-determinants-health 8 
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(HHS Office of Minority Health)

Defining Health Disparities 

A particular type of health difference closely linked with social, economic, and/or 
environmental disadvantage 

Affect groups of people who have systematically experienced greater obstacles to 
health based on their: 

• Racial or ethnic group 

• Religion 

• Socioeconomic status 

• Gender, age 

• Mental health 

• Cognitive, sensory, or physical disability 

• Sexual orientation or gender identify 

Example of a health disparity: 

Individuals with lower socioeconomic status 
(SES) have disproportionately higher cancer 
death rates than those with higher SES 
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 (HHS Office of Minority Health)

Defining Health Equity 

The attainment of the highest level of health for all people 

Achieving health equity requires: 

• Valuing everyone equally 

• Focusing on ongoing societal efforts to address avoidable inequities, historical and 
contemporary injustices 

• Eliminating of health and health care disparities 
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(Saskatoon Health Region, 2008)

1_1 111;~~11 11_1 
Equality doesn't mean Equity 

Health Equality vs. Health Equity 

Source: Saskatoon Health Region, https://www.communityview.ca/infographic_SHR_health_equity.html 11 
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Tools & Resources for 
Integrating SDOH 

Into Care Practices 



    
     

      
     

 
    

       
      

 
  

  
 

   
    

   
   

    

 
   

   
 

   
    
   

 

      

  
  

 

  

 
 

  
  

  
 

  
    

 

     

Addressing SDOH through Managed Care: 
Sample Healthcare Benefits to Address SDOH 

Medicaid Plan SDOH Benefits 

Medicaid plans often offer a range of 
SDOH-related benefits, including but not 
limited to: 

• Dedicated case management and/or 
care coordination support to navigate 
community resources 

• Transportation benefits, including 
medical and/or non-medical (such as 
visits to the grocery store) 

• Food benefits, such as access to 
medically tailored meal delivery or 
other grocery benefits 

• Housing benefits, such as home 
modifications or utilities assistance 

• Education and employment-related 
supports, including GED and job skills 
training 

• And many others… 

Centers for Medicare & Medicaid Services (CMS) Innovation Model: 
Value-Based Insurance Design (VBID) 

What it is CMS innovation model offering benefit design flexibilities to Medicare Advantage (MA) plans to 
test the impact on utilization, cost, and quality outcomes 

What’s new • Member eligibility for expanded benefits (including SDOH-related services) can now be 
for 2023 based on socioeconomic status, not just limited to specific chronic conditions 

• Certain community-based organizations (e.g., AAAs, CILs) can now qualify as “high-value 
providers” 

SDOH benefit Sample health benefits may include: 
opportunities • food and produce; 

• meals (beyond the current allowable limits); 
• transportation for non-medical needs; 
• indoor air quality equipment and services; 
• access to community or plan-sponsored programs and events to address social needs (such as 

non-fitness club memberships, community or social clubs, park passes, family counseling, 
martial counseling, access to companion care, classes for enrollees with primary caregiving 
responsibilities, or events to address enrollee isolation and improve emotional and/or 
cognitive function, etc.); 

• complementary therapies (offered alongside traditional medical treatment); 
• services supporting self-direction (such as legal services to help establish decision-making 

authority for healthcare needs; access to courses on financial literacy, technology, and 
language; others); 

• structural home modifications; 
• general supports for living, which may include plan-sponsored housing consultations; 
• subsidies for rent or assisted living communities; 
• subsidies for utilities such as gas, electric, and water; and 
• pest control. 

Source: Centers for Medicare & Medicaid Services, https://innovation.cms.gov/innovation-models/vbid, Accessed April 7 2022. 13 

https://innovation.cms.gov/innovation-models/vbid
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SDOH Screenings & Assessments 
Identifying and addressing social needs in healthcare settings can lead to improved patient health, 
enhanced patient-provider trust relationship, and more effective care that treats the whole person 

Sample SDOH Screening Tools 

Accountable Health Communities (ACH) Health-Related Social Needs (HRSN) Screening Tool 
• A standard screening tool developed by the Centers for Medicare & Medicaid Services (CMS) 
• Includes 10 questions across 5 domains: housing instability, food insecurity, transportation, utilities, and 

interpersonal safety 

PRAPARE Assessment Tool 
• Accompanied by an Implementation and Action Toolkit compiling best practices from health centers 

implementing SDOH assessments 
• Includes 21 questions across several domains; currently translated into more than 25 languages 
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https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
http://www.nachc.org/wp-content/uploads/2018/05/PRAPARE_One_Pager_Sept_2016.pdf
https://prapare.org/knowledge-center/prapare-implementation-and-action-toolkit/prapare-implementation-and-action-toolkit-complete/


     

 

 

Get Help Partner with Us About Us En Espanol Neighborhood Navigator 
findhelp.org 

Search and connect to support. Financial 
assistance, food pantries, med ical care, and 
other free or reduced-cost help starts here: 

ZIP .J109 •. , .. 
8y COl'ltin111ng. )'OIJ agree to the THms & PrnrKy 

SDOH Referrals & Community Resource Navigation 
Beyond health plans and direct care coordination support, several free resources can support community 
resource navigation 

Sample Community Services Websites 

https://www.211.org/ https://navigator.aafp.org/ https://www.findhelp.org/ 

See also: https://www.aafp.org/family-
physician/patient-care/the-everyone-
project/neighborhood-navigator.html 
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The EveryON E Project™ 
Advancing health equity in every community 

Sample Patient Visit Flowchart 
Step Actions and Considerations 

Patient checks in Posters are available in the waiting room that prompt patients to discuss their 

+ social needs. 

Patient sits in waiting room Social determinants of health (SDOH) screening tool is distributed to patients at 

+ check-in to be completed in the waiting room. 

Height and weight checked in hallway Nurse or medical assistant conf irm social needs with patient and provides information 

+ to office clerk to cross reference social needs with available community resources. 

Remaining vi tal signs checked in exam room Posters are available in the waiting room that prompt patients to discuss their 

+ social needs. 

Patient meets with clinician Clinician discusses social needs with patient and available resources and works 

+ to develop a plan to address the patient's SDOH. 

Patient meets with counselor Nurse or medical assistant finalizes plan to address patient's SDOH and referrals 

+ to community resources. 

Patient stops at billing/ schedul ing station Office staff schedules follow-up appointment. 

+ 
Patient leaves 

+ 

Additional Resources to Integrate SDOH into Clinical Care Practice 

Addressing Social Determinants of Health in Primary Care: 
A Team-Based Approach for Advancing Health Equity 
Implementation guide for physicians and practice teams aiming 
to better address their patients’ social determinants of health 
and advance health equity 

Source: American Academy of Family Physicians (AAFP, The Everyone Project, 
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/team-based-approach.pdf, Accessed April 7 2022. 16 

https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/team-based-approach.pdf
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/team-based-approach.pdf
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/team-based-approach.pdf
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..rulr- Healthy People 2030 

Key SDOH Resource List 

Introduction to Social Determinants of Health (SDOH) 

Healthy People 2030 
https://health.gov/healthypeople/priority-areas/social-determinants-health 

General Framework 

SDOH Objectives 

Additional Resources: Websites & Newsletters 

The Root Cause Coalition 
https://www.rootcausecoalition.org/ 

Annual RISE SDOH Conference 
https://www.risehealth.org/event-center/rise-events 

Building Healthy Places 
https://buildhealthyplaces.org/ 

The Gravity Project 
https://thegravityproject.net/ 

SDOH Data Sources to Explore 

County Health Rankings Model - https://www.countyhealthrankings.org/ 
Enables lookup of specific communities to understand the social and environmental aspects contributing to overall health 

Social Interventions Research & Evaluation Network (SIREN) – Evidence Library - https://sirenetwork.ucsf.edu/tools/evidence-library 
Highlights peer-reviewed publications & other resources that demonstrate effective practices for integrating medical and social care 

Healthy People 2030 – SDOH Literature Summaries - https://health.gov/healthypeople/priority-areas/social-determinants-health/literature-summaries 
CMS Healthy People 2030 database spotlighting recent research on various social determinants of health 
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