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AGENDA

Terms and definitions

Social and Economic Context of Health 

Moving from Policy to Action with Million 
Hearts Strategies

Deep Dive on Social Determinants of 
Health and Linkages to Support Self-
Management
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LEARNING OBJECTIVES

 Define health equity, health disparities, and social determinants of 
health.
 Describe the social and economic factors that drive health outcomes 

and have impact on health equity.
 Identify the key components of SDOH screening and referral 

management for social care organizations.
 Summarize the key considerations for partnerships with CBOs to 

address SDOH and health equity.
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DISCUSSION QUESTION

What are your patients’ biggest barriers to good health?

Examples include:

 Physical environment
 Healthy foods access
 Access to care
 Language barriers/access
 Trust in health system
 Transportation
 Safety
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TERMS AND DEFINITIONS

Removing obstacles 
to health and making 
systemic changes 
are fundamental 
steps toward 
achieving health 
equity.

 Social Determinants of Health
 Conditions in the environment where 

people are born, live, learn, work, play, 
worship, and age that affect a range of 
outcomes and risks

 Health Equity
 The conditions under which everyone 

has an equal opportunity to be as 
healthy as possible

 Health Disparities
 Measured differences in health 

outcomes between groups within a 
population that are systemic, avoidable, 
and unjust
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CASE EXAMPLE – MEDICAID EXPANSION DID NOT 
GUARANTEE EXPANDED ACCESS TO CARE

Social and structural 
determinants of 
health may still 
create persistent 
barriers to care, 
despite policy 
changes meant to 
help.

 Call, et al (2014) found that expanded access to 
health insurance (Medicaid) did not meaningfully 
expand access to care for low-income or 
racial/ethnic minority populations in their study 
area, Minnesota.

 Persistent barriers to access included:
 Lack of transportation
 Short clinic hours
 Access to childcare 
 Language barriers
 Lack of trust

Call, Kathleen T., Donna D. McAlpine, Carolyn M. Garcia, Nathan Shippee, Timothy 
Beebe, Titilope Cole Adeniyi, and Tetyana Shippee. "Barriers to care in an ethnically 
diverse publicly insured population: is health care reform enough?." Medical care 
(2014): 720-727.
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SOCIAL DETERMINANTS OF HEALTH AND OUTCOMES

Artiga, S. Health Disparities are a Symptom of Broader Social and Economic Inequities, KFF, June 1, 2020. 
https://www.kff.org/policy-watch/health-disparities-symptom-broader-social-economic-inequities/. Accessed 9/8/22.

https://www.kff.org/policy-watch/health-disparities-symptom-broader-social-economic-inequities/
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SDOH RISK IMPACT CYCLE

SDOH that may 
impact health 
outcomes
• Economic stability
• Physical Environment
• Education
• Food
• Social Context
• Health System 
• Adverse Childhood 

Experiences (ACES)/Trauma

Health Risks and 
Outcomes that  may 
increase SDOH
• Morbidity
• Health Status 
• Behavioral Health
• Functional Limitations
• Life Expectancy
• Health Care Expenditures
• Toxic Stress /Chronic Stress
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SYSTEMIC THINKING TOWARD HEALTH EQUITY

People in my clinic 
panel have poorly 

controlled CVD

I see disparities in 
who is most affected

I understand what 
influences these 

disparities.

I intervene to 
mitigate barriers to 

good health.
Ecochallenge (FKA Northwest Earth Institute), 
“A Systems Thinking Model: The Iceberg,”
https://ecochallenge.org/iceberg-model/. Accessed 9/8/22.

https://ecochallenge.org/iceberg-model/
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POLICY RECOMMENDATIONS TOWARD HEALTH EQUITY
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FROM POLICY RECOMMENDATIONS TO PROGAM ACTION

Population Health 
Management

• Use registries to identify 
and target most complex 
or most at-risk

• Identify disparities
• Disease presentation 

in a sub-population
• Outcomes
• Access to care
• Quality of care

Self-Monitoring Supports

• Train patients on self-
monitoring

• Provide BP monitors
• Provide Glucometers

Risk Reduction

• Use linkages to promote 
SDOH mitigation and 
lifestyle changes to 
reduce CVD 
exacerbation
• Stress management
• Smoking cessation
• Physical activity
• Nutrition supports
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MHLC STRATEGIES A & B

Population Health 
Management

• Use registries to identify and 
target most complex or most at-
risk

• Identify disparities
• Disease presentation in a 

sub-population
• Outcomes
• Access to care
• Quality of care

Strategy A
• Health IT – Use EHR and HIT to improve healthcare 

delivery and optimize outcomes
• Share population health level data for DC Health’s 

electronic Chronic Condition Reporting Dashboard 
(CCRD) to track and monitor clinical quality measures 
(CQMs) related to hypertension, type 2 diabetes, and 
cholesterol.

Strategy B
• Track and analyze quality measures at the provider level 

to monitor and decrease disparities
• QI interventions to improve monitoring by subgroups 

and develop data driven activities to address them
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MHLC STRATEGIES C & D

Self-Monitoring Supports

• Train patients on self-
monitoring

• Provide BP monitors
• Provide Glucometers

Strategy C
• Support engagement of non-physician team 

members in disease management in clinic setting
• Implement QI interventions to align best practices 

in engaging non-physician team members

Strategy D
• Facilitate use of self-measured blood pressure 

monitoring (SMBP) with clinical support among 
adults with hypertension
• Implement QI interventions incorporating best 

practices to facilitate implementation of self-
measured blood pressure monitoring (SMBP). 
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MHLC STRATEGY E

Risk Reduction & 
Health Promotion

• Use linkages to promote 
SDOH mitigation and 
lifestyle changes to reduce 
CVD exacerbation
• Stress management
• Smoking cessation
• Physical activity
• Nutrition supports

Strategy E
• Implement systems to facilitate systematic 

referral of adults with hypertension and/or high 
blood cholesterol to community-based chronic 
disease management and prevention 
programs/resources.
• Implement QI interventions strengthening 

referral processes of adults with hypertension 
and/or high blood cholesterol to community 
programs and resources including National 
Diabetes Prevention Program (NDPP), Weight 
Watchers, and Supplemental Nutrition 
Assistance Program Education (SNAP-ED).
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT
SCREENING TOOL AND RESOURCES - EXAMPLES

Many of you are already using these or similar tools!

PRAPARE screening tool, available in 25 languages at www.prepare.org. 
English: https://prapare.org/wp-content/uploads/2021/10/PRAPARE-English.pdf

http://www.prepare.org/
https://prapare.org/wp-content/uploads/2021/10/PRAPARE-English.pdf
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT
CLOSING THE LOOP - EXAMPLE

Screenshot: CRISP DC Portal – social needs module
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT:
MAKING THE “RIGHT” REFERRAL

Most screening tools 
are designed for 
efficiency of use and
focus on social needs 
at a high level.

• Without discussion, these 
won’t trigger helpful referrals.

• Many patients are doubtful of 
the provider’s ability to help.

Screening tools reveal categories of need that 
require next-step discussion to identify best next 
action. 
 Housing issues

 Homelessness
 Unstable housing/ “couch surfing”
 Poor housing quality/inadequate housing
 Eviction risk
 Financial difficulty with rent or utilities
 Overcrowded housing
 Interpersonal/Domestic Violence

Each issue may require referral to a different, 
specialized CBO via a warm handoff to support a 
referral/feedback loop to document impact.
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH 
SCREENING AND REFERRAL MANAGEMENT

A key component of 
Health Equity is 
ensuring that people 
are empowered to 
make decisions that 
are most meaningful 
to their health and 
wellbeing. 

 Who do you screen and why?
 What tools do you use?
 Who does the screening?
 What do you do with a 

screening result?
 How do you know what you’ve 

screened for is the patient’s 
priority?
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CASE EXAMPLE

How do you know 
what you’ve 
screened for is the 
patient’s priority?

 Tina is screened for SDOH by a provider at her clinic. 
Clinic staff identify food insecurity and financial 
instability as SDOH factors and make a referral to a food 
pantry and a job placement program. 

 A review of the referrals list from the organizations the 
clinic partners with shows Tina did not access either 
resource.

 At follow up, a provider learns that Tina found accessing 
either resource difficult because she does not have 
childcare at the times those activities occur.

 Tina believes if she had access to childcare, she would 
be able to hold a job that would help her become more 
financially solvent, and address both her job and food 
insecurity problems.
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT:
UNDERSTANDING PATIENT STATE OF CHANGE

Adapted from: Public Agenda & United Hospital Fund, 2019. It’s About Trust: Low-Income Parents’ Perspectives on How Pediatricians Can Screen for Social 
Determinants of Health.  Accessed August 3, 2022. Available at 
www.publicagenda.org/pages/its-about-trust-low-incomeparents-perspectives-on-howpediatricians-can-screen-for-socialdeterminants-of-health

Patient Sensitivities & Perceptions of 
Provider’s Ability to Help

A 2019 qualitative research 
study by Public Agenda and United 
Hospital Fund on parents’ perceptions 
of SDOH screening shows a range of 
sensitivities on what parents/patients 
felt clinics could help with or what 
they were comfortable discussing, and 
what they trusted providers for help 
with. 

Illustration Credit: Public Agenda, 2019

http://www.publicagenda.org/pages/its-about-trust-low-incomeparents-perspectives-on-howpediatricians-can-screen-for-socialdeterminants-of-health
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT
MAKING THE RIGHT REFERRAL - PATHWAYS

Theoretical model adapted from UHF, 2019

Patient refuses referral

PCP Encounter Patient referred to 
CBO by PCP

Patient refused 
referral

SW, BH, PCP 
assesses patient 
state of change

Provider follow 
up at regular 
intervals to 

assess state of 
change, 

attempt new 
referrals
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT
MAKING THE RIGHT REFERRAL - PATHWAYS

Patient accepts referral, service attempted, loop closed with CBO

Theoretical model adapted from UHF, 2019

Patient referred to 
CBO by PCP

Patient accepts 
referral, pursues 

services

Patient 
receives 
services

Patient does 
not receive 

services

Issue resolved

Secondary 
assessment for 

different 
referral

Feedback to 
PCP for 

effectiveness 
of referral

Feedback to PCP, 
outcomes recorded

PCP encounter Patient receives new 
referral
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ADDRESSING SDOH AND HEALTH EQUITY THROUGH SCREENING 
AND REFERRAL MANAGEMENT
MAKING THE RIGHT REFERRAL - PATHWAYS

Patient accepts referral but does not receive services – reason?

Theoretical model adapted from UHF, 2019

Patient referred to 
CBO by PCPPCP encounter Patient does not 

receive services

Refuses/ 
wrong referral

CBO did not 
have capacity

No show Barrier Assessment

Partner Capacity Assessment

Patient needs or state of 
change assessment
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MAKING THE RIGHT REFERRAL:
KEY CONSIDERATIONS FOR LINKAGES TO
COMMUNITY SUPPORTS 

High Level

• Is this what the patient wants
• What intervention is most meaningful to 

them?
• How will you know

• What were their priorities when they were 
screened for SDOH relative to their current 
social context?

• What organizations are best positioned to 
help your patients?
• Who has capacity?
• Who has credibility?
• Who is has capacity for data exchange?

Detailed Considerations

• Operational capacity scan
• What services do they offer?
• Are they committed to partnership/have 

leadership buy-in
• Data capacity and IT infrastructure

• Expectation setting
• Mutual goal development
• Sustainability planning
• Protocol development
• Quality measurement and performance 

management 
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SYSTEMS THINKING TOWARD HEALTH EQUITY

How will you take your 
interventions to the 
next level?
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MAKING THE RIGHT REFERRAL:
DISCUSSION

• Are you currently using closed loop referrals to track interventions? e.g., CRISP DC Portal –
Social Needs

• Where are some of your challenges or successes using that approach?
• Other ideas:

• How do you establish referral relationships?
• Do you evaluate at the high level and detailed level ?
• What are the top three priorities for these relationships? (data exchange, patient 

preference, offering multiple services, what else?)
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NEXT STEPS

• Social determinants of health
• Workflow testing/adaptation
• Patient self-monitoring
• Clinical decision support
• Data to support improvement
• Sustainability

MHLC Facilitated Discussions provide an opportunity 
to share your work to improve care with the learning 
collaborative.
Grantees will share lessons learned, barriers 
encountered, and promising or best practices.
Grantees should conduct advance preparation and 
brainstorming with your team and be prepared to talk 
through their responses. 
Some slides/talking points are encouraged.
Each grantee will participate in one session and 
assigned a topic from their selections in the survey.
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ELAINE ELLIS CENTER OF HEALTH

 EECH’s goal: Schedule 80% SMBP patients for a follow up visit with a provider within 30 
days

 A scheduled visit provided the opportunity for us to
 Assess accuracy of home BP’s
 Review their home BP results when electronic submission was not possible
 Review medications and make adjustments

 Challenge: 
 Patients wanted to only see their preferred provider. One provider was only available 

one day a week resulting in having to schedule patients beyond the goal of 30 days 
or scheduling patients with another provider. 

 Roughly half of the patients who were scheduled for a follow up visit either cancelled 
or failed to show
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ELAINE ELLIS CENTER OF HEALTH

 The Solution:
 Schedule patients within the 30 days with a medical assistant for a 

blood pressure check

 Based on their BP result the patient would be: 

 Given educational information to reinforce healthy behaviors and 
 Scheduled for a follow up visit

OR, if the BP was elevated
 We would contact their preferred provider and facilitate a telehealth session 
 Or ask them to see the onsite provider for an immediate appointment



34

ELAINE ELLIS CENTER OF HEALTH

 The end result:
 80% (24/30) of the SMBP patients had an in-office BP check 
 3 were referred for a telehealth visit with their preferred provider
 1 patient was referred to the onsite provider due to a dangerously high BP

We have incorporated the BP checks into our daily routine and assigned an MA to this  
process
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ELAINE ELLIS CENTER OF HEALTH

Patient in SMBP 
referred for 
follow-up

PCP encounter
Approx 50% 

Patients cancelled 
or no-showed 

Barrier Assessment

Patient prefers 
own provider

Preferred 
provider has 

limited 
availability

New MA workflow 
developed

• What were your steps for doing the barrier assessment?
• How did you decide on a new workflow?
• Why do you think patients who were reluctant to see a different provider were willing to see the MA?
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SYSTEMS THINKING TOWARD HEALTH EQUITY

DISCUSSION



1. To what extent did the session meet the 
stated objectives?  
(1 - not at all to 5 - met all objectives)

 Define health equity, health disparities, and social 
determinants of health.

 Describe the social and economic factors that drive 
health outcomes and have impact on health equity.

 Identify the key components of SDOH screening and 
referral management with social care organizations.

 Summarize the key considerations for partnerships 
with CBOs to address SDOH and health equity.

2. How would you rate the session overall? 
(1 - poor to 5 - excellent)
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QUICK EVALUATION POLL



We are here to help you !

 For 1:1 site specific coaching, contact an 
HMA team member.

To access previously recorded sessions 
and tools, visit 
https://livingwell.dc.gov/page/million-hearts-
providers or see the technical assistance 
inventory document sent via email.
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TECHNICAL ASSISTANCE AVAILABLE

https://livingwell.dc.gov/page/million-hearts-providers
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CONTACT US

Kristina Ramos-Callan
Senior Consultant

New York, NY
kramoscallan@healthmanagement.com

mailto:kramoscallan@healthmanagement.com
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