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Learning Objectives
• Define the Social Determinants of 

Health (SDoH)
• Discuss the socio-political drivers 

to impact the progression of SDoH
• Identify the new face of the SDoH
• Name and apply the steps of the 

Comprehensive Case 
Management Path©(CCMP) 

• Discuss the ethical impact for 
professionals of bias in managing 
populations predisposed to the 
SDoH.
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Disclosure & Disclaimer

There are no potential conflicts of interest 
contained in the information provided in 

this presentation. All material is the opinion 
of this presenter or cited to source and/or 

authority
Any products referred to during this 

presentation are for the sole purpose of 
example only and should not be taken as 

product endorsement.



Continuing Education
This program has been pre-approved by The 

Commission for Case Manager Certification to 
provide continuing education credit to CCM® 
board certified case managers. The course is 

approved for 1.5 Ethics CEUs.



What Are We Talking About?

Social Determinants of Health (SDoH): 
• the conditions in which people are born, grow, 

live, work and age. 
• shaped by the distribution of money, power, 

and other societal resources at global, 
national and local levels (World Health Organization, 2016a)
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Structural and Intermediary Determinants 
(Bryant, et. al. 2015; Guinto, 2012; Rajda and George, 2009, Solar and Irwin, 2010)

Structural Determinants-Socio-political 
contexts reinforcing stratification
• Governance
• Macroeconomic policies
• Social policies
• Public policies
• Culture and societal values

Intermediary Determinants-
Factors shaping health choices/outcomes
• Material circumstances
• Behaviors and biological factors
• Psychosocial factors
• Health system

Impact on 
health equity 
& well being



Foundational perspectives of Social Determinants of Health 
(Solar and Irwin, 2010)

• Health determines socioeconomic positionSocial selection

• Psychosocial factors and/or stressors: (e.g. 
living circumstances, social support, poverty, 
health literacy)

• Behavioral factors: (e.g. smoking, diet, 
substance use, adherence to physical and/or 
behavioral health treatment)

• The health system itself (e.g. access to care, 
program and service options)

Social causation

• Recognizes how SDoHs operate at each level of human 
development (e.g. infancy, early childhood, childhood, 
adolescence, adulthood), and

• How SDoHs provide the basis for health or illness later in life
Life course



Who Are We Talking About?
• You are the case manager for Jake, a 58 year old man who resides 

in a private house with his wife in Baltimore, MD. The house has 
been in his family for 5 generations. The once thriving middle 
class community has been infiltrated by gangs, unemployment, 
and poverty. 

• Most of Jake’s neighbors live below the poverty level, roughly 
$25,100 for a family of 4. 

• Jake has had recurrent hospitalizations for emphysema and 
congestive heart failure.  Dr. House, Jake’s hospitalist thinks Jake is 
not consistently taking his Lasix. Jake, tells the case manager, ‘Dr. 
House doesn’t need to worry about me. I may not do a lot of 
things I’m supposed to, but I always take those pills’. Dr. House 
orders home nursing at the case manager’s insistence.

• Your thoughts ??



Residents of 
rural health 

regions

The New Face of the SDoH….

Victims of natural & 
man-made disasters

Persons facing sudden shifts in 
financial status, loss of income from 
business closures, government 
shutdowns & older adults who lose 
pensions.

Women impacted by 
domestic violence & gender 

discrimination

Victims of social 
isolation 

Members of the LGBTQ 
community facing 

societal stigma & family 
abandonment. 

Children and 
adults living with 

disabilities 
Victims of trauma

Homeless veterans



Who Are We Talking About?
• Mary is an 88 year old woman who lives in Frostburg, MD. A 

widow for 10 years, Mary lives on Social Security of $980 a month. 

She planned on her husband’s pension, but the company filed for 

bankruptcy.

• Her Social Security covers taxes, food, insurance, and other 

expenses (e.g. medication co-pays, dental care, out of network 

costs for her rheumatologist; the provider in her region recently 

retired and another MD has not been found to replace him.) 

• Mary eats 2 meals most days to extend her food supply. Some days 

she eats one large meal, supplemented by tea and fruit.

• Mary has two sons: one died in an accident 5 years ago and she is 

estranged from the other. Many peers have also died.

• She spends her days in watching TV and reading…..

• You wonder……???



Who Are We Talking About?

County Health Rankings, 2019

Overall Rankings in Health Outcomes



Who Are We Talking About?

County Health Rankings, 2019

Overall Rankings in Health Factors



ACE Pyramid-Impact Adverse Childhood Experiences: 
Health and Well-Being over the Lifespan (Adapted Centers for 

Disease Control and Prevention, 2018) 

Early death
Disease,  

disability, social 
problems

Adoption of health-risk 
behaviors

Social, emotional, cognitive 
impairment

Disrupted neurodevelopment

Adverse childhood experiences

Exposure of 
children to 
trauma impacts 
health over the 
life course

Conception

Death



ACE Pyramid-Impact Adverse Childhood Experiences: 
Health and Well-Being over the Lifespan (Adapted Centers 

for Disease Control and Prevention, 2018) 

• >75% reported one ACE
• 87% had >1 ACE
• >20% reported 3 or more ACEs
• The outcome:

Increased ACEs=increased 
risk of health/behavioral 

health issues



ACEs Risk Factors (Centers for Disease Control and 

Prevention, 2018b)

• Alcoholism/alcohol abuse
• Chronic obstructive 

pulmonary disease
• Depression
• Fetal death
• Health-related quality of life
• Illicit drug use
• Ischemic heart disease
• Liver disease
• Poor work performance
• Financial stress
• Risk intimate partner violence

• Multiple sexual partners
• Sexually transmitted diseases
• Smoking 
• Suicide attempts
• Unintended pregnancies
• Early initiation smoking
• Early initiation sexual activity
• Adolescent pregnancy
• Risk for sexual violence
• Poor academic achievement



ACEs Questionnaire

• 10 types of childhood trauma measured
– 5 personal 
– 5 related to other family members

• Countless versions
– The ACEs Connection Resource Center 

https://www.acesconnection.com/g/resource-
center/blog/resource-list-extended-aces-surveys

https://www.acesconnection.com/g/resource-center/blog/resource-list-extended-aces-surveys


1. Did a parent or other adult in the household often or very often… Swear at you, 
insult you, put you down, or humiliate you? or Act in a way that made you afraid you might 
be physically hurt? and
2. ……….Push, grab, slap, or throw something at you? or hit you so hard you had marks 
or were injured?
3. Did an adult or person at least 5 years older than you ever… Touch, fondle, or
have you touch their body in a sexual way? or Attempt or actually have oral, anal, or
vaginal intercourse with you?
4. Did you often or very often feel… No one in your family loved you or thought you 
were important or special? or Your family didn’t look out for each other, feel close to each 
other, or support each other?
5. Did you often or very often feel … You didn’t have enough to eat, had to wear
dirty clothes, and had no one to protect you? or Your parents were too drunk or high
to take care of you or take you to the doctor if you needed it?
6. Were your parents ever separated or divorced?
7. Was your mother or stepmother: Often or very often pushed, grabbed, slapped, or 
had something thrown at her? Or Sometimes, often, or very often kicked, bitten, hit with a 
fist, or hit with something hard? or Ever repeatedly hit over at least a few minutes or 
threatened with a gun or knife?
8. Did you live with anyone who was a problem drinker, alcoholic, used street drugs?
9. Was a household member depressed, mentally ill, or attempt suicide? 
10. Did a household member go to prison?

Answer Yes (1 point), or No (0 points)



The Common Thread of the SDoH 
Evokes a Mandate

‘Any effective response to the populations 
and persons impacted by the SDoH, MUST 
include a Trauma-Informed Approach to 

Care’



Let’s Talk Trauma-Informed Care
Trauma-Informed Approach: 
A program, organization, or system that:
• Realizes widespread impact of trauma and understands potential paths for 

recovery;
• Recognizes signs and symptoms of trauma in clients, families, staff, and 

others involved with the system;
• Responds by integrating knowledge about trauma into policies, 

procedures, and practices; and
• Seeks to actively resist re-traumatization.
Six Key Principles of a Trauma-Informed Approach:
• Safety
• Trustworthiness and Transparency
• Peer support
• Collaboration and mutuality
• Empowerment, voice and choice
• Cultural, Historical, and Gender Issues

(SAMHSA, 2019)



What Does the Evidence Say?
• Patients with:
– higher transportation 

access risk: 41% more 
excess days in the 
hospital 

– higher home instability 
risk: 32% more likely to 
exceed the average 
hospitalization.

(Gooch, 2018)

The SDoH 
contribute to 

>50% of 
readmissions



What Does the Evidence Say?

86% of current 
health care 
spending is 

related to chronic 
conditions

(Sullivan, 2017)

SDoH 
impacting 60% 

of outcomes



The Social Determinants’ Role in Health

40%

30%

20%

10%

Social Determinants' Role in Health

Socio-economic

Health behaviors

Healthcare

Physical environment

(Driver, 2019)



What Does the Evidence Say?

Readmissions:
• Those residing in high poverty 

neighborhoods: 24% more likely to 
be readmitted 

• Safety Net Hospitals
• 1:5 Medicare patients discharged is 

readmitted within 30 days
• 77% of hospitals with the highest share of 

low income patients penalized for 
excessive readmissions 

(Davis, 2015; Reforming Health, 2014; Rice, 
2014)

Cost of 
hospital 

readmissions: 
$26 Billion  



What Else Does the Evidence Say?

Elevated costs of care:
• 50% of adults with diabetes 

experience financial stress
• 20% experience financial insecurity 

specific to health care + food 
insecurity 

(Patel, et. al., 2016)

• $35M in excess health care costs
• $200B in premature deaths

(Ayanian, 2015; Rice, 2016)

$1.7 Trillion 
Dollars spent 
on 5% of the 
population



What Else Does the Evidence Say?
Cost Savings:
• Connection with social service & non-clinical 

services reduces $$$$$
– HealthConnections (WellCare Health Plans) 

• N=2718 beneficiaries
• 11% reduction

(Kent, 2018)$2400-$2600 
annually per 
beneficiary



What Does the Evidence Say?

Technology
– The SDoH digital divide

• Portal use and remote health access are 
significantly lower across race, gender, 
and socioeconomic status
• Lower electronic health record adoption 

for non-Hispanic black vs. non-Hispanic 
white patients.
• Decreased personal health record 

registration by African American vs. 
Caucasian managed care subscribers 



Population Health
– Race related disparities and socioeconomic 

status:
• Diabetes
• Obesity
• Chronic Kidney Disease

– Members of racial and ethnic minority 
groups are:
• less likely to have access to mental health 

services, and
• use community mental health far less
• more likely to obtain needed care from 

emergency rooms, hospitalizations, and
• Receive lower quality care

What Does the Evidence Say?

(Alegria, et. al, 2008; Samnaliev, McGovern and Clark, 2009; 
National Institute of Mental Health, 2016; Wang, et. al, 
2005)



Socio-Political Drivers: 21st Century Cares Act 
Readmission Penalties Shift

• Value-based reimbursement initiatives penalized hospitals $$$$$$ for 
excessive readmissions. 

• 3% less in Medicare reimbursement if 30 day readmission rates are higher than 
expected for certain diagnoses (e.g. heart attack, heart failure, pneumonia, 
chronic obstructive pulmonary disease, hip and knee replacement).

Effective 10/1/18:
• Value based penalties will be determined through comparison of hospitals 

with similar Medicare & Medicaid patient populations

• All hospitals assigned to 5 peer groups of facilities with similar proportions of 
low-income patients.

https://www.cms.gov/medicare/m
edicare-fee-for-service-
payment/acuteinpatientpps/readm
issions-reduction-program.html

Safety Net 
Hospitals will see 
penalties cut by 

50%

https://www.cms.gov/medicare/medicare-fee-for-service-payment/acuteinpatientpps/readmissions-reduction-program.html


Socio-Political Drivers: Legislation

• The Patient Protection and 
Affordable Care Act (P.L. 111-
148), and

• The Health Care and Education 
Reconciliation Act of 2010 (P.L. 
111-152)

• Expanded Medicaid to 
millions of low income 
Americans, and

• Children’s Health Insurance 
Program (CHIPS)

• Many prone to SDoH
• States passing Medicaid 

expansion with the largest # 
of adults in the coverage gap:
– Texas: 26%
– Florida: 18%
– Georgia: 12%
– North Carolina: 8%
2.6 Million People



Medicaid Expansion (Kaiser Family Foundation, 2019)



Socio-Political Drivers: Immigration

The acculturation 
process Legal status

Separation from 
family and socio-

cultural norms
Employment 

Poverty
Financial and 

administrative 
hurdles

Health insurance Health literacy 
and language

Dietary 
adjustment 

Adherence to 
medication and 
other treatment 

regimes 

Annual prevention 
screenings, and 

Overall access to 
health and 

behavioral health 
care. 

84.3M immigrants in the US: 27% of the population 
(Zong and Batalova, 2017) 



19%
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10%
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9%

Community pgms & resources
Integrate medical data with financial, census, geographic data
Offer a social assessment with a health risk assessment
Incorporate SDH into clinical workflows
Train MDs to identify SDH
Point of care checklists to identify potential SDH
Not Integrating SDH
3rd party software

How Organizations Integrate 
SDoH into Population Health 

Programming
(Beaton, 2018)



Wait There’s More… ICD 10 Codes
American Hospital Association (March 2018)
• Documentation from non-physicians (e.g. social workers and 

registered nurses) will be considered justification to account for the 
SDoH.

• Codes Z55-65, (AKA, the ‘stress codes’) reflect stress at individual, 
family, and community levels, across 
– Relationships,
– environment, 
– community, 
– difficulty learning,
– difficulty at work,
– economic stress, or caregiver burden. 

(Iverson, 2018)



Wait There’s More… ICD 10 Codes
Persons with potential health hazards related to socioeconomic & 
psychosocial circumstances Z55-Z65 Codes
• Z55 Problems related to education and literacy

• Z56 Problems related to employment and unemployment

• Z57 Occupational exposure to risk factors

• Z59 Problems related to housing and economic circumstances

• Z60 Problems related to social environment

• Z62 Problems related to upbringing

• Z63 Other problems related to primary support group, including 

family circumstances

• Z64 Problems related to certain psychosocial circumstances

• Z65 Problems related to other psychosocial circumstances

(https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65 )

https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z55-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z56-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z57-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z59-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z60-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z62-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z63-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z64-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z65-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65


AND EVEN More…ICD 10 Codes
• T74.51 Adult forced sexual exploitation, confirmed 
• T74.52 Child sexual exploitation, confirmed 
• T74.61 Adult forced labor exploitation, confirmed 
• T74.62 Child forced labor exploitation, confirmed 
• T76.51 Adult forced sexual exploitation, suspected 
• T76.52 Child sexual exploitation, suspected 
• T76.61 Adult forced labor exploitation, suspected 
• T76.62 Child forced labor exploitation, suspected 
• Y07.6 Multiple perpetrators of maltreatment and neglect 
• Z04.81 Encounter for examination/observation of victim following forced 

sexual exploitation 
• Z04.82 Encounter for examination/observation of victim following forced 

labor exploitation 
• Z62.813 Personal history of forced labor/sexual exploitation in childhood 
• Z91.42 Personal history of forced labor/sexual exploitation 

https://www.aha.org/factsheet/2018-factsheet-icd-10-coding-human-trafficking

https://www.aha.org/factsheet/2018-factsheet-icd-10-coding-human-trafficking


And there might be more!
23 more ICD 10 Z codes on the horizon, encompassing:
• Access to nutritious food.
• Adequate and safe housing.
• Available transportation.
• Financial ability to pay for medications.
• Financial ability to pay for utilities.
• Caregiver needs.



Back to Jake……
• Lani is the new homecare nurse assigned to Jake. Her 

colleagues tell her. “You won’t be leaving early today. 
Jake will need to be readmitted, and the inpatient case 
managers will be furious! He says he takes his meds, but 
don’t believe him. He probably eats fried foods. All 
these folks are the same”, say the colleagues. 

• Lani reads the information in Jake’s EMR, then enters 
the house. Her goal is to do an objective assessment. 
“My colleagues may think they know him, but….”

• She realizes it’s freezing in the house; colder than 
outside. Lani introduces herself, then asks, “Jake, do you 
have the heat on?” Lani sees a thermostat that says 80 
degrees, but she isn’t convinced. 

• Jake says, “that thing hasn’t worked for months. I can’t 
afford to pay those guys to fix it;  not on my disability.”.

• Lani asks Jake if he filled his prescriptions since his 
discharge from the hospital. “Ms. Lani, I’m always able 
to, but had an unpaid bill at the pharmacy, so they won’t 
give ‘em to me.”

• Lani thinks, I wonder what other things interfere with 
Jake taking care of himself..????



What do the Codes and Standards Say?

© Can Stock Photo Inc. / iqoncept



What do the standards and codes say?



What do the Codes and Standards Say?
• Be mindful of the BIG ‘B’

– BIAS: a personal and 

sometimes unreasonable 

judgment

• Stem from: 

– Values (personal and 

professional)

– Belief systems

– Families

– Friends

– Life experiences 

– Colleagues    

• Everyone has them

(Merriam Webster, 2018)

Sound familiar?:
• “OMG, what a trainwreck!”

• “I got another one of those 

homeless alcoholics”

• “Dang drug users”

• “ That non-compliant diabetic 

mess from last month is back”

• “Mrs. J is back, and that lazy, 

unemployed daughter of hers”.

WE DON’T KNOW WHAT WE DON’T 
KNOW



What do the Standards and Codes Say?
Standard B: Client Assessment
• The professional case manager 

should complete a thorough 
individualized client centered 
assessment that takes into account 
the unique cultural and linguistic 
needs of that client including the 
client’s family or family caregiver, 
as appropriate:

• How demonstrated: The 
assessment may include, but is not 
limited to the following 
components
– Medical
– Cognitive and Behavioral
– Social
– Functional

Standard K: Ethics
• The professional case 

manager should behave and 
practice ethically, and adhere 
to the tenets of the code of 
ethics that underlie his/her 
professional credentials

• Recognition that a primary 
obligation is to the client 
cared for..



What do the standards and codes say?
Preamble
• The primary mission of the social work profession is to 

enhance human well-being and help meet the basic 
human needs of all people, with particular attention to 
the needs and empowerment of people who are 
vulnerable, oppressed, and living in poverty.

• The mission of the social work profession is rooted in a 
set of core values. These core values, embraced by 
social workers throughout the profession’s history, are 
the foundation of social work’s unique purpose and 
perspective:
– service
– social justice
– dignity and worth of the person
– importance of human relationships
– integrity
– competence.



What do the Standards and Codes Say?
• Provision 1: The nurse 

practices with compassion 
and respect for the inherent 
dignity, worth, and unique 
attributes of every person.

• Provision 2: The nurse’s 
primary commitment is to 
the patient, whether an 
individual, family, group, 
community, or population.



What do the Standards and Codes Say?

• Principle 2: Board-Certified Case 
Managers (CCMs) will respect the 
rights and inherent dignity of all of 
their clients. 

• Principle 3: Board-Certified Case 
Managers (CCMs) will always 
maintain objectivity in their 
relationships with clients. 

• Principle 4: Board-Certified Case 
Managers (CCMs) will act with 
integrity and fidelity with clients 
and others. 



Case Management’s Reality

EFS Supervision Strategies, LLC © 2019 46



Suspend 
judgment Deconstruct Reflect Synthesize

Case Management’s Reality
Critical Thinking

The switch to trigger the mental 
calisthenics to engage in the case 
management process (Treiger and 
Fink-Samnick, 2016)

EFS Supervision Strategies, LLC © 2019 47



The Case Management Process
Client 

identification/sel
ection

Assessment & 
problem 

identification

Develop a case 
mgmt. plan

Implementation 
& coordination of 

care

Evaluation of the 
case mgmt. plan 

& follow up

Termination of 
the case 

management 
relationship

Follow up post 
discharge/transition 

from health care 
encounter

(Tahan in Treiger & 
Tahan, 2017)

EFS Supervision Strategies, LLC © 2019 48



Comprehensive Case Management Path©

(Adapted from Treiger & Fink-Samnick, 2016; Tahan in Treiger & Tahan, 2017)

Suspend 
Judgment

Client 
identification

/selection

Assessment 
& problem 

identification
Deconstruct

Reflect

Develop CM 
plan

Implement 
& 

coordinate 
care

Evaluate CM 
plan

Terminate 
CM 

Relationship

Follow-up & 
discharge/

transition from 
health care 
encounter

Synthesize

EFS Supervision Strategies, LLC © 2019 49



Consider this…..
• Mona is the case manager for Rhianna, a 17 year old 

who delivered her first child one month prematurely. 
She was also diagnosed with gestational diabetes 
towards the end of her pregnancy. Her newborn 
daughter, Isla is scheduled to be discharged home on 
nebulizer treatments. 

• Rihanna and Isla have moved in with her older sister, 
Kiki, who has longstanding congestive heart failure. 
She’s had repeated hospitalizations for pneumonia and 
fluid overload. The threesome reside in Kiki’s 2 room 
apt, a 4 story walk-up.

• Isla’s father, Drake promised to support Rihanna and 
the baby. Drake was attending community college at 
night, working by day for a local mechanic. However, 
Drake was recently laid off. Since he worked off the 
books Drake is ineligible for unemployment and unable 
to provide any financial support to Rhianna or Isla. 

EFS Supervision Strategies, LLC © 2019 50



Wait there’s more….
• Mona calls Rihanna a week after discharge. 

She’s depressed, but denies suicidal ideation or 
intent. “I’d like to go back to school and get my 
GED, maybe work, but I don’t see how, Ms. 
Mona”, says Rihanna. 

• “Things are tight, my Auntie K. now rents a room 
of the apartment to a friend. He has women in 
and out of here at all hours. The cigarette smoke 
is awful, but I’ll deal” says Rihanna. It’s better 
than what I left, and I’m not going to the shelter. 
Besides, Drake will come through with 
something for us”. Mona is struck by how sad 
Rihanna sounds. . “We are from tough stock, 
Ms. Mona. we got this so don’t worry!”. 

• Mona returns to her office overwhelmed. “How 
do I untangle this mess?”

EFS Supervision Strategies, LLC © 2019 51



Moving Forward: Successful Programs & Initiatives
Integration of Community Health Workers (CHWs) and Case 
Management Assistants (CMAs)
• Frontline public health workers 

– Licensed & unlicensed
• Often from the community being served
• Liaison between health/social services & community, 

facilitating:
– Access to services
– Improving quality & cultural competence of delivery of 

care across chronic illness (e.g. diabetes, hypertension, 
asthma)

• Trained to locate, access, connect, and refer



City Health Works Components (CityHealthWorks,com, 2019)

Personalized Health Coaching
• One-on-one coaching sessions to 

implement realistic, culturally appropriate 
lifestyle & routine changes

• Session held in home or community
• Medication & care plan education to 

decrease barriers to adherence
• Continuous evaluation toward goals via 

phone check-ins
• Assess support system: engage household 

members & care givers

Clinical Integration and Coordination
• Regular communication & care planning 

between CHW’s Clinical Care Manager & 
Primary Care Clinicians

• Early identification of complications. 
Escalation of urgent medical, medication, 
& psychological issues to avert 
Emergency room and hospitalization

• Compare med lists with actual patient 
usage; inform clinicians to align lists and 
address barriers to access (e.g. cost)

Coordination with Non-Clinical Services
• Referrals to social service providers, Health 

Homes to address legal, employment, 
housing & related socio-economic needs

• Depression care planning under supervision 
of Depressive Care Specialist social worker 
& CM using Collaborative Care Model; 

• Identify & engage individuals who are ‘lost 
to follow-up”, or not connected to clinical 
care through community partners.

• 78% of clients had decrease in A1C
• A medical issue was found for 50% 

of clients, otherwise unknown to 
the medical provider.



Education: Medicaid MCOs 
• WellCare (Tampa-based)-2.2 million Medicaid recipients in 

Missouri, Nebraska, Georgia, Kentucky, Hawaii, Illinois
• 20% of recipients did not have a high school diploma or GED.
• Pay for GED test prep classes, telephone coaching, test fees

• AmeriHealth Caritas: (Philadelphia-based)   Delaware, Florida, 
Louisiana, Michigan, New Jersey, Pennsylvania, South Carolina, 
Washington, D.C

• Similar program+early childhood, higher education, ESL and 
language literacy

• Job placement programs
• Expanded programs to every SDoH
• Projected savings: $3.5 billion

https://www.amerihealthcaritas.com

Moving Forward: Successful programs & initiatives



CAPABLE (Community Aging in Place-Advancing Better Living 
for Elders) 
• A 5 month program offers:
– Low-income older adults with self-reported disability

• Trouble with 1 or more ADLs
• No cognitive decline

– 10 home visits from healthcare professionals 
– COST: $2825 per participant 
– COST SAVINGS: $22,000 per participant. 
– Implemented by healthcare organizations in 22 cities and 

rural areas in 11 states
https://aspe.hhs.gov/system/files/pdf/255731/CAPABLE_PTAC_Proposal_20181

030.pdf

Moving Forward: Successful programs & initiatives

https://aspe.hhs.gov/system/files/pdf/255731/CAPABLE_PTAC_Proposal_20181030.pdf


Moving Forward: Successful programs & initiatives
Oregon Community Health Information Network (OCHIN)
• Documentation of the patient’s SDoH in the EHR
• Creation of EHR tools to review SDH, identify referral 

options, order referrals, and track past referrals

Methodist healthcare Ministries of South Texas & the Texas 
health information exchange (HIE)
• Integration of SDH to include clinical, social, and behavioral 

risks
• Think of the promise for involved Case Managers!

(Monica, 2018)

SDoH included in 
EHRs

7.9% in 2014
25.2% in 2016
>60% in 2018 

but….



Moving Forward: The ABC’s of Interviewing
• Ask: 

– What Matters to You?
• Be Mindful: 

– Age appropriate language
– Cultural awareness
– Health and Language literacy 

• Consider:
– Open-ended vs. closed ended questions

• Dig Deeper:
– Don’t accept ‘I don’t know’
– Listen to your clinical gut

• Engage as possible: 
– Take time to ask, how are you doing? Or
– Ask the support system, how are you doing?
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Moving Forward: Use Hunger Vital SignTM

2 Question Screening for Food Insecurity 
1. Within the past 12 months we worried whether our 

food would run out before we got money to buy more.
– Was that often true, sometimes true, or never true for 

you/your household?
2. Within the past 12 months the food we bought just 

didn’t last and we didn’t have money to get more.
– Was that often, sometimes, or never true for you/your 

household?
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Moving Forward: Use a Trauma-Informed Approach

Trauma-Specific Interventions:
• The survivor's need to be respected, informed, 

connected, and hopeful regarding their own recovery
• The interrelation between trauma and symptoms of 

trauma (e.g. substance abuse, eating disorders, 
depression, and anxiety)

• The need to work collaboratively with:
– survivors, 
– family and friends of the survivor, and 
– other human services agencies to empower survivors and 

consumers
• Actively consider how to set a tone of empathy, 

acceptance and non-judgement through interactions 
(SAMHSA, 2019)



Moving Forward: Use Successful Messaging
1. Health starts—long before illness—in 

our homes, schools and jobs. 
2. All Americans should have the 

opportunity to make the choices that 
allow them to live a long, healthy life, 
regardless of income, education or 
ethnic background. 

3. Your neighborhood or job shouldn’t 
be hazardous to your health. 

4. Your opportunity for health starts 
long before you need medical care. 

5. Health begins where we live, learn, 
work and play. 

6. The opportunity for health begins in 
our families, neighborhoods, schools 
and jobs. 

(Robert Woods Johnson Foundation, 2017)



Moving Forward: Successful programs & initiatives
Blue Cross Blue Shield Institute: ‘The Zip Code Effect’
• Use data analytics to break down barriers and improve 

patient outcomes.

• Partner with companies to provide needed services and 
programs to high needs identified zip codes:

– Lyft, Uber: reduce the healthcare transportation gap)

– CVS, Walgreens: increase access to pharmacy services

• 2019 will expand to fitness and nutrition
(Minemeyer, 2018)



Moving forward: Career implications for Case 
Management

“the need for qualified case managers is 
expected to grow in order to address the 

increasing elderly population, a growing number 
of patients suffering from chronic illness, and 
the impact of managed care and additional 

regulation.” (Commission for Case Manager Certification, 2016).



Moving Forward: Be Strategic



Moving forward: Resources
• Center for Health Care Strategies 

– Trauma Informed Care Implementation Resource Center
https://www.chcs.org/resource/trauma-informed-care-implementation-resource-center/

• Community Commons: Community Health Needs Assessment:
https://www.communitycommons.org/chna/

• County Health Rankings and Roadmaps: 
http://www.countyhealthrankings.org

• Robert Woods Johnson Foundation:
NEW: Community City Health Dashboards
https://www.cityhealthdashboard.com

• Virginia Commonwealth University, Center for Society & Health
http://www.societyhealth.vcu.edu/work/the-projects/the-health-of-the-
states.html

• UCLA Center for Health Policy Research
http://healthpolicy.ucla.edu/Pages/home.aspx

https://www.chcs.org/resource/trauma-informed-care-implementation-resource-center/
https://www.communitycommons.org/chna/
http://www.countyhealthrankings.org/
https://www.cityhealthdashboard.com/
http://www.societyhealth.vcu.edu/work/the-projects/the-health-of-the-states.html
http://healthpolicy.ucla.edu/Pages/home.aspx
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Contact Information

Ellen Fink-Samnick MSW, ACSW, LCSW, CCM, CRP
Principal, EFS Supervision Strategies, LLC
www.efssupervisionstrategies.com
efssupervision@me.com

Visit my blog at:
http://www.efssupervisionstrategies.com/Blog.html

#mustdobetter
#interprofessionalimpact
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