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OBJECTIVES
• Understand importance of SDOH

- Identify the concept of social needs
• Review pearls/pitfalls from “Hotspotting”
• Apply framework to use SDOH at varying 

levels of care
• Empower you to ask about and document 

social needs!

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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SDOH DEFINITION

• World Health Organization
“The conditions in which people are born, 

grow, live, work and age.”

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

“The social determinants of health are mostly 
responsible for health inequities - the unfair 
and avoidable differences in health status 

seen within and between countries.”
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HEALTH OUTCOMES
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SDOH matter because patients don’t live in your clinic! (usually)
@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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https://ibis.health.utah.gov/ibisph-view/indicator/view/LifeExpect.SA.html

SLC 
Downtown
75.3 years

SLC
Avenues
85.8 years

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

https://ibis.health.utah.gov/ibisph-view/indicator/view/LifeExpect.SA.html
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HOTSPOTTING PAPER

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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NEJM 2020;382(2):152-162

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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INTERVENTION

• Enrolled during hospitalization
• Multidisciplinary team

– RNs, SW, LPNs, Community health workers, coaches
• Performed home visits
• Scheduled and accompanied patients to initial 

primary care and specialty care
• Coordinated follow-up care, medication management
• BP, blood sugar, coached patients
• Helped patients apply for social services, appropriate 

behavioral health programs.
NEJM 2020;382(2):152-162

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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NEJM 2020;382(2):152-162

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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CASE CLOSED. NEGATIVE RTC.

• NO!

• This leads us to a bigger discussion of how 
SDOH work
– Specifically, how does this very large 

population level concept translate into clinical 
practice on an individual level?

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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Description 
of the 
Problem

How to use

ORPCA.org/initiatives/social-determinants-of-health

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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Models for 
Sense-Making

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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JAMA Cardiolo. 2019;4(12):1189-90.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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POPULATION FOCUS INTERVENTIONS 

• Addressing clean water in Flint, Michigan 
for example

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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PERSON FOCUSED INTERVENTIONS 

• Community health workers, social workers, 
case managers, comprehensive care 
plans

• Very common – we are doing this every 
day!

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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PERSON FOCUSED INTERVENTIONS

• Success depends upon measurement…

JAMA Internal Medicine 2014;174(4):535-543.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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JAMA Internal Medicine 2014;174(4):535-543.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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PERFORMANCE ASSESSMENT 

• Risk adjustment for patient populations

– Population level 

– Individual level 

Health Services Research 2019;54(2):327-336. Annals of Internal Medicine 2010;153(2):69-75.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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ACP POSITION STATEMENT

Annals of Internal Medicine 2018;168(8):577-578.

• “8. The American College of Physicians 
recommends adjusting quality payment 
models and performance measurement 
assessments to reflect the increased risk 
associated with caring for disadvantaged 
populations.” 

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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RISK ASSESSMENT AND CLINICAL DECISIONS

• Social Needs Screeners

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

CMS PRAPARE
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JAMA Network Open 2019; 2(9):e1911514.

Few practices 
routinely 

incorporate 
screening

Hospitals have 
opportunity to 

improve

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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ACP POSITION STATEMENT

• “9. The American College of Physicians 
recommends increased screening and 
collection of social determinants of health 
data to aid in health impact assessments 
and support evidence-driven decision 
making.”

Annals of Internal Medicine 2018;168(8):577-578.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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When the rubber 
meets the road

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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CHALLENGES OF CLINICAL CARE INTEGRATION 
• Screening for social determinants during clinical 

encounter remains controversial
– Whose responsibility is it to deal with?
– Does it distract from other medical care? 
– Concern/Implementation barriers

• 66% of 154 physicians did not feel confident in 
their capacity to address SDOH1

• Lack of time, lack of resources to address cited 
as most significant barriers1

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

Med Care. 2019;57(Suppl 6 2):S197-S201.
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WHAT DOES THE PATIENT THINK?

• 50 interviews of patients and caregivers
1. Believe screening for social risks is important
2. Understand connections between social risks 

and overall health
3. Emphasized importance of patient-centered 

implementation of social risk screening
4. Recognize the limitations of healthcare’s 

capacity to address or resolve social adversity
American Journal of Preventive Medicine 2019;57(6 Supp 1):S38-S46.

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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Example

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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EXAMPLE: THE UHEALTH ED 
Clinical stakeholders communicated:
1. Concerns about assessing social needs without 

referral resources
2. Beliefs that “others” screen needs and refer 

patients to resources
3. Beliefs that support staff (e.g., registration vs nurses) 

can effectively screen, but need to be clinically 
integrated 

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

Agency for Healthcare Research and 
Quality R21 HS026505
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EXAMPLE: THE UHEALTH ED 

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 2 0

EXAMPLE: THE UHEALTH ED 

• ED patients screened
• United Way’s 2-1-1 service contacts patients within 48 

hours 
• Data from screening, 2-1-1 encounters, and the 

Enterprise Data Warehouse are compiled

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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Moving Forward

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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CURRENT RECOMMENDATIONS
• Universal – consider bias
• Address Literacy and other barriers
• Links to services
• Careful consideration of training and receptivity

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m



© U N I V E R S I T Y  O F  U T A H  H E A L T H ,  2 0 2 0

Summary and 
Final Thoughts

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m
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CURRENT RECOMMENDATIONS

Develop and participate in models that
• Universally screen, or carefully consider bias 
• Consider literacy and language barriers
• Establish links to service providers with clear 

referral process
• Integrate thoughtful staff training and address 

patient receptivity

@ A S W a l l a c e R N P h D # U t a h N u r s i n g R e s e a r c h@ S o n j a R a a u m

Wallace, Luther, Guo et al. (in press)
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Thank You!
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