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Overview

• Define Social Determinants of Health and 
describe its relationship to health outcomes.

• Describe clinical strategies to address Social 
Determinants of Health.







National Institute on Minority Health and Health Disparities 
Research Framework



Social Determinants of Health
Social determinants of health (SDOH) are the conditions in the environments 
where people are born, live, learn, work, play, worship, and age that affect a 
wide range of health, functioning, and quality-of-life outcomes and risks.



Warnecke et al, 2008

Upstream Factors

Downstream Factors



Societal Factors That Influence Health
American Hospital Association





• “Estimated 20% of health outcomes can be 
attributed to clinical care, while Social 
Determinants of Health account for as much 
as 50% of the county-level variation in health 
outcomes.”

HHS’s Strategic Approach to Addressing Social Determinants 
of Health to Advance Health Equity – At a Glance



Social Determinants of Health: Data 
Collection

• NIH NIMHD PhenX Social Determinants of Heath Assessments 
Collection

• National Cancer Policy Forum, National Academy of Medicine, 
and other sectors of federal government continue to convene 
stakeholders to develop a consensus on standard language and 
definitions for social determinants of health and health outcomes.







Advancing Healthcare Equity: 
Collaborative Strategies to Address 

Social Determinants of Health at 
Grady
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Understand Community Needs
Social Determinants of Health Ranked #2 on list of Grady priorities

World Health Organization definition: 
“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, including economic policies and 
systems, development agendas, social norms, social policies, 
and political systems.”

* Surveyed housing insecurity not homelessness
Source: 3 internal studies of SDOH needs among Grady patients, 
ranging 2018 - 2019



Strategy 1: Seek Local and National 
Community Partners

• Grant Awards:
–  Merck Foundation
• Funded support services expansion

– Nurse Navigators, Dietician, Exercise Physiologist

–Morehouse School of Medicine Cancer Health Equity 
Institute
• Funded NIH Navigation Programs-Cancer Care Connect and 

Clinical Trials and Cancer Genomic Education Program
– Komen Atlanta
• Funded screening services expansion to reach underserved 

breast population



Our Partners



Strategy 2: Leverage tech
Examples: 

• Integrated NCCN distress tool into EHR 

– Same day referral to medical social work team

• Implemented Epic Social Determinants of Health Screen

– Interventions for transportation, financial assistance, insurance, RX assistance, 
food insecurity etc.

• Standardized clinic note in EHR

• Predictive analytics to stratify risk

• Zip code data for targeted digital campaign/outreach 

https://www.nccn.org/patients/resources/life_with_cancer/pdf/nccn_distress_thermometer.pdf


2,977 distress 
screenings

1,517 pts.    
Transportat

ion 
Assistance               

$13K

596 pts.                                 
Housing        

Assistance            
$10K 

400 pts.                                        
RX 

Assistance                     
$10K 

2021 Stats



Social Determinant of Health 
(SDOH) Screening

• Launching SDOH screening as part of social history 
– Tools available in EPIC
– Rolling Implementation through 2023

• Domains 
– Alcohol Use 
– Tobacco Use 
– Financial Resource Strain 
– Food Insecurity 
– Transportation Needs
– Living Arrangements
– Intimate Partner Violence

• OBGYN Departments Only

– Post-Partum Depression
• OBGYN Departments Only



Strategy 3: Leverage people

• Nurse and Community NavigatorsDietician
• Exercise Coach
• Social Workers
• Screening Navigators
• Patient Family Advisory Council
• Research Coordinators
• Consultants & Partners
– Planetree
– Georgia State University Center for Adult Literacy
– Unconscious Bias Training

planetree.org


RN Navigators

2021 Stats:
• Improved breast treatment 

adherence by 14%
– Increased number of encounters by 

33%

• Increased adherence resulted in 
higher volumes
– Associated with positive operating 

margins

• https://meetinglibrary.asco.org/rec
ord/192879/abstract

https://meetinglibrary.asco.org/record/192879/abstract
https://meetinglibrary.asco.org/record/192879/abstract


Dietician – On Site

• Manages side effects, 
weight change, and 
food insecurity

• Provides nutrition 
education

• Connects patients to 
community food 
resources



Partner to address social needs of 
individual patients

BUILDING THE Healthy
Cafe

Farmers 
Market

Teaching 
Kitchen

Benefits 
Enrollment

++ ++ ++Food 
Pharmacy

++

Spearheaded by Grady, Food as Medicine is a collaborative program involving key partners to address both 
food insecurity and chronic disease among Grady’s patients, with benefits that extend to children, families, 
visitors and staff. 
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Patient Family Advisory Council

• Partners
  
• What’s 

important?

• Our why 



 GSU Health Literacy Project



THANK YOU!
QUESTIONS?


