Integrating Social
Determinants of Health: A
Comprehensive Framework
for Healthcare Systems

Social Determinants of Health (SDOH) significantly impact health
outcomes, particularly in rural healthcare settings where integration
into clinical workflows presents unique challenges. With 10.2% of U S.
households facing food insecurity and nearly 580,000 experiencing
housing instability, addressing these factors through structured

healthcare interventions has become essential for health equity.

This presentation offers evidence-based strategies for screening,
operational integration, and community collaboration to effectively
incorporate SDOH into healthcare systems. We'll explore how
standardized tools and advanced analytics can transform care delivery,
leading to measurable improvements in patient outcomes and

organizational efficiency.
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Understanding Social Determinants of Health

Housing

Housing stability, quality, and
affordability directly impact health
outcomes, with unstable housing
linked to increased ED visits and

delayed care.

Safety

Interpersonal safety concerns can
prevent proper healthcare
engagement and significantly impact

physical and mental health.

Food Security

Access to nutritious food affects
chronic disease management, with

food insecurity prevalent in 10.2% of
U.S. households.

Transportation

Reliable transportation enables
access to healthcare services, with
3.6 million Americans missing
medical appointments due to

transport barriers annually.

Utilities

Access to electricity, water, and
communication services affects
medication storage, telehealth
participation, and overall health

management.



Evidence-Based Impact of
SDOH Integration

- 86%

Screening Completion

s Rate achieved with standardized SDOH screening tools integrated into

clinical workflows
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28%

ED Visit Reduction

Decrease in emergency department utilization following SDOH

intervention implementation

42%

Preventive Care

Increase in preventive care compliance among patients receiving

SDOH support services

/5%

Patient Engagement

Engagement rate achieved with previously low-participation patients

through care team restructuring

These metrics demonstrate the significant clinical and operational
benefits of comprehensive SDOH integration. Organizations
implementing structured SDOH programs consistently report
improved patient outcomes, reduced costs, and enhanced quality

measures across key performance indicators.



Standardized Screening Framework

Train Clinical Staff

Integrate into Clinical Provide comprehensive

Determine Screening Workflow . :
training on screening
Implement Core 5 Frequency Embed : thi " :
: mbed screening within administration, response

Screening Tool : -

Establish protocols for EHR systems at key clinical interpretation, and
Adopt standardized initial screening and touchpoints, including appropriate intervention
questionnaire addressing periodic reassessment annual wellness visits, pathways for identified
food insecurity, housing based on risk stratification, transitions of care, and needs.
instability, transportation with high-risk patients chronic disease follow-ups.
barriers, utility needs, and screened quarterly.

interpersonal safety

concerns.

Effective screening implementation requires careful consideration of patient population characteristics, clinical workflow
integration points, and staff capacity. Organizations should monitor screening completion rates and positive screen follow-

up metrics to continuously refine their approach.



Care Team Restructuring for SDOH Integration

Traditional Clinical Team

& Physicians, nurses, and medical assistants focus on medical diagnosis and treatment, with limited capacity for
addressing social needs.
Enhanced Team Structure

+ Integration of social workers and community health workers who specialize in SDOH assessment,
intervention, and community resource navigation.
Defined Workflows & Responsibilities

583 Clear delineation of roles with structured protocols for SDOH screening, intervention, referral, and follow-up
processes.
Ongoing Performance Evaluation

@ Regular assessment of team effectiveness through metrics including intervention completion rates, patient

outcomes, and resource utilization.

Organizations that have implemented this restructured care team model report significant improvements in patient
engagement, with previously difficult-to-reach populations showing 75% participation in recommended interventions. The

integrated approach ensures that clinical and social care are coordinated for maximum impact.



Advanced Analytics for SDOH Risk Stratification

Predictive Modeling

Machine learning algorithms with 89% accuracy in identifying high-risk

populations

Data Integration

Combining clinical, claims, and community-level data sources

Geospatial Analysis

Census tract and neighborhood-level SDOH risk mapping

Clinical Data Foundation

EHR documentation and structured assessments

Advanced analytics enable healthcare organizations to move beyond reactive approaches to proactive identification of
social needs. By leveraging multi-dimensional data sources, providers can prioritize outreach to patients most likely to

benefit from SDOH interventions, maximizing the impact of limited resources.

Organizations implementing these analytical approaches report a 62% improvement in appropriate resource allocation and

a 45% increase in early intervention effectiveness for vulnerable populations.



EHR Integration and Data Standardization
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Structured Data Capture

Implement standardized SDOH data elements using
LOINC, SNOMED-CT, and ICD-10-Z codes to ensure
consistent documentation and interoperability across

systems.

Clinical Decision Support

Deploy automated alerts and intervention pathways
triggered by positive SDOH screenings, with tailored
resource recommendations based on identified

needs.

i

Interoperable Data Exchange

Utilize FHIR-based APIs and HL7 standards to
facilitate secure information sharing between
healthcare systems, community-based organizations,

and public health entities.

Outcome Tracking

Create dashboards and reporting mechanisms to
monitor intervention effectiveness, referral
completion, and population-level SDOH trends over

time.

Proper EHR integration has been shown to enhance data quality by 45%, significantly improving referral accuracy and care

coordination. Organizations implementing comprehensive SDOH data standards report better clinical decision-making and

more effective resource allocation.



Community Partnership Framework

Resource Mapping

@

Comprehensive inventory of community resources with capacity, eligibility criteria, and service details

Formal Partnership Agreements

Structured MOUs defining roles, responsibilities, and data sharing protocols

Bidirectional Referral Systems

<|_—'> Secure technological infrastructure for referral management and status
tracking
Shared Outcome Measurement
ad Joint evaluation frameworks to assess partnership

effectiveness and impact

Studies show that structured community partnerships lead to 70% better outcomes for vulnerable populations compared to
isolated interventions. Successful healthcare organizations invest in relationship development with community-based

organizations to create sustainable support networks addressing identified social needs.



Rural SDOH Implementation Strategies

Telehealth Integration

Leverage virtual care platforms to extend SDOH
screening and intervention capacity across geographic
barriers. Implement store-and-forward capabilities for
areas with limited connectivity and mobile screening

applications for community health workers.

Resource Network Development

Foster cross-sector collaborations between healthcare,
faith communities, schools, and local businesses to
create comprehensive support networks. Implement
resource-sharing agreements to maximize limited

community assets.

Transportation Solutions

Develop ride-sharing partnerships, volunteer driver
programs, and mobile health units to address distance
barriers. Coordinate appointment scheduling to
minimize travel burden through clustered

appointments and regional service hubs.

Alternative Payment Models

Adopt outcome-based reimbursement structures that
recognize SDOH intervention value, with rural
organizations reporting 58% increases in successful
social interventions through value-based care

arrangements.
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Technology Infrastructure Requirements

@

Secure Cloud
Infrastructure

HIPAA-compliant
hosting
environments with
role-based access
controls and end-
to-end encryption
for sensitive SDOH
data. Scalable
architecture
supporting peak
usage periods and
organizational

growth.
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Integration
Middleware

API management
platforms facilitating
secure data
exchange between
EHR systems,
community
resource directories,
and referral
management tools.
Standardized
interfaces
supporting HL7,
FHIR, and direct
messaging

protocols.

Multi-channel
Access

Mobile applications
and responsive web
interfaces enabling
SDOH screening
and intervention
across diverse

clinical and

community settings.

Offline capabilities

for rural areas with

limited connectivity.
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Privacy
Framework

Comprehensive
consent
management
systems addressing
varied sharing
requirements for
SDOH data.
Granular permission
structures allowing
patients to control
information
disclosure to
community

partners.



Implementation Roadmap & Key Success Factors

Program Design (Months 1-3) Initial Implementation (Months 7-9)

Assess organizational readiness, establish Launch pilot program with targeted patient
governance structure, and define specific population, establish baseline metrics, and
SDOH focus areas based on community begin systematic screening and
needs assessment and organizational intervention processes. Formalize

capacity. community partnerships.

Infrastructure Development (Months Expansion & Optimization (Months
) 10-18)

Implement technical infrastructure Scale to full patient population, refine
including EHR customization, analytics processes based on initial outcomes, and
platforms, and community resource implement advanced analytics for
directories. Develop standardized continuous improvement. Develop

workflows and staff training programs. sustainable funding mechanisms.

Successful SDOH implementation hinges on executive leadership commitment, dedicated resources, and a culture of
continuous quality improvement. Organizations should establish clear metrics for success, including clinical outcomes,

operational efficiency, and return on investment calculations.

By following this structured approach, healthcare systems can effectively integrate SDOH into their care delivery models,

ultimately improving health equity and patient outcomes while optimizing resource utilization.
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