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Introduction

Social determinants of health (SDoH) is a relatively new
term in health care. As defined by the World Health Or-
ganization (WHO), SDoH are “the conditions in which
people are born, grow, live, work and age. These cir-
cumstances are shaped by the distribution of money,
power and resources at global, national and local lev-
els” [1]. The social determinants of health also deter-
mine access and quality of medical care—sometimes
referred to as medical social determinants of health
(see Figure 1 for the County Health Rankings model of
factors shaping health). Future opportunities may ex-
ist in genetics and biological determinants; however,
whether modifying these will be as feasible as modify-
ing the social determinants of health is unknown.
Although the SDoH easily resonate for clinicians,
given their intuitive recognition that health outcomes
are affected by patients’ conditions outside the clini-
cal walls, clinicians may raise several concerns about
involvement in the SDoH. First, they realize that this
is not their domain of expertise or current account-
ability. Second, some are worried that health care sys-
tems already have enough to address and should not

play a role in efforts to mitigate or improve the SDoH.
Third, they express concern about the limited evidence
of effectiveness of interventions by health care on the
SDoH [2]. There is a viewpoint, however, for health
care to find its role in population health [3], and some
providers believe there is enough science to support
integration of SDoH into health care and are pursu-
ing evidence-informed interventions with community
partners [4,5].

Lest we think SDoH are the next panacea in health
care, let us consider what we know and what we need
to learn about SDoH to achieve the national quality
strategy of better care, healthy people/healthy com-
munities, and affordable care [6].

Five Things We Know About (Social)
Determinants of Health in Health Care

1. As a determinant of health, medical care is
insufficient for ensuring better health outcomes.

Medical care is estimated to account for only 10-20
percent of the modifiable contributors to healthy out-
comes for a population [7]. The other 80 to 90 percent
are sometimes broadly called the SDoH: health-related
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SOURCE: Reprinted with permission from County Health Rankings & Roadmaps, http://www.countyhealthrankings.

org/our-approach (accessed July 18, 2017).

behaviors, socioeconomic factors, and environmen-
tal factors. Although we as a country spend a higher
percentage of our gross domestic product on medical
care expenditures than other developed countries, it is
more difficult to compare spending on the SDoH. We
do know that many developed countries proportion-
ately spend more on social services than the United
States [8]. Although social services do not correspond
directly to the SDoH, this comparison gives one view of
proportional expenditures in our country.

Corollary: Despite our significant spending, our out-
comes are among the lowest for developed countries,
including significant inequities [9]. For health care, the
hope is that addressing the more upstream social deter-
minants will improve health outcomes, reduce inequi-
ties, and lower costs. What can we learn from other na-
tions” medical and nonmedical system efforts that are
achieving better health outcomes?

2. SDoH Are Influenced by Policies and Programs,
and Associated with Better Health Outcomes.

SDoH are greatly influenced by policies, systems, and
environments (PSE). A diagram used by County Based
Health Rankings and Roadmaps (Figure 1) shows the
interaction between health outcomes, the SDoH, and
policies and programs. For example, tobacco is a
leading determinant of many health outcomes (e.g.,
mortality, quality of life), and decreasing tobacco
use is more influenced by the price of cigarettes and
smoke-free environments in the community than by
the availability of cessation clinics or quitlines.

Corollary: Community partnerships that synergize
medical interventions and PSE changes produce a more
comprehensive approach to behavior change. For ex-
ample, walking prescriptions for patients can be com-
plemented by community changes to increase availabil-
ity of safe walking spaces. Such partnerships can also
allay providers’ concerns about being held responsible
for problems outside their clinical domain, and the
partnerships can bring expertise, allies, and resources
to address complex issues such as tobacco use, physical
activity, alcohol use, housing, and so on.
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3. New Payment Models Are Prompting Interest in
the SDoH.

New value-based payment models such as alter-
native payment models, accountable care models
such as accountable care organizations (ACOs) and
patient-centered medical homes, and Medicare Shared
Savings are moving toward payment for outcomes
rather than process measures, as well as benchmarks
for “total cost of care.” Since better results on the SDoH
are associated with better health outcomes, will pay-
ment models evolve to jointly reward health care or-
ganizations and communities for outcomes such as
lower tobacco, obesity and/or diabetes prevalence , or
improved high school graduation rates?

Corollary: The Population-based Payment Model Work-
group of the Health Care Learning and Action Network
(LAN) recently recommended that “Big(ger) Dot” mea-
sures increasingly be used in new payment models. For
example, measures of cardiac care are ideally outcome
measures (e.g., 30-day mortality, health-related quality
of life or well-being), not individual process measures
(e.g., aspirin at arrival) [10]. However, process measures
continue to be important for quality improvement and
for some payment programs. New summary measures
for population health and well-being for use by health
plans and accountable care organizations have been
proposed [11,12], and frameworks for rewarding health
outcomes are being developed.

4. Frameworks for Integrating SDoH Are Emerging.

Data frameworks have been proposed for integrating
SDoH into primary care and capturing SDoH domains
in electronic health records (EHRs). One framework in-
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cludes community-driven and individual data for use in
primary care, recognizing that there are still questions
about the effect on outcomes [13]. The framework,
however, does not include how the data might be used
with community partnerships to expand the effect of
collecting the data.

Screening tools have been developed, e.g., for an
accountable health community initiative [14], and one
for a pediatric emergency department with a low-in-
come population [15]. Models are emerging for how
to follow up screening data, e.g., “clinic-to-community
treatment models” for children living in food-insecure
households [16].

For the EHR, the Institute of Medicine (IOM) has rec-
ommended that social and behavioral health domains
be captured [17]. The incentive, training, and privacy
barriers for feasibility of incorporating SDoH into EHRs
have been discussed [18]. Interestingly, electronic
screening produced higher rates of self-disclosure of
some sensitive determinants (violence and substance
abuse) than in-person screening [15]. Most recently,
the feasibility, reliability, and validity of the IOM-rec-
ommended domains (except for income) were evalu-
ated, and clinical trials were recommended [19, 20].

Corollary: Integrating the SDoH into health care should
not fall primarily on primary care clinicians. Although
front-line clinicians can see patterns of key determi-
nants for populations, leadership within health care
organizations must advance this work by alignment
with strategic directions, board support for community
partnerships, adopting a culture that values the SDoH
in addition to quality and affordable health care, mea-
surement/evaluation, role clarification, creation of new

“Opportunity Index” for SDoH in Health Care?

Lee and colleagues describe an “opportunity index” in a
value-driven outcomes program for selecting clinical areas for
quality improvement in a large single health care system to
improve outcomes and decrease costs [26]. What is an “opportunity

index” for SDoH that would allow a health care system to
determine areas for SDoH quality improvement that will produce
the greatest value for its patient populations and community
members? In other words, what are the “investment benchmarks”
for SDoH—for organizations serving individual patients and
communities?

NAM.edu/Perspectives

Page 3



DISCUSSION PAPER

Example: Cincinnati Children’s Hospital

Primary care and/or the emergency department can serve as the
“canary in the coal mine,” identifying key opportunities to be
considered. For example, at Cincinnati Children’s Hospital (CCH),
pediatric residents routinely ask patients’ family members about
social conditions. A resident discovers that an asthma patient has a
landlord who will not allow an air conditioner even when the
apartment temperature is 110 degrees. Several other patients have
complaints about their housing and are referred to the Legal Aid
Society of Greater Cincinnati, with whom the hospital has a
partnership. Legal Aid asks the question that a provider never asks:
“Who is the landlord?” In reviewing the records at CCH, providers
discover that 16 patients have been referred to Legal Aid
concerning housing. Legal Aid discovers that a single landlord owns
all the buildings and is in bankruptcy. Legal Aid works with the
families, the property manager, and finance institutions, and
eventually helps tenants form a tenants’ association. Subsequently,
a humber of community organizations apply for and receive a grant
to renovate many of those buildings. They fix heating and
ventilation systems, remove mold, and install new roofs, among
other repairs. This work started with medical residents collecting
routine data that included housing and a health care organization
working with a community resource. CCH’s Robert Kahn has
described this as “a great example that a doctor or health care
team does not have to change what they do or what their mission
is, but they do need to partner to accomplish good health for kids”

[27].

skill sets, and realignment of resources [21], i.e., building
a system approach to integration. These leadership ac-
tions allow front-line clinicians to be natural champions
for the SDoH within the organization and the community
without being responsible for all the necessary compo-
nents of a systems approach.

5. Experiments Are Occurring at the Local and
Federal Level.

State innovation models are exploring connections
among health care, social services, and some SDoH [22].
ACOs are responding to nonmedical needs of patients
such as transportation, housing, and food with the as-
sumption that outcomes and cost will improve [4]. One
randomized pediatric intervention of in-person navi-
gation services in two safety-net hospitals to address

families’ social needs demonstrated a decrease in the
families’ report of social needs and better reported chil-
dren’s overall health status [23], and the authors recom-
mend more experiments to determine investments in
interventions. The Centers for Medicare & Medicaid Ser-
vices (CMS) launched accountable health communities
(ACH)—the first innovation-center model to test match-
ing the needs of a population (i.e.,, CMS beneficiaries)
with community resources [24,25]. With a robust evalu-
ation plan, the five-year ACH model tests two tracks: as-
sistance track - provide community service navigation
assistance, and alignment track - encourage partner
alignment to ensure services are available and respon-
sive. These experiments will provide more evidence
about effectiveness in achieving better outcomes, better
experience, and lower costs.
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1. How do we prioritize SDoH for individual patients
and for communities?

Prioritization requires an assessment of readiness to
address proven or testable interventions, and return
on investment. Which patients will benefit the most
from addressing their SDoH, and which SDoH? Which
patients are most ready for these interventions? Which
interventions will decrease per capita spending? From
a community perspective, which SDoH are of most con-
cern to community stakeholders, and which SDoH will
have the greatest effect on total population health and
well-being, health equity, and health care expenditures?

Social Determinants of Health 101 for Health Care

2. How do we intervene without medicalizing SDoH?

There is a danger that a medical approach to these
nonmedical factors will lead to more health care ver-
sus more cost-effective and community-based inter-
ventions. For example, a social worker sees a patient
with schizophrenia once a week in northern Minneso-
ta, but she says, “What this patient needs is a friend.”
How do we avoid “re-creating the wheel” inside health
care and increasing costs? How do we listen to com-
munities, identify and delineate health care's role,
and collaborate appropriately with existing commu-
nity resources and increase capacity? As health care
professionals, we need huge doses of humility and
openness to authentically address SDoH and form or
join community partnerships. A recent infographic il-
lustrates an emerging path for community collabora-

Example: Evidence for Interventions

Evidence continues to mount about the ability of SDoH interventions to improve outcomes
and lower costs, particularly concerning the role of health care

organizations. Among healthy behavioral interventions, the best evidence of what clinical
organizations and communities can do together has been gathered on tobacco use [28]. The
National Collaborative on Childhood Obesity Research released a white paper titled
“Evaluating Community-Clinical Engagement to Address Childhood Obesity: Implications and
Recommendations for the Field,” which explored various roles of health care organizations in
addressing obesity, illustrating the various stages and providing a framework for evaluating
engagement [29]. Addressing early childhood issues at an individual level (e.g., in Women,
Infants, and Children programs and nurse-family partnerships) and at a community level with
investment in early education, especially for children from disadvantaged backgrounds, have
a good evidence base of their effectiveness, although the roles for health care organizations
are not as clearly defined. Housing interventions at an individual level for adults show some
promise, e.g., providing housing for homeless patients with alcoholism [30]. Multiple
determinant interventions addressing the whole person, with alignment of payment
incentives, have shown effectiveness in improving outcomes and decreasing costs in
Hennepin Health, a safety-net ACO for a Medicaid population [31].

For health care organizations, many questions remain about their appropriate roles and the
structure of a balanced investment portfolio of proven interventions (e.g., collaborating to
increase the price of tobacco products in a certain area), evidence-informed interventions
(e.g., providing housing for high-risk patients), and interventions that need further evaluation
(e.g., addressing childhood poverty in the clinic and/or in the community).

Recently, the published, peer-reviewed literature on investments in “social services,” or
“integrated models of health care and social services,” was reviewed; most studies were done
in the United States [32]. More than 70 percent of the studies were in low-income populations,
and the interventions with the most positive health outcomes respectively were housing
support, nutritional support, income support, and care coordination and community
outreach. Of the 39 studies reviewed, 20 showed improved health outcomes, 5 showed

decreased costs, and 7 showed both. Two studies showed mixed results: three nonsignificant
results and two negative results. Also recently in the United Kingdom (UK), researchers
evaluated 15 studies for “social prescribing” in the UK National Health Service and “found little
convincing evidence for either effectiveness or value for the money” [33]. They concluded that
more high-quality, comparative studies need to be done, especially addressing “when, by
whom, for whom, how well, and at what cost.”
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tion—from the “aha moments” to feedback and course
correction to new dialogue with the community [34].

Corollary: We often speak of the SDoH, but what are the
“social determinants of well-being”? Well-being is “the
sense of life satisfaction of the individual” as introduced
by Evans and Stoddart in their classic paper on the de-
terminants of health, in which they postulate that well-
being is the ultimate objective of health policy [35]. Ad-
vancing “social determinants of well-being” versus health
does not have the automatic association with hospitals,
clinics, visits, tests, procedures, and medication that the
term health has. This concept is promoted by Kottke, Sti-
efel, and Pronk who suggest we engage others and avoid
medicalizing by focusing on “well-being in all policies”
rather than health in all policies [36,37].

3. What (new) data are needed?

A third question is what SDoH data should be col-
lected—for what purpose, and by whom? Recently,
HealthDoers, a Robert Wood Johnson Foundation-
funded network with the Network for Regional Health-
care Improvement, held a Peer-to-Peer (P2P) event
focused on the intersection of clinical, multisector,
and SDoH data. Nial Brennan, former Chief Data
Officer at CMS, asked how SDoH data fared on
four key questions he says he always asks about collect-
ing new data [27]:

1. “How much will it cost to collect? Is the juice worth
the squeeze?

2. "How good [are] the data? Is it standardized?

3. “How comprehensive [are] the data? Are we getting
it for 5%, 10%, 50%, 100%of people?

4. “What level of granularity does the data need to be
at?”

These questions lead us back to issues of prioritiza-
tion, the opportunity index, and effective interventions.

With so many unknowns about the use of SDoH in
clinical care, having data for measurement and evalu-
ation of interventions is essential. Monitoring for
unintended consequences of well-designed and/or
well-intentioned programs and policies is important,
especially to ensure that disparities do not worsen.

4. How do we build multisector partnerships?

What partnerships should be built to address the SDoH
for individuals and for communities? What sectors
need to be involved to achieve the desired outcomes?
What are the roles of people and organizations in these
different partnerships? Building these multisector part-

nerships requires trust for not only sharing data but
also for sharing resources and money. What factors are
most important for building trust between health care
organizations and community partners, where there is
often a power differential? A recent workshop from the
National Academies of Sciences, Engineering, and Med-
icine (NASEM) explores the infrastructure of successful
multisector partnerships, including examples of health
sector and community collaboration [38]. For example,
a leader from Bellin Health identified five “domains of
transformation”: (1) understand the system, (2) social
change, (3) critical conversations, (4) co-creation, and
(5) spread and scale.

Corollary: What level of integration (e.g., in continuity of
care, responsibility for quality and costs for a populo-
tion, hospital affiliation, etc.) between health care or-
ganizations and service organizations is needed or not
needed to successfully address SDoH with community
partners? Does it depend on the SDoH being addressed?
Fraze and colleagues [4] describe a typology of ACOs re-
garding the integration of patients’ non-medical needs
with medical care—from noncoordinated to fully inte-
grated—with most ACOs being in the noncoordinated
quadrant (“neither services nor organizations were in-
tegrated”). More importantly, what specific system com-
ponents (e.g., global budgets, board leadership, quality
improvement culture, data systems, care managers or
community health workers, experience with community
partnerships) are needed to create effective interven-
tions?

5. What else?

The last question is “What else?” For example, discus-
sions about population health and its measurement
often center on the leading causes of death and not
well-being or the “leading causes of life,” such as pur-
pose, connection, agency, blessing, and hope [39]. In
addition, health care mental models are frequently
built from a deficit perspective—addressing what is
wrong with an individual and/or a community. How do
we focus on assets, starting with what is right with pa-
tients, families, and/or communities so we can build on
strengths? Building on strengths and working with mul-
tisector collaborations are two ways to minimize any
unintended consequences of screening for the SDoH in
clinical settings [40].

Conclusion

This paper articulates five things we know and five
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things health care organizations need to learn to ad-
dress SDoH for the national quality strategy [6]. Critics
are right to question how we address yet another is-
sue in health care. However, organizations can define
(and circumscribe) their roles [41], and join or form
new community partnerships to prioritize, develop, and
implement proven and/or testable interventions. With
the failure of our current health care system to deliv-
er better health and well-being at an affordable cost,
exploring opportunities in the other determinants of
health seems wise, if not imperative.
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