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Agenda

• Introductions & Housekeeping
• Panelist Presentations
• Question and Answer

Housekeeping
• Slides will be made available!
• Please enter your Q&A into the chat
• Please frame your question as question
• We are recording and a copy will be available
online after the event

Managed Care: Population Health as an
Insurance Strategy
Let’s Talk Statistics!

INCENTIVE FOR SERVICE INTENSIVITY

• Risk in insurance is “the
likelihood an insured service
occurs”
• In a population, the risk is
distributed based on
observations and experience

• Historically: We are agnostic to risk – i.e. we pay for services
rendered (this is “Fee For Service”).
• The incentives align with providing more services at higher prices.

Managed Care: Population Health as an
Insurance Strategy

INCENTIVE FOR ACHIEVING OUTCOMES

• Payments can be upfront, global or “at risk” meaning you keep what you
don’t spend and are paid for achieving quality
• You are reimbursed by lowering the risk exposure of payers like insurers,
Medicare and Medicaid

Managed Care: Social Determinants

CBOs: Professionalizing vs. Medicalizing
“While the welfare implications of
these changes are not yet known,
policymakers should consider
balancing the benefits of
professionalizing CBOs against the
risks of medicalizing them.”

Meet the Panelists

Kate Ricker-Kiefert

Subject matter expert in state and federal
government health IT policy and
interoperability data models
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Amelia Mayme Consulting, LLC
kate@amhealthitconsulting.com
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Social Influences Impacting Health
The World Health
Organization defines social
determinants as “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.”

Federal
White House Executive Order
Ensuring an Equitable Pandemic Response and Recovery
• Provide specific recommendations for mitigating the health inequities caused or
exacerbated by the COVID-19 pandemic and for preventing such inequities in the
future
• Develop recommendations for how agencies and State, local, Tribal, and territorial
officials can best allocate COVID-19 resources, in light of disproportionately high rates
of COVID-19 infection, hospitalization, and mortality in certain communities and
disparities in COVID-19 outcomes by race, ethnicity, and other factors
• Collaborate with the heads of relevant agencies, consistent with the Executive Order
entitled “Ensuring a Data-Driven Response to COVID-19 and Future HighConsequence Public Health Threats,”
• Develop a set of longer-term recommendations to address these data shortfalls and
other foundational data challenges, including those relating to data intersectionality,
that must be tackled in order to better prepare and respond to future pandemics
• Strengthen equity data collection, reporting, and use related to COVID-19
Source: White House – Executive Order on Ensuring an Equitable Pandemic Response and Recovery

Federal
LINK - Leveraging Integrated Networks in Communities to Address Social Needs Act of 2021 (S.509)
• Leverage community resources and strengths to create a support framework for food, housing, job training, and other social
needs by connecting both the health care system and social service sector;
• Establish or enhance technology platforms to enable coordination of public and private social service providers and health care
providers across the state (recognizing privacy concerns with such sharing, the legislation directs networks to ensure that
“appropriate privacy, security, protections are in place, in accordance with applicable Federal and State privacy laws.”);
• Improve data sharing amongst community organizations and health care providers to measure the impact needed social
interventions have and subsequently prioritize resource allocation through data evaluation;
• Create sustainable funding models to enable long-term accessibility of the community integration network to enhance crosssector collaboration.

The Improving Social Determinants of Health Act of 2021 (S. 104/H.R. 379)
• Coordinate across CDC to ensure programs consider and incorporate SDOH in grants and activities.
• Award grants to state, local, territorial, and Tribal health agencies and organizations to address SDOHs in target communities.
• Award grants to nonprofit organizations and institutions of higher education to conduct research on SDOH best practices; provide
technical assistance, training and evaluation assistance to target community grantees; and disseminate best practices.
• Coordinate, support, and align SDOH activities at CDC with other federal agencies, such as the Centers for Medicare and Medicaid
Services (CMS) and others.
• Collect and analyze data related to SDOH activities.
LINK Act - https://www.congress.gov/bill/117th-congress/senate-bill/509/text?q=%7B%22search%22%3A%5B%22s.+509%22%5D%7D&r=1&s=1
Improving Social Determinants of Health Act - https://www.congress.gov/bill/117th-congress/house-bill/379?s=1&r=4

Federal Agencies
CMS State Health Official Letter – SHO #21-001 - Opportunities to Address Social Determinants of Health
• CMS expectations for states to adhere to within their Medicaid and CHIP programs when offering services
and supports that address SDOH
• Services and supports that are commonly covered in Medicaid and CHIP programs to address SDOH
• Federal authorities and other opportunities under Medicaid and CHIP that states can use to address
SDOH
• A table that summarizes the information on key federal authorities for addressing SDOH

ONC U.S. Core Data for Interoperability Task Force 2021
• The USCDI version 1 (USCDI v1) was adopted as a standard in the ONC Cures Act Final Rule published May
1, 2020. The standard was included as a required part of certain certification criteria in the 2015 Edition
Cures Update and is also referenced in the context of information blocking
CMS State Health Official Letter - https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
USCDI Task Force - https://www.healthit.gov/hitac/committees/us-core-data-interoperability-task-force-2021

National Collaborative
Gravity Project Goal
Develop consensus-driven data
standards to support use and
exchange of social determinants
of health (SDOH) data within the
health care sectors and between
the health care sector and other
sectors.
Gravity Project – www.thegravityproject.net

Gravity Project Scope
Develop data and interoperability
standards to represent and exchange
patient level SDOH data documented
across four clinical activities:
• Screening
• Assessment/diagnosis
• Goal setting
• Treatment/interventions

https://confluence.hl7.org/display/GRAV/The+Gravity+Project

SDOH Data and Technology Challenges
Data

• Data related to the social determinants of health, such as environmental conditions and
education levels aren’t as accessible and actionable as medical data are
• Variance in collecting social determinants data

Standards

• Lack of consensus on standards for capturing or representing social determinants of health
• Lack of national standards for representing SDOH data in EHRs

Financing

• Incentivizing the collection of the data through financial or quality measures
• Paying for services addressing SDoH

Policy

• Policy and research measuring outcomes and impact of acting on the information collected

Information

• Providing up to date information - aggregate and by individual patient
• Providing information on available services and resources

Governance

• Knowing who has the data, shares the data, for what purposes and uses
• Framework for shared community resources, defining the roles and responsibilities,
accountability, and enforcement

Where does your agency or organization fit in?
SDOH Care
Continuum
SDOH Data
Workflow

Clinical Treatment and Service
Delivery for Individuals and Family

•
•

Social Risk Screenings and
Assessments
• Diagnosis of SDOH Risks and Needs
• Care Plans to Address SDOH Risks
and Needs
• SDOH Interventions Decision Support
Tools

•
•
•
•
•
•
•
•

Individual Longitudinal Records
Referral Management
Notifications and Alerts of an Event
Care Coordination/Case Management
Consent Management
Resource Directory
Reporting
Eligibility Benefits

•
•
•
•
•
•
•

Data captured in EHR, screening
tool, or case management system
• Patient reported

•

Data captured in separate systems and
exchanged across organizations

•

•
•
•

Technical
Functions/
Features

Data
(Examples)

Population and Community Health
Prevention and Risk Assessment

Information Exchange
Identify available services needed
Referral generation creating, sending, and
sharing information to and from service
providers
Referral management tracking status to inform
follow-up and administrative requirements and
Cross-organization care coordination and case
management
Reporting data

•

Data Collection
Screening and assessment
information from a set of questions or
forms and data standards
Diagnosis of SDOH risk and needs
Care plans to address SDOH risks
and needs
Identify interventions to connect
individual with needed services

Community Data Exchange
“Bridge”

•

Individual-Level Data

•
•

•
•

•
•
•
•
•
•

Reporting, Aggregation, and Analytics
Measuring (process, quality of care, outcomes)
Population-level interventions
Identifying community and public interventions
Aggregation of individual screenings and other
individual data
Integrated data sources for research, risk
adjustment, and population health
Analytics for modeling, predictive analytics, risk
adjustment
Population Health Trends
Individual Outcomes Measurement
Population Health Interventions
Data Aggregation
Quality Measurement
Analytics
Evaluation

Integrated data from state agencies or
disparate sources
• Aggregated single-source data
Population-Level Data

Cesar Herrera

Chief Solutions Officer
Healthify

Who we are

Healthify improves the health of populations
by building the infrastructure that
integrates the social determinants of health
into the era of value based healthcare.

Opportunity: Value Based Payment Reform
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This imbalance is slowly shifting as public sector and health plans quantify
the value of SDoH
CMS clears $650M of Medicaid funding to reimburse SDoH interventions in
North Carolina (May 2019)

CareSource commits $50M to affordable housing investments (August 2020)

New York State requires all Medicaid MCOs to include CBOs in value based
contracts (July 2017)

ILLUSTRATIVE

The Ohio
Community
Network

We are a network of healthcare and social service organizations
committed to transforming the current system of care and
dramatically improving health outcomes in Ohio.
The network is built through engagement of multiple critical
stakeholders, including:
●
●
●
●
●
●

Community organizations - direct service providers
Conveners (e.g., foundations, membership associations)
Clinical providers/ health systems
Health Plans
Public Agencies
National Service Providers
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The SDoH Challenge

Health plan

The Ohio Community Network enables
integration by supporting in three critical
areas:

1

Access to Data & Coordination

2

Exposure to Community and Healthcare
Stakeholders

3

Clinical
Ecosystem

Building Healthcare Relationships
Social Services
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Use Cases & Demo
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Use Cases
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Example Care Coordination Workflow

Meet Jose
Jose is 50-years old and lives with his teenage
daughter. He is a Medicaid beneficiary, managed by
CareSource. He recently lost his job and now struggles
to make ends meet.
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Use Cases
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Example Care Coordination Workflow

Jose meets with CareSource
Care Mgr

Care Manager conducts regular
monthly assessment
Conducts a social needs screening
and identifies a need for
employment assistance.
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Use Cases
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Example Care Coordination Workflow
Care Manager accesses
Network

Resource 1
ABC Job Success
Program
Resource 3

P
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Use Cases
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Example Care Coordination Workflow
And refers to ABC Job Success
Program

Resource 1

ABC Job Success

Resource 3

ABC Job Success acknowledges the referral:
●
coordinates directly with Care Mgr
●
Updates and resolves referral
●
Makes secondary referrals if applicable

P
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Use Cases
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Example Care Coordination Workflow
Data is shared with health plan
●
●
●

Referral data aligned to member
Downstream clinical/ cost impact assessed
Data can be shared with network partners

Resource 1

ABC Job Success

Resource 3

P
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Process and Next Steps

Want to Get Involved?
Contact us at: networks@healthify.us

And for more information, check out the
Ohio Community Network Page HERE

Our mission is to build a world where
no one’s health is hindered by their need.

Tawny Stottlemire

Executive Director,
Community Action Inc.

Alissa Glenn

Director of Community Health and Nutrition
Greater Cleveland Food Bank

Our
History
& Mission

The Greater Cleveland Food Bank was founded in 1979.
We work to ensure that everyone in our communities has the
nutritious food they need every day.

How We Work in the
Community

DONATED FOOD
AND MONEY

GREATER CLEVELAND
FOOD BANK

PARTNER
PROGRAMS

FOOD INSECURE
NORTHEAST OHIOANS

Food is donated by retailers,
manufacturers, and food drives, or
acquired through state and federal
nutrition programs. Money and
food are also donated by
businesses and individuals.

Once donations arrive at the
Food Bank, volunteers sort,
repackage, or prepare the food
to be distributed to the
community.

Local churches, community centers,
schools, and other organizations
partner with the Food Bank and order
bulk food from our warehouse to
have delivered to their location.

Agencies distribute food and/or
serve prepared meals to hungry
people in their communities.
Nearly half of these clients are
children or seniors.

County (Ohio)
Ashland
Ashtabula
Cuyahoga
Geauga
Lake
Richland
GCFB Service Area

2020 Food
2020 Food
Insecurity % Insecurity #
17.9%
9,590
21.1%
20,660
20.8%
261,390
13.8%
12,990
16.0%
36,750
19.6%
23,790
19.7%
365,170

*Data based on Gundersen, C., A. Dewey, A. Crumbaugh, M. Kato & E. Engelhard. Map the Meal Gap 2018: A Report on County and
Congressional District Food Insecurity and County Food Cost in the United States in 2016. Feeding America, 2018.

Our Network of 1,000+ Member Agencies and
Programs
Senior
Markets
Pantries

239
School
Markets
Senior Box
40

45

Hot
Meals &
Shelters

Mobile
Pantries

Programs

48

51

143
Food as
Medicine
Sites

106

14

Kids Cafe

115

BackPack

110

Senior
Meals
30

Summer
Feeding
Programs

Other Meal
Programs
61

GCFB Uses Pantry Trak to Document Emergency
Food Access
•

400+ partner
accounts

•

This calendar year
• Over 65k unique
households
• 166k unique
people
• 210k events

•

Mostly pantry and
mobile pantry/
produce distribution
partners

•

Collect basic
household info

Food as Medicine

Programs and Approach

Food Insecurity has a strong correlation with Chronic
Disease
#1

Food insecurity ↑ likelihood of
developing a chronic disease

#2
Food insecurity makes it harder
to manage a chronic disease

•
•
•
•

•
•
•

Hypertension - 25% +
Type II Diabetes – 25% +
Kidney disease – 50% +
Osteoporosis – 400% +

↑ Tough choices ($ on
medication, food, quality of food,
transportation, housing, etc
Decreases medication
adherence
Diabetics have worse glycemic
control, more ER visits

The USDA defines food insecurity as limited or uncertain access to
enough food for all members of a household to live an active,
healthy life

Screening for Food Insecurity is the Key to
Intervention
Hunger Vital SignTM *
1) Within the past 12 months, we worried whether our food would run out before we
got money to buy more
often true
sometimes true
never true
don’t know/refused
2) Within the past 12 months, the food we bought just didn’t last and we didn’t have
money to get more
often true
sometimes true
never true
* Created and validated by Children’s HealthWatch (Boston Medical Center), endorsed by American Academy of Pediatrics,
don’t know/refused
American Academy of Family Physicians,
and others

Best Practices
• Integrated into regular intake process
• Asking in writing is more effective
• Asked at every visit
• Coding options available for EHRs
• If referring, get consent
If you don’t ask, you don’t know

Services for Food Insecure Patients
1. Food interventions/prescriptions: Positive
food insecurity screen and select health
condition (diabetes, hypertension) result in a
referral to a dedicated food pantry/clinic
2. Produce Distributions: A truckload of fresh
produce is delivered to healthcare centers on
a regular basis in areas of high need
3. Referral to our Help Center
• *Referrals include: Emergency food resources in the community (25k),
SNAP (13k) and public benefit applications (6k), employment, housing,
healthcare (10k)
• Rapidly growing number of referrals from health care providers
• FY19: Screened (5,151), Positive (1,407), Referred (772)
• FY20: Screened (158,550), Positive (16,601), Referred (2,618)
*FY 20 totals

Experience to-date with Referral Platforms
Pros
• HIPAA compliance can increase comfort for health care providers/increase
referrals/patients receiving help
• User friendly
Cons
• Train staff
• Currently unfunded
• Loss of control over data
• Quirks/details matter and affect functionality

837 referrals
in 7 months

Considerations/Requests
• Regional collaboration/coordination is essential
• Ideally, interoperability standards are created so that we can integrate with
our data systems (best way to prove closed-loop)
• Quality of referrals matter/complete automation from screen→refer shouldn’t
be the goal
• Data sharing/user agreements need to be as simple as possible/need to
avoid the liability of BAAs

Help Center and Outreach Services:

