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Social Determinants of Health Learning Collaborative – Resource Sheet  

The NH Department of Health and Human Services and Myers and Stauffer LC held a learning collaborative 
“Engaging Community Partners Using Social Determinants of Health” for all DSRIP partners on May 16, 2018. 

 

 

This document follows up with links for resources 

relevant to social determinants of health. It can be 

accessed at  

https://cpasnh.mslc.com/lc-all-partner-statewide-

meeting 

 

Social Determinants Resources 

Definition – Social Determinants of Health (SDOH) 
• Complex social structures and economic systems are responsible for most health inequities. These 

social structures and economic systems include the social environment, the physical environment, 
health services, and structural and societal factors.1 

 SDOH include employment and subsidies, housing, transportation, literacy, access to healthy food, 
social integration, community engagement, health coverage, access and quality of health care.2 

 
Rationale for IDNs Using Social Determinants of Health 

 Focusing on the SDOH can help regions reach outcome metrics associated with DSRIP projects.  

 SDOH have a greater impact than health care on reducing risk of premature death. Health care 
impact was attributed to 10 percent while social and environmental factors attributed 20 percent.3 

 85 percent of primary care providers and pediatricians in one national survey felt unmet social 
needs led directly to worse health, and 80 percent felt unable to address these needs.4 

 Social determinants may impede patient ability to stick to treatment plan 
o Lack of transportation could lead to inability to attend counseling session  
o Job insecurity could lead to inability to take time off work to make appointment  

 

Approaches to SDOH in Practice 

o Health Leads connects patients to community-based resources and redefines what counts as 
healthcare. See https://healthleadsusa.org/  

https://www.cdc.gov/nchhstp/socialdeterminants/definitions.html
https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/
https://www.nejm.org/doi/full/10.1056/NEJMsa073350
https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
https://cpasnh.mslc.com/lc-all-partner-statewide-meeting
https://healthleadsusa.org/


  
  
 

NH DSRIP Learning Collaborative Resource Sheet   Page 2 of 2 
 

o PRAPARE (Protocol for Responding to and Assessing Patients' Assets, Risks, and Experiences) is a 
national effort to help providers to act on their patients' SDOH. See http://www.nachc.org/research-
and-data/prapare/  

o Accountable Health Communities Model is a CMS program that tests whether addressing the SDOH 
of beneficiaries will impact health care costs and reduce health care utilization. See their screening 
tool at https://innovation.cms.gov/Files/worksheets/ahcm-screeningtool.pdf  

o Accountable Communities of Health is a Medicaid program in Washington State that addresses 
social determinants such as housing and transportation. See https://www.hca.wa.gov/about-
hca/healthier-washington/accountable-communities-health-ach  

o American Academy of Family Physicians’ program to advance health equity and address social 
determinants of health offers a screening tool, guide, and action plan. See 
https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/tools.html   

o Pathways Community HUB model uses pathways to confirm that community interventions have 
been received and an individual’s risk has been addressed. See the Quick Start Guide at 
https://innovations.ahrq.gov/sites/default/files/Guides/CommHub_QuickStart.pdf  

 

Additional Resources and Tools 

o American Public Health Association infographic posters about SDOH are powerful tools to share.  
http://thenationshealth.aphapublications.org/content/infographics-social-determinants-health  

 
o CDC’s two-page brief describes how PH services can address SDOH. 

https://www.cdc.gov/stltpublichealth/publichealthservices/pdf/Ten_Essential_Services_and_SDOH.
pdf  

 
o Center for Health Care Strategies brief addresses practical issues about screening patients with 

complex needs. https://www.chcs.org/resource/screening-social-determinants-health-populations-
complex-needs-implementation-considerations/  

 
o County data developed show that where people live matters to health. See NH 2018 data at 

http://www.countyhealthrankings.org/sites/default/files/state/downloads/CHR2018_NH.pdf  
 

o This brief explores the role community health workers play in addressing SDOH that have 
tremendous impact on chronic disease. http://www.academyhealth.org/publications/2018-
05/integrating-community-health-workers-state-and-local-chronic-disease-prevention-efforts   

 
o “Overcoming Challenges to Medicaid Investments in Social Determinants of Health” in Health Affairs 

Blog (June 2018) found that the most important accelerator was to involve appropriate leaders.  
https://www.healthaffairs.org/do/10.1377/hblog20180612.152825/full/  

 
o Robert Wood Johnson Foundation developed best practices on how to talk about the SDOH. An 

important finding: the term “social determinants of health” doesn’t resonate with most audiences.  
https://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf63023  

http://www.nachc.org/research-and-data/prapare/
http://www.nachc.org/research-and-data/prapare/
https://innovation.cms.gov/Files/worksheets/ahcm-screeningtool.pdf
https://www.hca.wa.gov/about-hca/healthier-washington/accountable-communities-health-ach
https://www.hca.wa.gov/about-hca/healthier-washington/accountable-communities-health-ach
https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/tools.html
https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/tools.html
https://www.aafp.org/patient-care/social-determinants-of-health/everyone-project/tools.html
https://innovations.ahrq.gov/sites/default/files/Guides/CommHub_QuickStart.pdf
http://thenationshealth.aphapublications.org/content/infographics-social-determinants-health
https://www.cdc.gov/stltpublichealth/publichealthservices/pdf/Ten_Essential_Services_and_SDOH.pdf
https://www.cdc.gov/stltpublichealth/publichealthservices/pdf/Ten_Essential_Services_and_SDOH.pdf
https://www.chcs.org/resource/screening-social-determinants-health-populations-complex-needs-implementation-considerations/
https://www.chcs.org/resource/screening-social-determinants-health-populations-complex-needs-implementation-considerations/
http://www.countyhealthrankings.org/sites/default/files/state/downloads/CHR2018_NH.pdf
http://www.academyhealth.org/publications/2018-05/integrating-community-health-workers-state-and-local-chronic-disease-prevention-efforts
http://www.academyhealth.org/publications/2018-05/integrating-community-health-workers-state-and-local-chronic-disease-prevention-efforts
https://www.healthaffairs.org/do/10.1377/hblog20180612.152825/full/
https://www.rwjf.org/content/dam/farm/reports/reports/2010/rwjf63023

