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Framework for today’s Discussion

 Social and Environmental Factors that Influence 
Health Outcomes

 Nursing Perspectives 

 CMS and TJC Health Equity Requirements

 Meaningful Use Attestation – Hospital Inpatient 
Quality Reporting program 

 Utilization of SDoH and HRSN Data to Drive Strategic 
Initiatives to Eliminate Health Disparities



What are we talking about?
 SDoH – Social Drivers/Determinants of Health

 Conditions in which people are born, grow, live, work, and 
age, which are shaped by socioeconomic factors, 
environmental conditions, and other social influences. SDOH 
include factors such as access to healthcare, education, 
employment, socioeconomic status, social support networks, 
and the physical environment.

 HRSN – Health Related Social Needs

 Social, economic, and environmental factors that significantly 
impact a person’s health outcomes. HRSN includes factors such 
as housing, food insecurity, transportation, education/literacy, 
employment/income, social support, community safety, and 
access to healthcare

 TJC uses the term HRSN instead of social determinants of 
health (SDOH) to emphasize that HRSNs are a proximate cause 
of poor health outcomes for individual patients as opposed to 
SDOH, which is a term better suited for describing populations



Demographic Classifications

 REAL – Race, Ethnicity, and Language
 Demographic information related to an individual’s racial or ethnic 

background and the language(s) they speak that helps identify 
healthcare disparities and tailor services to meet diverse 
population needs.

 SOGI – Sexual Orientation and Gender Identity
 Information about a person’s sexual orientation and gender 

identity which is important for providing inclusive and culturally 
competent healthcare services.



Health care only contributes 

to 10-20% of a person's health.

Social determinants of health (SDOH) are the conditions in which 

people are born, live, learn, work, play, worship, and age that 

affects a wide range of health, functioning, and quality-of-life 

outcomes and risks.

Why SDoH Screening? 



Nursing Perspectives



Nursing Perspectives – One Organization’s Journey 







Questions meet CMS and TJC
Regulatory Reporting 
Requirements

Decreased questions in 
Nursing Admission from  
17 To 11

Screening Questions 
for Social Determinants
Of Health 



Referral Management Systems 



Summary

 Barriers to Screening identified and 
addressed
 Within the scope of nursing practice

 Comfort, confidence and time

 Resources

 Standardized social needs assessment screening tool
 Kostelanetz, et al. (2021)

 Best Practices for Screening and Referral
 Screening tool embedded in an electronic health record

 Integrated into current workflows 

 Universal screening of all patients 

 Referrals are easily accessible and relevant 

 Staff workflows incorporate screening time 

 Track and report utilization of screening tool
 Berry, et al. (2020)

Progress in Screening  





Is your institution prepared?

 Do you or your representative currently assess for social needs? 

 Do you know who in your organization is charged with collecting this data?

 Do you know which systems or tools are available to collect this data?

 How are you stratifying and using this data?

 Has SDoH data been used to prioritize performance improvement?

 Is health equity a part of your organization’s strategic plan/direction?



Breaking down the CMS vs TJC Changes
2023 2024

CMS Requirements

HCHE: Hospital Commitment to Health 
Equity Measure

NEW Process Measure with 5 
Domains Mandatory Mandatory

The 5

SDOH-01: Screening for Social Drivers 
of Health Measure NEW Structural Measure Voluntary Mandatory

SDOH-02: Screen Positive Rate for 
Social Drivers of Health Measure NEW Structural Measure Voluntary Mandatory

TJC Requirements

Standard LD.04.03.08: Reducing Health 
Disparities

NEW Standard with 6 
Elements of Performance 

(EPs)
Mandatory Mandatory

Standard RC.02.01.01 EP25: Collecting 
Race & Ethnicity Data

Existing EP for hospitals
NEW EP for critical-access 

hospitals and others
Mandatory Mandatory

Standard RI.01.01.01 EP29: Prohibiting 
Discrimination

Existing EP for hospitals
NEW EP for critical-access 

hospitals and others
Mandatory Mandatory

How to Meet Your Hospital’s Health Equity Requirements | Medisolv

https://blog.medisolv.com/articles/hospital-health-equity-requirements


Data Stratification

 Data stratification is the systematic approach of 
categorizing and analyzing data based on specific 
variables or factors (such as demographic groups 
or populations)

 By Stratifying SDoH data, hospitals can identify 
what health disparities and unique challenges 
exist within their patient population 



SDoH Example of Stratification

 Diabetes Outcomes Example

 Income Stratification

 By categorizing patients into income groups, you can examine if there are disparities in 
diabetes control or complications among different income levels. 

 Education Level Stratification

 By categorizing patients into levels of education, you can examine if there are 
disparities in diabetes outcomes based on educational attainment.

 Access to Healthy Food Stratification

 By categorizing patients based on their access to healthy food options, you can 
examine if there are disparities in diabetes control associated with food 
access.

 The hospital can now identify specific patient groups that may be at higher 
risk for poor diabetes management due to income, education, or food access 
disparities.



How Can SDoH and HRSN Data Be Used?

 Identify Disparities
 Reveal patterns and disparities among demographic groups or populations that are 

disproportionately affected by certain health conditions or have higher rates of 
negative health outcomes

 Tailor Care
 Tailor care plans and interventions to meet the specific needs of patients by 

understanding social and economic circumstances and personalizing treatment 
plans to address barriers to care

 Collaborate with Community Organizations
 Identify community organizations, resources, and programs that address social 

determinants of care in which patients can be referred

 Care Coordination
 Collaborate with multidisciplinary teams to ensure patients receive comprehensive 

care that addresses both medical and social needs



How Can SDoH and HRSN Data Be Used? 
(cont)

 Targeted Interventions

 Develop targeted interventions and programs to address the identified health 
disparities

 Policy and Advocacy

 Leverage Data to advocate for policy changes that address social determinants of 
health and reduce health disparities at the system or community level

 Continuous Monitoring and Evaluation

 Regularly analyze data to monitor the impact of strategic health equity initiatives 
and identify areas for improvement





Information and Resources

 SDOH_Measure_FAQs_April2023[7981].pdf

 Quality ID #487: Screening for Social Drivers of Health (cms.gov)

 R3 Report Issue 38: National Patient Safety Goal to Improve Health Care Equity | The Joint 
Commission

 CMS_Disparities Impact Statement_worksheet[7991].pdf

 Using-Data-to-Reduce-Disparities-2021_Final.pdf (chcs.org)

 Data Driven Care Delivery ifdhe_real_data_toolkit_1.pdf (aha.org)

 Epic’s EHR Optimization Mitigates SDOH, Promotes Care Coordination (ehrintelligence.com)

 SDOH Pathways Platform Software - SDOH Solutions

 The AHC Health-Related Social Needs Screening Tool[8016].pdf

 CMS Framework for Health Equity 2022–2032

 Improving and Promoting Social Determinants of Health at a System Level | The Joint 
Commission

https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2023_Measure_487_MIPSCQM.pdf
https://www.jointcommission.org/standards/r3-report/r3-report-issue-38-national-patient-safety-goal-to-improve-health-care-equity/
https://www.jointcommission.org/standards/r3-report/r3-report-issue-38-national-patient-safety-goal-to-improve-health-care-equity/
https://www.chcs.org/media/Using-Data-to-Reduce-Disparities-2021_Final.pdf
https://ifdhe.aha.org/system/files/media/file/2021/04/ifdhe_real_data_toolkit_1.pdf
https://ehrintelligence.com/news/epics-ehr-optimization-mitigates-sdoh-promotes-care-coordination
https://www.sdohsolutions.com/sdoh-pathways-platform-software/
https://www.cms.gov/files/document/cms-framework-health-equity.pdf
https://www.jointcommission.org/resources/news-and-multimedia/blogs/advancing-health-care-equity/2022/09/improving-and-promoting-social-determinants-of-health-at-a-system-level/
https://www.jointcommission.org/resources/news-and-multimedia/blogs/advancing-health-care-equity/2022/09/improving-and-promoting-social-determinants-of-health-at-a-system-level/


Thank you!!

Questions?
Coletta C. Barrett, RN, MHA, FAHA, FACHE
Executive Consultant, Social Impact, Our Lady of the Lake
Coletta.Barrett@fmolhs.org

Aleisha Johnson Cook, MBA, 6σGB, HCA, PMP
Principal Consultant, AJC Business Solutions
Aleisha@AJCBusinessSolutions.com
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