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Today 

1. Quick review of definitions and why SDOH 

2.  How “we three” have been operationalizing 
the SDOH 

3. Give you some ideas about how and/or 
where to start operationalizing the SDOH 

4. Questions 



Healthy Sick Outcome 

Symptoms Access 

x   x 

Treatment 

genetics 30% health care 10% 
(95%  U.S. health budget)  

 Societal determinants: 
60% of health 

 (5% U.S. health budget) 

  

McGinnis et al, 2002 

Preventable Mortality 





 Defining Equality vs Equity 



 A call to action:  
Advocacy for health equity   



Institute of Medicine - SDOH 

2014 

2016 



  

 Moving beyond  

health care and 

 addressing or 

 changing: 

•   built 

environment 

• social 

conditions 

• economic 

conditions  
 

2012 



Upstream  
  

Midstream 
  

Downstream  
  

  Moving upstream from behaviors to population health change 

Social inequalities (race, class, gender) 

Institutional power (govt, business, schools) 

Neighborhood conditions 

Risk Behaviors (smoking, drinking, violence) 

Disease & Injury 

Mortality 



 
Levels of Intervention  

 
   
  

   

  

  

 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Levels of Intervention: Individual  
 

   
  

   

  

  

 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Physicians recognize SDOH BUT… 

•85% PC physicians and pediatricians recognize 
SDOH needs just as important as medical care 

•80% NOT confident in capacity to address 
SDOH  needs, which impedes quality care 
provision 

•76% wish HC system paid for services 
connecting to SDOH needs 

Source: Institute for Alternative Futures. Community Health Centers Leveraging the Social Determinants 

of Health (2012) 



“But I only have 15 
minutes/patient…” 

One doctor’s approach to operationalizing the  
SDOH 



Patient Case Study 

 

• Maria: 44 y/o Mexican immigrant mother 

• Diabetes, obesity, sleep apnea, heart failure 

• “Mom almost burned the house down!” 



King County, WA 
 

10 year difference in life expectancy between lowest and highest 



King County, WA 

 

KC Community Health Needs Assessment 2015/2016 

 



  Source: Public Health – Seattle & King County; KC Community Health Needs Assessment 2015/2016 

King County, WA 



 



Causes of the 
Causes:  

Why is Jason in 
the hospital? 



Why is Maria in the clinic? 



 

Maria: Solutions to the Causes at Clinic 

Level  

  
Upstream 

 (U) 
  

Moderately Upstream 

 (MU) 
  

Little Upstream 

(LU) 
  

Downstream 

(D) 
  

 
• Patient Navigator 

 

• Community Service Representative 

 

• Care Coordinator 

 

• Health Educator 

 

• Medical services 
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Mock Interview 

•“Miguel” 

•44 y/o male 

•HTN chronically uncontrolled 

•Today c/o headache 

 



 
 Individual interventions 

 • Get staff on board – work with medical 
assistants acknowledge SDOH as potential 
"new vital signs" 

• Leverage EMR tools – write “dot phrases” 
to facilitate information gathering 

• Interview pt through SDOH lens 
• Make SDOH diagnoses (ICD-10) 
• Point of care intervention (e.g. Reach Out and 

Read) 
• Learn about our community – determine 

which resources our patients currently 
use 
•Become an activist physician 

 

 

 



 
Levels of Intervention:  Clinic 

 
   
  

   

  

  

 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Sea Mar’s SDOH Approach 



2014 

How do we get to 

know Maria and 

Miguel? 

 

How do we learn 

WHY they keep 

on returning? 



  Health Corps members   

• JHA Health equity workshop 
series (6 four hour workshops 
over a 9 month period) 

• Culminates in SDOH action 
project (40 hour minimum) 
 

 

 

International District community kitchen 

Navee Sidhu, 2011/2012 cohort 



Social History 

 Intake Form SDOH intake 
form  developed 
in 2012 for JHA 
Action Project 

by Health Corps 
member   

  Navee Sidhu 



  Stress 

67% of 

responses 

report levels of 

stress between 

levels 7-10 



SDOH Categorical Needs as a Frequency 

of Total Responses 



Number of Questions Answered 



Road Map to Creating a SDOH Form at 

Sea Mar 

What  factors are at play in health? 

Start Medical-Legal Partnership 

(MLP) with NW Justice Project 

JHA SDOH training -   

HC members 

develop first SDOH 

EMR form  (2011) 

MLP’s focuses: Income, 

Housing, Education, 

Legal, Personal safety   

Develop and pilot ‘Social History 

Intake’ form in 3 clinics (2012) 

Sea Mar and JHA strategize –  

How integrate  SDOH? 

• Evaluation  (2014) 

• Process 

improvement 

• 2016 – NEXT FORM 



Revised SDOH-6 Screening tool 

Name    

DOB/Age 

Race/Ethnicity 

Preferred language 

City of residence 

Zipcode 
 

 

 

1. What is your stress level?  Happy face scale like 

pediatric pain scale. 

2. Are you homeless? 

3. Did you eat yesterday? 

4. Are you working/studying? 

5. Can you read and write in any language? 

6. Can you speak English? 



ICD-10: SDOH in your Health Records 

 



 
Sea Mar –  
SDOH budget (28%) 

 
 



Sea Mar - Community Stability 

Housing Development 

•Pasco 

•Seattle  

•Des Moines 



Clinic interventions 

•Leadership buy in   

•Train and inform staff 

•Track  SDOH in EMR 

•More services under 1 roof  

•Hire new staff to support SDOH  interventions 
(e.g., community health workers) 

•Develop SDOH  interdisciplinary approaches to 
care – (e.g, care team model) 

•SDOH clinic protocols 

•VP of SDOH (e.g., Chief Determinants Officer) 

•Go for BIG IDEAS 

 

 



 
Levels of Intervention:  Community 

 
STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Getting to know your community 
  

•Clinic staff - conduct your own “SDOH street 
walk” 

•Where are the assets? 

•Where are the challenges? 



South Park Youth Group:  
Mapping a healthy community 



 
Health 

Mapping 
 

Where is our 
neighborhood 

healthy? 
 

Where is our 
neighborhood 

unhealthy? 
 Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013)  



+ 

Cumulative Effects - Imagine 

+ + 

+ +++++ 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



OR 

 

 

 

 

 

 

 
(Fill in Chronic Disease) 

+ ++++ 

+ + 

+ 

Gould, Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



  

Socioeconomic 
factor component 

(rank 1-3): 
Percent  Below 200% 

Poverty Level by  
ZIP code 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



  

Sensitive 
populations 
component  
(rank 1-3): 

Percent  Foreign Born 
by  

ZIP code 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



   Environmental 
exposures 

component  
(Rank 1-10): 

Annual Average Diesel 
Particulate Matter in 

human breathing zone 
(ug/m3), by ZIP code 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



 Environmental 
effects 

component  
(Rank 1-5): 

 Number of Toxic 
Release Inventory 
Sites, by ZIP code 

 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



 Environment factors 
component  
(Rank 1-5): 

Percent Tree Canopy 
by  

ZIP code 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



Public health factors 
component  
(Rank 1-5): 

Childhood asthma 
hospitalization    

rate per 100,000 by  
ZIP code 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



Seattle 
Cumulative 

Impact 
Analysis 
Results 



Georgetown/South Park disparities 

Indicator Georgetown/

South Park 

Census 

tracts 109 

and 112 

Laurelhurst 

Census 

tracts 4100 

and 4200 

Seattle King County 

 Life expectancy at birth 

(years) 

 73.3* 86.4* 81.5 81.5 

 Heart disease death rate 

per 100,000 

 202.9# 89.6* 138.4 137.8 

Source:  Public Health Seattle & King County   

*p=0.05 from both KC and Seattle average 

#p= 0.05 for KC average only 

Gould & Cummings. Duwamish Valley Cumulative Health Impact Analysis (2013) 



  What are community health 
issues? 

Anna Schulman, Antioch University, 2012 



Community becoming 
decision makers  

Air pollution prioritized 

Governor Jay Inslee with 

Duwamish Valley Youth Corps: 

“I thought everyone had asthma” 

“Trees improve air quality” 



Community 
Interventions 

•Staff “SDOH street walk” 

•Community health mapping 

•Visioning exercise   

•Partner with local organizations 

•Prioritize community health concerns 

•Help community have ownership – 
collaborate and engage 

•Assist with creation of local foundation to 
address SDOH affecting community 

 



 
Levels of Intervention:   Systems 

    
  

 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



 

Increased Risk 
 
•Poverty 
•Poor housing quality 
•Environmental exposures 
•Poor nutrition/ food 
insecurity 
•Safety concerns 
 

Decreased Access 
 
•Language or cultural barriers 
•Geographical barriers 
•Inadequate health insurance 
•Lack of benefits 

Development 
of illness 
 
Severity of 
illness 

Healthcare 

Policy & 
Advocacy 

Health disparities & vulnerable populations 



Sea Mar Medical-Legal Project 

 



Sea Mar/NWJP in WA State 

 



 

Maria: Solutions to the Causes - 

Upstream  

  
Upstream 

 (U) 
  

Moderately Upstream 

 (MU) 
  

Little Upstream 

(LU) 
  

Downstream 

(D) 
  

 
• Legal aid 

 

• English classes  

 

• Work opportunities 

 

• Community Support Group 

 

• Food bank, Community farms 

 

• Transportation access program 
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Educational Institutions 

 



Systems interventions 

•Healthcare system – value-based care 

•U.S. medical education – SDOH into 
curriculum longitudinally 

• Seek expertise and partnerships with 
other sectors (housing, transportation, 
education, etc)   

• Paradigm shift in health care 

 



 
Levels of Intervention:  

State/National 
 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Advocacy 

• Clinic-based organizing 

• Direct actions 

• Latino Legislative Day 



Maria’s political environment 

• Maria & Family – most impressive example of 
SDOH in 10 years 

• Economic crash 2008 
• Cuts to state budget 5 yrs running 
• --------------------------------------------------- 
• We fought the health budget cuts every year 
• May Day/Immigrant rights rally – 30K in street 
• Seattle becomes refuge city for undocumented 
• Paid sick leave passed in Seattle 
• $15/hr law passed in Seattle 



State/National 
Interventions 

•$15 minimum wage 

•Paid pa/maternity leave 

•Immigration reform – keep families together 

•Education (Pre-K education, subsidized/free higher)  

•Access to affordable health care for ALL 

•Increased funding for public transportation 

• Prison reform  

•Democratic process – get it back 

•Equitable wealth distribution = redistribution 

 

 



Where can you take action? 

  
   
  

 

STATE/NATIONAL 

 SYSTEMS 

 COMMUNITY 

 CLINIC 

INDIVIDUAL 

UPSTREAM 

DOWNSTREAM 



Solutions to the Causes:  

Ideas for action 

Upstream 

 (U) 
  

Moderately Upstream 

 (MU) 
  

Little Upstream 

(LU) 
  

Downstream 

(D) 
  

Support Immigration reform 

Support strong Public Education 

Support/Amend ACA for immigrants 

 

 

Advocate for refugee city status 

Support $15 minimum wage effort 

Fight budget cuts to MSS/WIC 

 

 

Medical Legal Partnerships 

Resources: Exercise, English, Literacy 

Support Staff 

 

 

Green space/Food desert eval 

$4/$10 Pharmacies 

Clinical Improvements 

 

 

Follow up Q 3 months w/A1C, etc… 

RX, Labs, Nutrition Referral 

Health Education, Support Group 
 

 

Nation 

 

 

 

 

State 

 

 

 

 

Sea Mar 

 

 

 

 

Community 

 

 

 

 

Patient 



Questions? 



Thank you! 

  

Linn Gould, MS, MPH 
(206) 324-0297 

gouldjha@gmail.com 
www.justhealthaction.org 

 

Julian Perez, MD 
julianperez@seamar

chc.org 

Navee Sidhu, MS4 

sidhun@uw.edu 

 

http://www.justhealthaction.org/
http://www.justhealthaction.org/

