Overview of Social Determinants of Health (SDOH) and Equity in the Context of
Alternative Payment Models (APMs) and
Physician-Focused Payment Models (PFPMs)
Section I. Introduction and Purpose
There is a growing recognition that health outcomes are affected by many factors in addition to medical
care received, including factors known as social determinants of health (SDOH) (Braveman & Gottlieb,
2014). SDOH include community factors such as the availability of high-quality education, employment
opportunities, transportation, affordable housing, broadband internet, and healthy foods. Addressing
SDOH is one tool used for advancing health equity, in which every person has the opportunity to “attain
his or her full health potential,” regardless of “social position or other socially determined
circumstances” (CDC, 2020b). Additionally, health disparities are differences in health that are linked to
social, economic, and/or environmental disadvantages, such as the higher prevalence of poor or fair
health (versus good, very good, or excellent health) among children in low-income families (The
Secretary's Advisory Committee on National Health Promotion and Disease Prevention Objectives for
2020, 2008). Recognition is also growing regarding the need to address SDOH and health equity in order
to reduce health disparities. The COVID-19 public health emergency, including its effects on the U.S.
economy, magnified many of these issues (Abrams & Szefler, 2020). Amid this rising attention toward
SDOH and equity, the intersection between equity and Alternative Payment Models (APMs) and
physician-focused payment models (PFPMs) is also gaining interest.
The purpose of this overview document is to provide members of the Physician-Focused Payment Model
Technical Advisory Committee (PTAC) with background information as context for the Committee’s
theme-based discussion in September 2021; this information includes current perspectives on
optimizing efforts to address SDOH and equity in the context of APMs and PFPMs. Section II summarizes
the research questions used to guide the theme-based discussion. Section III includes definitions of
SDOH, equity, and related terms, as well as a conceptual framework for health equity. Section IV offers a
reading list for further exploration of SDOH and equity.

Proposals to the Physician-Focused Payment Model Technical Advisory Committee
Under the bipartisan Medicare Access and CHIP Reauthorization Act (MACRA) of 2015, Congress
significantly changed Medicare fee-for-service (FFS) physician payment methods. The law also
specifically encouraged the development of APMs known as physician-focused payment models (PFPMs)
and created the PTAC to review stakeholder-submitted PFPM proposals and make comments and
recommendations on them to the Secretary of Health and Human Services (HHS; “the Secretary”).
Since its inception, PTAC has received 35 proposals for PFPMs from a diverse set of physician payment
stakeholders, including professional associations, health systems, academic groups, public health
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agencies, and individual providers. 1 Several proposals included elements related to social determinants
of health (SDOH) and/or equity. Additionally, PTAC’s previous theme-based discussions on telehealth
and care coordination emphasized the importance of addressing issues related to SDOH and equity in
the context of APMs and PFPMs, especially in comments related to lessons learned from the COVID-19
public health emergency (HHS, 2021; PTAC, 2021).
An accompanying document prepared by NORC at the University of Chicago offers additional context for
the theme-based discussion, including analyses of how SDOH and equity have been incorporated by the
Center for Medicare and Medicaid Innovation (CMMI) into its APMs and by stakeholders in their
proposals submitted to PTAC (NORC at the University of Chicago, 2021). Background context on the use
of SDOH and equity data for reimbursement is also reviewed.

Section II. Research Questions
This section summarizes the research questions used to guide the September 2021 SDOH and equity
theme-based discussion. The research questions focus on data and payment issues related to optimizing
efforts to address SDOH and equity in the context of APMs generally and PFPMs specifically. The
complete list of research questions can be found in Appendix A.

General Questions
•

How are SDOH and equity defined within the context of optimizing value-based care in APMs
and PFPMs? What health-related social needs are most relevant for optimizing value-based
care? How do behavioral health needs fit within the context of optimizing value-based care?

•

How have various payers (such as Medicare, Medicaid, and commercial plans) been addressing
SDOH and implementing efforts to advance equity among their patient populations, and what
lessons learned can be applied to other care contexts?

Data-Related Questions
•

What types of SDOH- and equity-related data are currently being captured by providers, or
could be captured within the context of optimizing value-based care in APMs and PFPMs? What
data could help implement efforts to intentionally advance health equity?

•

What is the quality of the SDOH- and equity-related data that are currently being collected by
health care providers?

•

How can health care providers effectively share SDOH- and equity-related data with payers,
community-based organizations, and other partners across the continuum of care?

•

What are some of the barriers, challenges, and other concerns related to collecting, using,
and/or sharing SDOH- and equity-related data?

The 35 proposals submitted to PTAC represent an unduplicated count (i.e., proposals with multiple submissions are counted
only once) of the number of proposals that have been voted and deliberated on by the Committee (28) and the number of
proposals that have been withdrawn by stakeholders (seven, including one proposal that was withdrawn prior to any review by
the Committee).
1
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•

What are examples of successful processes and tools, or best practices, for collecting, using,
and/or sharing SDOH- and equity-related data?

Payment-Related Questions
•

What types of investments have been made by payers, health care providers, social service
providers, and communities to assess and address patients’ social needs? What gaps in
resources exist, and what other types of investments by payers and health care providers are
needed to support services aimed at addressing the social needs of patients and advancing
health equity?

•

What role have APMs played in incentivizing activities related to addressing SDOH and/or
equity? What kinds of SDOH- and equity-related quality and performance measures have health
care providers been required to report and/or meet, and have been tied to payments?

•

What is the evidence regarding the effectiveness of various activities related to addressing
SDOH and/or equity in improving quality and reducing costs? What are some areas for further
research?

Section III. Background
This section discusses definitions of relevant terms and how they interact, as well as a conceptual
framework for health equity. Non-medical, social factors (such as education, the physical environment,
and income) have been shown to play an important role in influencing health outcomes and behaviors.
As shown in Figure 1, some estimates suggest that health care contributes a mere 20 percent to health,
while socioeconomic factors and the physical environment contribute 50 percent (Booske, Athens,
Kindig, Park, & Remington, 2010; Hussein & Collins, 2016).
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Figure 1. Estimated Relative Contributions to Health

Note: Genetic factors were not included in estimates.
Source: Hussein, T., & Collins, M. (2016). The Community Cure for Health Care. Retrieved from
https://ssir.org/articles/entry/the_community_cure_for_health_care

Definitions
Although various definitions of social determinants of health (SDOH) exist, this overview uses the
Agency for Healthcare Research and Quality (AHRQ) definition of SDOH:
“SDOH, although experienced by individuals, exist at the community level. Healthcare systems that
learn about the communities their patients live in, and the community-level barriers members can
face to becoming and staying healthy, can better adapt their recommendations to people’s lives.
SDOH can be categorized into five key areas:
•

Social context (e.g., demographics, social networks and supports; social cohesion; racial, ethnic,
religious, and gender discrimination; community safety; criminal justice climate; civil
participation).
4
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•

Economic context (e.g., employment, income, poverty).

•

Education (e.g., quality of day care, schools, and adult education; literacy and high school
graduation rates; English proficiency).

•

Physical infrastructure (e.g., housing, transportation, workplace safety, food availability, parks
and other recreational facilities, environmental conditions, sufficiency of social services).

•

Healthcare context (e.g., access to high-quality, culturally and linguistically appropriate, and
health literate care; access to insurance; healthcare laws; health promotion initiatives; supply
side of services; attitudes towards healthcare; and use of services)” (2020).

Another related term is health-related social needs (HRSNs), which are non-medical patient needs that
impact health (such as housing instability, food insecurity, and exposure to interpersonal violence)
(Billioux, Verlander, Anthony, & Alley, 2017). Health-related social needs are correlated with higher
hospital readmission rates (Bensken, Alberti, & Koroukian, 2021).
While SDOH exist at a community level, health-related social needs describe an individual’s experience.
For example, a particular community may lack abundant affordable housing, but local individuals may
experience housing needs differently. One individual in an area may have stable housing, while another
may experience homelessness, giving that second person a health-related social need. Addressing SDOH
requires different interventions than ones used to address health-related social needs. For example,
addressing the SDOH of economic stability could include advocating for policies that promote housing
stability and food security (such as federal nutrition programs), whereas addressing a social need could
include referring individuals to local organizations that can provide needed resources and/or help them
complete applications for nutrition or housing assistance (Green & Zook, 2019). Some SDOH, such as
those in the health care context of AHRQ’s definition, are more conducive to involvement from the
health care system; for example, providers can prioritize offering language services to patients with
limited English proficiency to improve the quality of care. For many other domains, a suggested role for
providers may be to screen and refer individual patients to community-based organizations that can
offer services to address HRSNs. That said, for SDOH domains such as economic context or physical
infrastructure, certain large health care systems may have additional levers available to improve these
SDOH based on their roles as anchor institutions for their communities. For example, Kaiser Permanente
announced plans to purchase a housing complex in Oakland, California, for use as affordable housing
and create a fund to develop and preserve affordable housing in the company’s service areas (Kaiser
Permanente, 2019). Also, related to economic context, Johns Hopkins Health System raised its minimum
wage to $15 an hour for all employees and contract workers, compared to Maryland’s $11.75 minimum
wage (Maryland Department of Labor, 2019; Mirabella & Miller, 2021).
Specific SDOH and HRSNs affect different aspects of health. For example, indoor and outdoor air
pollutants, which are part of the physical infrastructure key area of SDOH, are linked to cardiovascular
disease, disruptions to fetal and child development, asthma attacks, and lung cancer (CDC, 2017). The
Centers for Disease Control and Prevention (CDC) explains that “[r]acial and ethnic minorities may
encounter more environmental hazards than non-minorities do.” Broadband internet access, also part
of physical infrastructure, is linked to accessing telehealth, which can include video visits with
physicians, asynchronous messaging, and remote patient monitoring (Benda et al., 2021). During the
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COVID-19 pandemic, use of telehealth increased among Medicare patients and other populations,
allowing patients to access health care services while reducing the risk of COVID-19 transmission
(Bosworth et al., 2020; Wosik et al., 2020). Individuals experiencing homelessness, an HRSN, have higher
rates of morbidity and mortality than housed individuals; homelessness can result in exposure to
communicable diseases, violence, and dangerous weather, while making it more challenging for
individuals to address chronic physical or mental health needs (National Health Care for the Homeless
Council, 2019; Sutherland, Ali, & Rosenoff, 2021).
Addressing SDOH is a critical part of efforts to improve equity. This overview uses the CDC National
Center for Chronic Disease Prevention and Health Promotion definition of health equity, which is
achieved:
“…when every person has the opportunity to ‘attain his or her full health potential’ and no one is
‘disadvantaged from achieving this potential because of social position or other socially determined
circumstances’” (2020b).
Additional definitions of health equity exist. For example, the CDC also defines health equity as “when
everyone has the opportunity to be as healthy as possible” (CDC, 2020c). The Robert Wood Johnson
Foundation offers several definitions of health equity by length and audience; for example, a short
definition for general audiences frames health equity as a process: “[h]ealth equity means removing
economic and social obstacles to health such as poverty and discrimination” (Braveman, Arkin, Orleans,
Proctor, & Plough, 2017).
Within the broader context of efforts to address SDOH and equity, PTAC is particularly interested in how
APMs and PFPMs can help incentivize health care providers to collect data related to SDOH and equity;
use these data to ensure that patients’ physical, behavioral health, and social needs are being met;
measure the impact of these activities; and address related payment issues. Addressing SDOH and its
various domains is an approach that can be used to improve equity and reduce disparities. As shown in
Figure 2, health equity exists at the system level, and SDOH exist at the community level, while HRSNs
exist at the individual level. Yet addressing SDOH at the community level can reduce the number of
health-related social needs that individuals experience. Finally, not all methods of improving health
equity involve addressing social determinants of health. Examples of additional ways to advance health
equity objectives include improving access to and quality of care, and collecting the data needed to track
outcomes for different groups.
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Figure 2. Relationship between Health Equity, Social Determinants of Health, and Health-Related
Social Needs

Another dimension to be explored in PTAC’s theme-based discussion is patient psychosocial needs. The
World Health Organization’s (WHO’s) Commission on SDOH, when developing its Conceptual Framework
for Action on the SDOH, defined psychosocial circumstances as including “psychosocial stressors,
stressful living circumstances and relationships, and social support and coping styles (or the lack
thereof)” (WHO, 2010). Different groups have different levels of exposures to sources of stress, which
can include negative events, job strain or insecurity, living with high debt, or living without social
support (WHO, 2010). For a definition more focused on psychosocial needs alongside diagnosis of a
disease, the National Cancer Institute (NCI) at the National Institutes of Health defines “psychosocial” in
medicine as relating to the “mental, emotional, social, and spiritual effects of a disease, such as cancer.
Some of the psychosocial effects of cancer are changes in how a patient thinks, their feelings, moods,
beliefs, ways of coping, and relationships with family, friends, and co-workers” (NCI). NCI’s examples of
how to offer cancer patients psychosocial support include “counseling, education, group support, and
spiritual support” (NCI).
PTAC is also interested in discussing behavioral health, which AHRQ defines as an “umbrella term that
includes mental health and substance abuse conditions, life stressors and crises, stress-related physical
symptoms, and health behaviors” (AHRQ Academy). AHRQ notes that behavioral health conditions can
affect medical illnesses, and that integrating behavioral health with medical health has the goal of
improving care and health for the whole person. Behavioral health resides at the intersection of clinical
needs and HRSNs, as depicted in Figure 2. Access to behavioral health care can also vary along SDOH.
Behavioral health equity, as defined by the Substance Abuse and Mental Health Services Administration
(SAMHSA), is “the right to access quality health care for all populations regardless of the individual’s
race, ethnicity, gender, socioeconomic status, sexual orientation, or geographical location,” including
7
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“access to prevention, treatment, and recovery services for mental and substance use disorders”
(SAMHSA, 2021). PTAC may explore how well-positioned APMs and PFPMs may be able to integrate
behavioral health care within medical care. The accompanying analysis of CMMI portfolios and
proposals submitted to PTAC will include the extent to which models or proposed models sought to
address psychosocial needs and/or behavioral health.
The varying influences of SDOH and other factors result in health disparities, which are defined by
Healthy People 2020 as:
“…a particular type of health difference that is closely linked with social, economic, and/or
environmental disadvantage. Health disparities adversely affect groups of people who have
systematically experienced greater obstacles to health based on their racial or ethnic group; religion;
socioeconomic status; gender; age; mental health; cognitive, sensory, or physical disability; sexual
orientation or gender identity; geographic location; or other characteristics historically linked to
discrimination or exclusion” (The Secretary's Advisory Committee on National Health Promotion and
Disease Prevention Objectives for 2020, 2008).
Examples of disparities in health status include the higher mortality rates among Black infants compared
to white infants; the higher prevalence of poor or fair health (versus good, very good, or excellent
health) among children in low-income families; and the worse health and functional status of elderly
women compared to elderly men (Advisory Committee, 2008). Disparities can also exist in health care,
such as health care access differing by language proficiency or the likelihood of receiving pain
medication for major fractures differing by race/ethnicity. Furthermore, poverty, which varies by race,
has been strongly linked to poor health (Advisory Committee, 2008).
Healthy People 2020 specifies that a phenomenon needs to be linked to a systematic disadvantage or
injustice in order to be a health disparity and not a health difference. For example, the higher rates of
breast cancer among women compared to men and health advantages for foreign-born Hispanics in the
United States over U.S.-born Hispanics are identified as health differences, not health disparities (Cantu,
Hayward, Hummer, & Chiu, 2013; CDC, 2020a).
Certain SDOH, such as discrimination, reinforce and even increase existing inequities between groups, so
communities already experiencing health disparities have even fewer opportunities. Daniel Dawes
proposed that the determinants of the SDOH are the political determinants of health, which involve “the
systematic process of structuring relationships, distributing resources, and administering power…in
ways that mutually reinforce or influence one another to shape opportunities that either advance health
equity or exacerbate health inequities” (2020, p. 44). These political determinants include government
and the structural, institutional, interpersonal, and intrapersonal barriers; policy; and voting. Dawes
notes that while these often work against health equity, the political determinants of health can also
“work to the benefit…of health equity, depending on consumer, government, or corporate stakeholder
interest” (2020, pp. 46-47).

Health Equity: A Conceptual Framework
Using a conceptual framework of health equity can help identify the levers that APMs can use to address
health equity. The health equity framework shown in Figure 3 identifies the groups that will be the focus
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of efforts to improve health equity; disparities across the care continuum; key social, economic, and
health system drivers of these disparities; policies to address health equity in these domains; and
measures of health equity. The framework is not intended to be comprehensive or fully predictive of the
complex relationships among key drivers and disparate outcomes.
The first critical aspect of health equity – identified in the blue bar at the top of Figure 3 – is identifying
the groups for whom concerns about disparities in outcomes, opportunity and experience arise. The
“Who Experiences Disparities” bar at the top of the figure provides examples of groups that fit these
definitions. Assessing equity requires making comparisons between social groups with different levels
of social advantage (Braveman, 2003). In virtually every society, social advantage––and corresponding
position in social hierarchies––varies according to socioeconomic, racial, ethnic, gender, age, and
geographic differences. Other dimensions––for example, discrimination based on political affiliation,
sexual orientation, or physical or mental disability––are important as well. Moreover, these various
dimensions can overlap and create their own unique challenges and circumstances, a phenomenon
known as “intersectionality.” Thus, these underlying social and economic positions provide one way to
define social groups for the purposes of measuring disparities.
The rest of Figure 3 is set up so that the entire care continuum, divided into three phases, combines to
influence the disparities in outcomes observed. These phases are shown in the three middle columns of
the figure: (1) underlying health status and non-medical determinants; (2) access to care; and (3)
experience in the medical care system. The influence of these phases on disparities in outcomes is
indicated by the over-arching gray arrow. Within each phase, key drivers are identified along with
examples of policies that might affect these drivers.
The first two rows of Figure 2 display key systemic factors and drivers within each phase that potentially
affect disparities in health outcomes. These drivers are represented in two separate rows: those
systemic factors at the individual or area level (the top row) that can differ and result in health
disparities, and those factors that can be systemic drivers (the second row) of those differences. These
factors and drivers also point across the care continuum toward example outcomes in the last column.
Additionally, outcomes from systemic drivers (the last column in the second row) point up as they may
influence individual outcomes.
The key factors and drivers reflect the recent emphasis in the literature on the role of structural racism
and SDOH, as well as basic environmental and economic conditions (Churchwell et al., 2020). These
factors and drivers are present in each of the three phases: underlying health status and non-medical
determinants, access to care, and experience in the medical care system.
Structural racism can be defined as the macro level systems, social forces, institutions, ideologies, and
processes that interact with one another to generate and reinforce inequities among racial and ethnic
groups (Gee & Ford, 2011). Structural racism leads to “differential access to the goods, services, and
opportunities of society by race,” determines societal values and power structures, and underlies
persistent health disparities in the United States (Churchwell et al., 2020). Thus, structural racism
results in less advantageous opportunities that affect health status in many ways – e.g., through job and
educational opportunities, financial opportunities (lending), housing, location in neighborhoods with
fewer amenities related to health, and health care.
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While the structural factors disproportionately affect specific racial or ethnic groups, they can have
similar negative effects on other disadvantaged groups as well. For example, they can perpetuate lack of
opportunities and improvement for low-income groups of all races and ethnicities, especially those in
underserved and rural areas. Therefore, we use the term structural discrimination to reflect the
pervasive impact of these factors across many marginalized groups.
Health disparities are associated with differences in SDOH such as income, education, food/nutrition,
stable housing, and neighborhood characteristics (e.g. transportation, parks, social supports and
exercise facilities). SDOH can be defined as the conditions in the environment where people are born,
live, learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-oflife risks and outcomes (CDC). While SDOH may independently affect outcomes, in many circumstances
they are also a product of those factors that contribute to structural discrimination. Moreover, these
factors may affect individuals throughout their lives and even have intergenerational impacts.
In addition, while the SDOH affect outcomes throughout the phases in Figure 3, they also can result in
differential outcomes after access and experience in the health system. For example, post-hospital
outcomes may be worse for disadvantaged individuals because they are discharged to an environment
with potentially less food and housing security, as well as social and family support.
Figure 3. Framework for Considering Health Equity

Source: Samson, L. W. (2021, June 14). Addressing Health Equity Through a Population-based Measurement
Framework. Paper presented at the AcademyHealth Annual Research Meeting, Virtual.
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Figure 4 displays examples of performance indicators that can be used to identify differences in systemic
drivers and health outcomes by social group associated with each phase of the health and health care
continuum. Developing these measures – whether crafting new ones or building on existing indicators –
is critical for assessing where significant inequities exist and making progress toward addressing such
inequities, whether evaluating the impact of a specific policy or the cross-cutting effects of multiple
policy interventions that may overlap in the timing of their implementation.
Figure 4. Examples of Health Equity Performance Indicators

Source: Samson, L. W. (2021, June 14). Addressing Health Equity Through a Population-based Measurement
Framework. Paper presented at the AcademyHealth Annual Research Meeting, Virtual.

The Importance of Addressing SDOH and Equity Within the Context of ValueBased Care
The framework in Figures 3 and 4 may help parse out opportunities for APMs to help address equity,
SDOH, and/or health-related social needs. An APM could help identify individuals’ social needs; for
example, CMMI’s Accountable Health Communities model incentivizes health care providers to screen
individual patients for needs such as housing insecurity or food insecurity and refer them to communitybased organizations (CBOs) (CMS, 2021). Given that APMs can apply to a particular population, an APM
could be used to address patients’ social needs related to accessing health care, the second column in
Figure 3. An APM could also help address health equity in the medical care system in ways that may not
be directly related to SDOH or social needs by addressing items listed in the Experience in Medical Care
column in Figure 3. This approach could include encouraging the use of care coordination for vulnerable
populations and culturally and linguistically appropriate services.
Some have cautioned against “medicalizing” social services, which can include viewing the health care
system as the main lever for addressing systemic issues related to housing, as opposed to CBOs that
have existing relationships and processes for providing social services (Lantz, 2019; Rosenheck, 2021).
This concern could also include defining the “population” in “population health” as members of a
particular health insurance plan or a delivery system’s patient panel services (Lantz, 2019; Rosenheck,
2021). Addressing the systemic drivers of SDOH (the factors in the blue row in Figure 3), such as societal
and structural discrimination, may require a whole-of-government approach, as well as partnerships
between public and private entities. APMs may be able to play a role in addressing SDOH but are
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probably better suited to addressing patients’ HRSNs and aspects of health equity related to reducing
disparities in patients’ experience within the health care system instead. APMs can help support linkages
between health care and CBOs, as Michigan and Washington used State Innovation Model awards to do
(Crook et al., 2021).
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Appendix A. Research Questions
This appendix contains research questions used to guide the September 2021 SDOH and equity themebased discussion. The research questions focus on data and payment issues related to optimizing
efforts to address SDOH and equity in the context of Alternative Payment Models (APMs) generally and
physician-focused payment models (PFPMs) specifically.
An additional set of research questions was used to guide the analyses of nine selected PTAC proposals
and 15 selected CMMI models that included components related to addressing SDOH and/or equity,
which can be found in on the ASPE PTAC website (NORC at the University of Chicago, 2021).

General Questions
•

How are SDOH defined within the context of optimizing value-based care in APMs and PFPMs?
o What health-related social needs are most relevant for optimizing value-based care?
o How do behavioral health needs fit within the context of optimizing value-based care?

•

How is equity defined within the context of optimizing value-based care in APMs and PFPMs?

•

How have various payers (such as Medicare, Medicaid, and commercial plans) been
addressing SDOH and implementing efforts to advance equity among their patient
populations, and what lessons learned can be applied to other care contexts?

Data-Related Questions
•

What types of SDOH-related data are currently being captured by providers, or could be
captured within the context of optimizing value-based care in APMs and PFPMs?
o Which social risk factors and social needs measures are providers most commonly tracking?
 What types of data on patients’ social needs and social risks are available and
particularly useful but often underutilized?
 Are there additional types of data that are not currently being collected that could be
useful?
 Are there any differences in the types of data on patients’ social needs and social risks
that are most relevant for certain populations, such as Medicare beneficiaries?
 What provisions could be used to ensure that social needs and social risks are
universally screened for by all health care providers?
o What types of data related to addressing the social needs of patients are being collected
(e.g., data related to referring patients to social services, tracking the results of those
referrals, monitoring patients’ continued take-up of services, and maintaining an updated
list of social services providers)?

•

What types of equity-related data are currently being captured by providers within the
context of optimizing value-based care in APMs and PFPMs, or could be captured to help
implement efforts to intentionally advance health equity?
o What are the types of health care data for which health care providers measure and report
information relating to equity (e.g., utilization of health care and social services, patient
health outcomes, patient satisfaction)?
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o

o

Across these types of health care data, what kinds of disparity-sensitive measures could
health care providers routinely track, and how?
 What types of measures are being reported by health care providers to support health
equity goals?
 What types of measures are particularly effective for identifying and monitoring
disparities that affect certain populations, such as Medicare beneficiaries?
What are the main patient characteristics that health care providers generally consider for
measuring health equity?
 To what level could data be disaggregated on such characteristics for providers to
sufficiently differentiate between patient groups (e.g., for race/ethnicity)?
 What patient characteristics are most relevant for measuring health equity in certain
populations, such as Medicare beneficiaries?

•

What is the quality of the SDOH- and equity-related data that are currently being collected by
health care providers?
o What types of processes are currently being used to assess and ensure the validity of the
data?
o Is there a need for additional efforts to improve the validity of these data?

•

How can health care providers effectively share SDOH- and equity-related data with payers,
community-based organizations, and other partners across the continuum of care?
o What are the potential benefits of sharing data on patients’ social needs and social risks
across health care providers (including with payers and/or with social services providers)
within the context of value-based care?
o How can providers be incentivized to develop the necessary infrastructure for sharing
SDOH- and equity-related data? What specific capabilities and incentives are needed for
smaller safety-net providers or rural providers?

•

What are some of the barriers, challenges, and other concerns related to collecting, using,
and/or sharing SDOH- and equity-related data?
o What are the burdens associated with data collection on providers, payers, communitybased organizations, other partners, and patients? How can any burden be alleviated or
compensated?
o What are the cost, infrastructure, and training needs of health care providers, payers,
community-based organizations, and other partners to facilitate the collection and use of
these data?
o Are there any potential unintended consequences related to the collection and use of
SDOH- and equity-related data (such as concerns related to risk selection – avoiding
enrolling people who have more social risks and are likely to require more services)?
o What challenges exist related to effectively sharing and using these data among health care
providers, payers, community-based organizations, and other partners (e.g., data validity
concerns, privacy concerns, cybersecurity concerns, lack of consistent definitions and
standardization of measures, lack of financial and IT support)?
o How do these barriers and challenges vary by geography (e.g., urban vs. rural), specialty,
service type (e.g., physical vs. behavioral health), setting (e.g., small vs. large practices), or
patient population (such as Medicare beneficiaries)?
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•

What are examples of successful processes and tools, or best practices, for collecting, using,
and/or sharing SDOH- and equity-related data?
o What are some best practices and protocols that providers could adopt to ensure the
availability of standardized, accurate, and validated data collection on social risk factors and
social needs?
 Who are the programs/organizations implementing them, and how do they use the
data?
o What are some best practices around data sharing to assist in generating actionable insights
(e.g., dashboards for patient-centered care)?

Payment-Related Questions
•

What types of investments have been made by payers, health care providers, social service
providers, and communities to assess and address patients’ social needs?
o What are the current funding streams and payer mechanisms that are used to support
SDOH- and equity-related activities and infrastructure for providers? What are the current
funding streams and payer mechanisms that are used to support SDOH- and equity-related
activities and infrastructure for community-based organizations?
o What gaps in resources exist, and what other types of investments by payers and health
care providers are needed to support services aimed at addressing the social needs of
patients and advancing health equity?

•

What role have APMs played in incentivizing activities related to addressing SDOH and/or
equity?
o What services related to addressing social needs and SDOH, and advancing health equity
have received reimbursement under value-based payment models?
o What payment methodologies have been most effective in incentivizing efforts to address
SDOH and/or equity?
 How have payments been adjusted to support or incentivize care for high-risk patient
populations?
 How could monetary incentives to providers help to facilitate reduced disparities in
health care delivery and outcomes?
 What patient- and/or area-level measures of social deprivation might be used in
calculating APM payments to recognize the costs associated with directly addressing
SDOH?
 How can patients be incentivized to participate in these efforts?
o What kinds of SDOH- and equity-related quality and performance measures have health
care providers been required to report and/or meet, and have been tied to payments?
 What types of new measures/metrics could be used to encourage provider
accountability that can meaningfully reflect the impact of addressing SDOH and
advancing equity?
 What specific metrics are needed that can reflect patients’ experiences and
engagement/activation in the health care, behavioral health, and social services
sectors?
 What types of measures can be used to ensure that reductions in disparities occur
alongside improvements in overall population health?
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•

What is the evidence regarding the effectiveness of various activities related to addressing
SDOH and/or equity in improving quality and reducing costs?
o Have some types of activities been found to have been more effective than others (in
general, and/or for certain populations such as Medicare beneficiaries)? Which activities,
and why?
o Does the effectiveness of these activities vary by clinical context, clinical setting, or other
factors?
o What gaps exist in the evidence base, and what are some areas for further research?
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