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Any City, USA

Prescriptions:
BP MEDICATION, INSULIN

Clinical diagnoses:
HYPERTENSION, DIABETES

Behavioral health 
On-and-off alcohol 
use issues

Insurance coverage:
GROUP PPO

10 miles

45 mins

Marital Status:
 Divorced 
 Sole custody of 2 children

Employment:
 ABC Company 

employee
 $45,000/year

Anna Age: 47 - Gender identity: female 

Weight
205 LB
BP
135/85
BMI
31

Anna’s Story

Food:
 No local grocery store
 Relies on Dollar store & fast 

food 

1Pruitt et al.  Population Health Management November 2018

Connecting people 
to social services 
can save $2,443 per 
person per year in 
healthcare costs.1

Education:
 High School Diploma

Housing:
 Rents 
 Subsidized housing
 High crime neighborhood

Presenter
Presentation Notes
Why Now and Why Highmark?  Before we answer that, let’s meet Anna.  Anna is a 47 year-old female.  Typically, here’s what we know about Anna as we work to help improve Anna’s health.  We know what diagnoses Anna has – diabetes and hypertension; we also know lab values, BMI and vital signs such as blood pressure.   We know what medications we’ve prescribed and that she’s got health insurance.Now let’s talk about what we don’t typically know about Anna.  Anna is divorced and has sole custody of her two minor children.  She rents her home in a subsidized housing community that’s in a high crime neighborhood.  So if we suggest Anna go for a walk after work in her neighborhood to help with weight management, that’s not a realistic suggestion.   Anna also doesn’t have a car and relies on public transportation – and she has a 42-minute commute to and from work and her children’s school is 2 miles from their hom.  There’s not a local grocery store – the closest for Anna is 3 miles away and if using public transportation, that’s a challenge to manage groceries and two children on public transportation.  There is a Dollar store near Anna’s neighborhood, so she often gets food items from the Dollar store or the nearby fast food – it’s close and quick to feed her children after a long day.   One more piece of insight we might not know - although Anna is employed and insured, she has a high deductible health plan and finds it hard to meet her deductible so she tries to avoid use of health services if she can.  She doesn’t consistently take her blood pressure meds and with the cost of insulin, uses it sporadically when “she feels she needs it”.  We now have a very different picture of the whole of Anna’s life!We will never achieve optimal health and wellbeing of our employees, members and patients, and cost of care savings without addressing social barriersBecause Anna is struggling and needs our help to achieve optimal health and wellbeingWithout understanding her social risks, we will never be able to help Anna manage her chronic conditions and address the social and environmental barriers that prevent Anna from achieving optimal health and wellbeingUnderstanding and effectively addressing SDoH is a big change for healthcare as our focus has historically been on clinical conditions and risk – not barriers to health This is a heavy lift and will require us to step outside of the traditional healthcare sector and begin to develop strong partnership with community benefit organizations to improve health & well-being and achieve sustainable care cost savingsTwo prongs to the strategy, partnerships and solutions



Misdiagnosed Patient

“I diagnosed ‘abdominal pain’ when the real problem was hunger; I confused 
social issues with medical problems in other patients, too.  I mislabeled the 
hopelessness of long-term unemployment as depression and the poverty that 
causes patients to miss pills or appointments as noncompliance.  In one older 
patient, I mistook the inability to read for dementia.  My medical training had not 
prepared me for this ambush of social circumstances.  Real-life obstacles had an 
enormous impact on my patients’ lives, but because I had neither the skills nor the 
resources for treating them, I ignored the social context of disease altogether.”

- Laura Gottlieb, MD, San Francisco Chronicle 
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Zip Code Matters
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Life Expectancy: Why the 11 ½ year difference?
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Definition Clarifications: Health Disparity, Health Equity, and 
Social Determinants of Health

Health Disparity

A 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.

Health Equity

Health equity means that everyone has a fair and just opportunity to be as healthy as possible. This requires removing obstacles to 
health such as poverty, discrimination, and their consequences, including powerlessness and lack of access to good jobs with fair pay, 
quality education and housing, safe environments, and health care.

Social Determinant of Health

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. These forces and systems include economic policies and systems, development agendas, social norms, social policies and 
political systems.

Definitions are adopted from the NCQA Social Determinants of Health Resource Guide
PA Health Summit   | 10/15/2021



Quiz: Match the example to the definition

Health Equity

Health 
Disparity

Social 
Determinants of 

Health

African American women are more likely to die of breast 
cancer than any other racial group

Safe housing available and a local grocery store 
obtainable to the community

Offering evening or late-night health appointments to 
those who work long hours and are unable to access care. 
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Highmark Health SDoH Strategy



Highmark Health’s SDoH Journey

Summer 2019 Fall 2020 January 2021

Highmark Health 
Infrastructure SDoH 

Community 
Partnerships

Through partnership 
with local organizations 
and key community 
leaders, Highmark 
Health seeks to build 
relationships and work 
collaboratively to 
understand, identify 
and address the SDoH 
needs affecting the 
health and well-being of 
the communities we 
serve.

The Highmark Health Board 
approved the following at 
their meeting in  October 
2018:
• A focused priority on SDoH 
• A small team to lead the 

work across the enterprise
• Six identified priority 

initiatives   

Fall 2018

Highmark Health 
Board Approved 
Focus on SDoH

Two “No Regrets” moves 
were identified:  
• Consensus on a 

Universal SDoH 
Assessment to identify 
social needs of 
members and patients

• Begin evaluating 
Resource and Referral 
platforms to connect 
members and patients 
with Community 
Benefit Organizations 

Enterprise “No 
Regret” Moves

Summer  2020

The approved Highmark Health 
SDoH Strategy includes the 
following Pillars:  
• Org Engagement & 

Education
• Operations Across the 

Enterprise
• Community Development
• Maximizing Partnerships
• Communications & Marketing
• Data, Analytics & Reporting  
• Funding Approach
• Public Policy & Lobbying

SDoH Strategy

Work began on the 
development and 
execute on an 
overarching five-year 
SDoH strategy for the 
enterprise with 10-year 
strategic roadmap

PA Health Summit   | 10/15/2021
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Presentation Notes
Lead in with Assessment leading to identifying tool that can address SDOH needs identified 



Universal SDoH Assessment—
Identifying social needs in our member & patient populations

SOCIAL CONNECTIONS
 How often do you feel that you lack companionship?
 How often do you feel left out?
 How often do you feel isolated from others?

TRANSPORTATION NEEDS
 Has a lack of transportation kept you from medical 

appointments, meetings, work, or from getting things 
needed for daily living? 

FINANCIAL RESOURCE STRAIN 
 Sometimes people find that their income does not quite 

cover their living costs. In the last 12 months, has this 
happened to you?

HEALTH LITERACY 
 How often do you need to have someone help you when 

you read instructions, pamphlets, or other written material 
from your doctor or pharmacist?

FOOD INSECURITY 
 “Within the past 12 months we worried whether our food 

would run out before we got the money to buy more.”
 “Within the past 12 months the food we bought just didn’t 

last and we didn’t have money to get more.”

SAFETY 
 Do you feel safe in your neighborhood?
 Are you afraid of anyone close to you?

HOUSING STABILITY 
 In the past 2 months, have you been living in stable 

housing that you own, rent, or stay in as part of a 
household?

 In the next 2 months, are you worried you may not have 
stable housing that you own, rent, or stay in as part of a 
household?

 In the past 12 months has the electric, gas, oil, or water 
company threatened to shut off services in your home?

HEALTH CARE & CHILDCARE ACCESS 
AND AFFORDABILITY; CLOTHING
 In the past year, have you been unable to get any of the 

following when it was really needed? 

EMPLOYMENT
 What is your current work situation?
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The complex web of social service support is not intuitive or easy to 
navigate, creating barriers to access

Source:  US House of Representatives Ways and Means
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What is AHN Community Support?

• Online repository of free or reduced cost services

• Able to Search anonymously

• Free for nonprofits to help manage their programs and 
referrals to those programs

Community Support Sites

Highmarkcommunitysupport.com
AHNcommunitysupport.com

gatewayhealthplan.auntbertha.com

PA Health Summit   | 10/15/2021

Presenter
Presentation Notes
-So I want to first go over what exactly The Community Support platform is . -I'm sure we all are aware that there are many programs out there that have been established to help those with specific needs, but we don’t always know who they are or how to contact them.  -The Aunt Bertha Organization has created a place where you can find services such as Food Assistance, Housing Assistance, help with utilities, additional health care options, goods and services that are available and so many other programs all in one place. This online repository houses free or reduced cost services, and the site is free to use for both those that are seeking services and for organizations like the ones on this call this evening. -Also, the great thing about it is you are searching anonymously which is absolutely import in some instances. This site has so many programs that are offered throughout the country to help those in our communities. Just to give you some perspective…-There are currently 2,574 Programs available just in Allegheny county alone. I have included the web addresses of both our AHN and Highmark sites to access the platform as well as gateways. All addresses get you to the exact same information

http://www.highmarkcommunitysupport.com/
http://www.ahncommunitysupport.com/
https://gatewayhealthplan.auntbertha.com/


Highmark & AHN Community Support
Over 100,000 Searches!

Top 10 States Searched
Across Entire Aunt Bertha Platform

State Searches
Texas 7,037,234 
Florida 4,541,407 
California 3,675,906 
New York 2,115,846 
Pennsylvania 1,325,905 
North Carolina 1,275,741 
Ohio 1,256,342 
Georgia 1,240,341 
Virginia 1,206,074 
Indiana 1,102,096 

Top Search Terms for Top 5 Domains

Domain Term
Food Food Pantry

Food Delivery
Emergency Food

Health Prescription Assistance
Help Pay For Healthcare
Medical Supplies

Housing Help Pay For Utilities
Help Pay For Housing
Help Find Housing

Transit Transportation For Healthcare
Transportation
Help Pay For Gas

Goods Assistive Technology
Diapers & Formula
Baby Clothes

Note:  Time period represented for April 2020 through August 2021

Care, 
6%

Education, 
1%

Food, 23%

Goods, 6%
Health, 23%

Housing, 
22%

Legal, 1%
Money, 6% Transit, 

10%

Work, 2%

Top Domain Searches
Top 10 States Searched
Highmark Platform Only

State
Pennsylvania
Delaware
West Virginia
Texas
Ohio
California
Florida
New York
Alaska
Indiana

PA Health Summit   | 10/15/2021
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Contributing factors to physical 
well-being always start with an 
individual’s social needs.

SDoH impacts patients of all 
walks of life, including all lines of 
business and employees.

The majority shown is 200% of the 
federal poverty line or less.

Through a health plan, 
employers have a unique 
opportunity to improve 
food security in their 
communities.

Disparities in income and food show the need for SDoH interventions

Income distribution among commercially insured 
populations as a percentage of the federal poverty level

Food access among the commercially insured population 
in mid-Atlantic states

Maps showing the gaps in income and food access in commercially insured populations point to the 
need for better SDoH services

PA Health Summit   | 10/15/2021



Dozens of studies show the economic cost of unmet SDoH
needs
• Feeding America found that food insecurity contributes to 

$687M in US healthcare spending and $1,834 annual higher 
healthcare spending per person

• There is a 56% probability of developing chronic disease in 
food insecure households (only 37.4 % in food secure 
households)

• Substandard housing contributes to 1.8M ER visits a year –
consistent across populations when controlling for income

• Housing insecurity costs $238M in excess healthcare spending 
annually (both homelessness and housing affordability)

• 3.6M Americans miss 1+ medical appointment each year, 
costing $150B in lost healthcare revenues

• Estimates suggest that social isolation adds $6.7 billion 
annually to medical costs

• Loneliness increases the odds of death by 26% and the odds of 
having a stroke by 32%

Carrot Health found that among nearly all SDoH factors in 
a population of +5M, readmissions were higher

15

Individuals in the top decile of risk for food insecurity super-utilized the ED at nearly 2.9 times the rate of 
the general population. Those in the highest risk segment for housing instability super-utilized nearly 2.8 
times as often, while financial insecurity led to a super-utilization rate nearly 2.7 times higher.

SDoH is a substantial cost driver

PA Health Summit   | 10/15/2021

Presenter
Presentation Notes
40% of adults in the U.S. said they could not handle a surprise bill of $400 or more; however, in a study of the commercially insured population, everyone in the study had deductibles over $400 and co-pays – would suggest this as talking points and not sure what study is being referenced



The Intersection of Social Vulnerability, 
PMPM and Membership

Erie, PA

Allegheny County, PA

PA Health Summit   | 10/15/2021

Presenter
Presentation Notes
This slide represents a view of the CDC’s Social Vulnerability Index (derived from publicly available data across five domains), PMPM and Highmark membership for Pennsylvania – the darker gray on the map represents areas of high vulnerability and high PMPM costs. To get a better look at this impact at the community level let’s take a closer look at Erie and Allegheny Counties.  From this visual, we can see areas within both communities with high vulnerability and PMPM (gray census tracts) and Highmark membership – �Key takeaway – vulnerability changes by census tracks and therefore our work must be targeted versus a big swath – leveraging our analytic capabilities such as predictive analytics integrating social risk or targeting members in highly vulnerable communities with specific interventions to improve their health





Upcoming SDOH mandates and expectations increase

July 2020 CMS 
announced value-
based purchasing 

programs will include 
social risk

Social Determinants 
Accelerator Act—will help states 

and communities devise 
strategies to better leverage 

existing programs and authorities 
to improve the health and by 

creating an inter-agency social 
determinants council and 

providing planning grants and 
technical assistance

SDoH Caucus will explore opportunities to 
improve the impact of services delivered to 

address social determinants with the 
support of federal funding. It will work to 
amplify evidence-based approaches 

Healthy People 2030 – HHS’ 10-year 
plan addresses five categories 

addressing the most critical health 
priorities; SDOH included for the first 

time

Leveraging Integrated Networks in 
Communities (LINC) to Address 

Social Needs Act—will assist States 
in establishing statewide or regional 
public-private partnerships to better 
coordinate health care and social 

services, 
PA Health Summit   | 10/15/2021

ONC announced SDOH
included in United States 

Core Data for 
Interoperability

Health STATISTICS Act—will 
standardize reporting of public 

health data

https://aligningforhealth.org/social-determinants-accelerator-act/
https://aligningforhealth.org/lincact/
https://www.congress.gov/bill/117th-congress/house-bill/831/text?q=%7B%22search%22%3A%5B%22H.R.+831%22%5D%7D&r=1&s=2


Project Scope

In May 2019, the Gravity Project was launched as a multi-stakeholder public collaborative 
with the goal to develop, test, and validate standardized SDOH data for use in patient 
care, care coordination between health and human services sectors, population health 
management, public health, value-based payment, and clinical research.

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

Gravity Project Scope: Develop data standards to represent patient level SDOH 
data documented across four clinical activities: screening, assessment/diagnosis, 
goal setting, and treatment/interventions.

NOTE:  The Gravity Project was initiated by the Social Interventions Research and Evaluation Network (SIREN) with funding from the Robert 
Wood Johnson Foundation and in partnership with EMI Advisors LLC.

PA Health Summit   | 10/15/2021



T H E G R A V I T Y P R O J E C T . N E T

USCDI v2: If you have not heard . . . Great news!

• On July 9, ONC published the final 
USCDI version 2, and it includes the 
Gravity Project’s SDOH data elements
for nationwide interoperable exchange!

• Thank you to the entire Gravity 
Community for this groundbreaking 
contribution!

Existing USCDI Data Class New Data Element
Assessment and Plan of Treatment SDOH Assessment
Goals SDOH Goals
Procedures SDOH Interventions
Problems SDOH Problems/Health Concerns

2010/21/2021



T H E G R A V I T Y P R O J E C T . N E T

Terminology Roadmap
JAN FEB MAR APR MAY JUN JUL AUG SEP OCT NOV DEC

BR
EA

K

WE ARE HERE
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SNOMED Code Release 
(MAR/SEP)

Key LOINC Code Release 
(MAR/OCT)

ICD-10 Code Release (APR/OCT) Goals/ Interventions

Pi
lo

ts Terminology Pilots (Tier 1)

10/21/2021

SOCIAL
CONNECTION

SOCIAL
CONNECTION

Presenter
Presentation Notes
Need to showcase LOINC/SNOMED/ICD-10 Releases- Adjust symbols



T H E G R A V I T Y P R O J E C T . N E T

ICD-10 CM Coordination and Maintenance 
Committee Meeting- Sept 14th and 15th

• Combination of both Gravity, American Academy of Pediatrics 
(AAP) submission, and others

• Gravity Elements
• Z59.82 Transportation Insecurity
• Z59.86 Financial Insecurity NEC
• Z59.87 Material Hardship NEC
• Z91.110 Patient’s non-compliance with dietary regimen secondary to financial 

hardship 
• + other and unspecified

• Z91.190 Patient’s non-compliance with other medical treatment and regimen due 
to financial hardship
• + other and unspecified

• Z91.82 Personal history of military service and deployment

2210/21/2021



T H E G R A V I T Y P R O J E C T . N E T

ICD-10 CM Coordination and Maintenance 
Committee Meeting Cont. 

• American Academy of Pediatrics (AAP) submission
• Z91.A10 Caregiver’s non-compliance with dietary regimen secondary to 

financial hardship 
• + other

• Z91.A20 Caregiver’s intentional underdosing of medication regimen due to 
financial hardship 
• + other

• Z91.A3 Caregiver’s unintentional underdosing of medication regimen
• Unspecified submitter

• Z59.83 Health insurance insecurity 

2310/21/2021



T H E G R A V I T Y P R O J E C T . N E T

ICD-10 CM Coordination and Maintenance 
Committee Meeting Cont. 
• Things of note- we have already reached out to our SMEs to assist 

with comment. We cannot edit submission at this time. All further 
steps must be through the public comment process
• Both “financial insecurity” and “health insurance insecurity” have the same 

inclusion term of medical cost burden at present
• Uncertain definition of “health insurance insecurity”
• The new Z91.82 Personal history of military service and deployment term 

combined veteran status and deployment AND it only has deployment inclusion 
terms

• Need to resolve inclusion terms for dietary compliance
• We will post the final submission and suggested text for commentary on 

the confluence shortly after we receive it 

2410/21/2021



Gravity Governance Structure and Operating Model

25



The Gravity Project - Executive Steering Committee
Payers

• Deborah Donovan, Highmark
• Andrea Gelzer, AmeriHealth
• Sagran Moodley, UnitedHealthcare

Providers
• Mark Carrozza, AAFP
• Tom Gianulli, AMA
• Julia Skapik, NACHC

HIT experts and vendors
• Aaron Seib, Onyx

HL7 
• Walter Suarez 

Patients
• Lina Walker, AARP
• Erin Mackay, National Partnership for Women & 

Families

Social Service Organizations
• Daniel Stein, National Interoperability 

Collaborative

Federal government
• Kelly Cronin, HHS/ACL
• Sam Meklir, HHS/ONC

SIREN/RJW
• Caroline Fichtenberg, SIREN
• Hilary Heishman, RJW

PA Health Summit   | 10/15/2021



Interoperability Glide Path: Terminology & Technology Workstreams

27

http://www.hl7.org/about/fhir-accelerator/ 

Terminology Workstream 

Clinical Interoperability 
Council 

Develop and test coded 
value sets for use in FHIR

Refine, test, and ballot 
HL7® FHIR® SDOH 

Implementation Guide

Regulators

EHR Vendors

Payers & Providers

Patients

Clinicians

Registries/ 
Researchers

Fast Health Interoperability Resource 

Technology  Workstream 
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Universal SDOH Assessment
Identifying social needs in our member & patient populations

SOCIAL CONNECTIONS
 How often do you feel that you lack companionship?
 How often do you feel left out?
 How often do you feel isolated from others?

TRANSPORTATION NEEDS
 Has a lack of transportation kept you from medical 

appointments, meetings, work, or from getting things 
needed for daily living? 

FINANCIAL RESOURCE STRAIN 
 Sometimes people find that their income does not quite 

cover their living costs. In the last 12 months, has this 
happened to you?

HEALTH LITERACY 
 How often do you need to have someone help you when 

you read instructions, pamphlets, or other written material 
from your doctor or pharmacist?

FOOD INSECURITY 
 “Within the past 12 months we worried whether our food 

would run out before we got the money to buy more.”
 “Within the past 12 months the food we bought just didn’t 

last and we didn’t have money to get more.”

SAFETY 
 Do you feel safe in your neighborhood?
 Are you afraid of anyone close to you?

HOUSING STABILITY 
 In the past 2 months, have you been living in stable 

housing that you own, rent, or stay in as part of a 
household?

 In the next 2 months, are you worried you may not have 
stable housing that you own, rent, or stay in as part of a 
household?

 In the past 12 months has the electric, gas, oil, or water 
company threatened to shut off services in your home?

HEALTH CARE & CHILDCARE ACCESS 
AND AFFORDABILITY; CLOTHING
 In the past year, have you been unable to get any of the 

following when it was really needed? 

EMPLOYMENT
 What is your current work situation?

PA Health Summit   | 10/15/2021



Current SDOH Domains with Existing ICD-10 Z Codes: Highmark 
Health’s Universal SDOH Assessment

Social connections

Transportation needs

Financial resource strain 

Health literacy 

Food insecurity

Childcare access and 
affordability 

Safety 

Housing stability 

Health care access & 
affordability 

Clothing

Employment

29PA Health Summit   | 10/15/2021



Deborah Donovan, VP, SDoH Strategy & Operations, Highmark Health
Deborah.Donovan@highmarkhealth.org

Contact Information 

mailto:Deborah.Donovan@highmarkhealth.org
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