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EXECUTIVE BRIEF

Identification and mitigation of social
determinants of health (SDoH) is vital to the
success of value-based care (VBC). Addressing
unmet health-related social needs (HRSN)
substantially influences an individual’s well-
being and healthcare utilization, crucial
elements in VBC initiatives. However, health
systems and insurance plans are challenged

to implement strategies that focus on these
socioeconomic factors within VBC programs.

Developing partnerships with community-based
organizations to integrate nonclinical services
into a VBC program can be instrumental in
achieving its main objective — improving health
outcomes while reducing healthcare costs.

By harnessing the potential of community
health resources to meet people’s broader
needs, providers and payors can deliver more
effective, equitable and sustainable care.
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SDoH: POTENTIAL
ROADBLOCKS TO
EFFECTIVE VBC
INITIATIVES

“Inequities across the US health
system limit underserved people’s
access to affordable, high-quality
care, create avoidable costs and
financial waste that span society and
impact every individual’s potential to
achieve health and well-being””

— Deloittez
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The core concept of VBC is that providers work collaboratively to
address individuals’ physical, mental, behavioral and social needs,
treating people holistically rather than focusing on a specific health
condition. The goal is to provide high-quality, coordinated and
efficient care for each person.

Given that SDoH account for up to 50% of health outcomes,’ these
conditions in the environments where people are born, live, learn,
work, play, worship and age often lead to health inequities.

THE SDoH DOMAINS

- Economic Stability
11.5% of Americans, about 38 million, live at or below the
poverty level.?

- Education
Lower education levels correlate with poorer health.*

- Access to Healthcare
People with transportation barriers are more likely to skip
needed care.®

- Neighborhood Quality
Substandard housing, high rates of violence and unsafe air or
water have a negative impact on health and longevity.®

- Social & Community Context
Social connections can help prevent chronic and
serious conditions, such as heart disease, stroke, dementia
and depression.’
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UNDERSTANDING
THE SCOPE

AND IMPACT OF
UNMET HRSNs

“Health systems, insurers and
employers have an opportunity
to better support consumers
by improving experiences
across core offerings and
providing greater support for
unmet HRSNs.”

— McKinsey & Company®

SDoH represent the broader social conditions that affect an individual’s immediate HRSNs. Unmet HRSNSs, such as housing
instability, food insecurity, transportation challenges and financial strain, negatively influence health outcomes and increase
healthcare utilization, complicating value-based care delivery.®

According to a consumer survey on HRSNs:®

» 45% of people regularly experience =1 unmet HRSN.
» People are 3x more likely to visit the ED frequently if they have =2 unmet HRSNs.
» Unmet HRSNs cut across socioeconomic levels and insurance types but disproportionately affect minority groups.

» People with unmet HRSNs are more likely to report poor physical and mental health and barriers to accessing care.
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COMMUNITY-BASED RESOURCES:
OPPORTUNITIES AND CHALLENGES

“Providing comprehensive, whole-person care requires
a team of practitioners who can address the patient’s
Mmedical and social needs, along with a payment model
that rewards them for the quality of care they provide,
Nnot for the quantity of services rendered.”
— Vivek Garg, MD, MBA, Chief Medical Officer of
Humana’s Primary Care Organization™
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Nonclinical community-based resources
can play a pivotal role in delivering holistic
care by supporting HRSNs and bridging
gaps in health equity. But time constraints
and lack of information may prevent
healthcare organizations from connecting
people in need to the appropriate services.

Surveyed physicians
cited the following
challenges in directing
patients to community-
based resources.'?

» 89%: Limited time during patient visits

» 84%: Insufficient workforce

e 77%: Inadequate information about
availability or access to community
resources

e 73%: Lack of reimbursement for
screening for or addressing SDoH

* 57%: Unavailable or inadequate
community resources
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INTEGRATING COMMUNITY HEALTH
RESOURCES WITH VvBC PROGRAMS

Snapshot:

A CBO and Health Plan Partnership in Action
Program: Health Opportunities Pilots (HOP)®

Population served: Medicaid patients with HRSN in

defined regions of North Carolina

Purpose: To test and evaluate the impact of providing
select evidence-based, non-medical interventions
related to housing, food, transportation, interpersonal

safety and toxic stress
Cost coverage: 29 interventions

Success Story:

When an enrollee was unable to pay her utility bill, her family’s electricity
was shut off. An HOP organization and the enrollee’s care management
team worked together to explore all resources — both HOP and health plan-
related — to support the family with housing stability and a utility payment
plan. Electricity was restored, and the HOP team monitored the enrollee in

her housing situation and new employment.
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Community-based resources fill gaps in
clinical care by providing services that
health systems and plans typically do not,
such as housing and food assistance.
Integrating these programs with traditional
healthcare can improve health outcomes
and meet population health goals, essential
components of VBC."?

By adopting the following strategies,
healthcare providers and payors can
effectively incorporate community health-
based programs into their VBC models." 1415

v" Develop strong partnerships with
community-based organizations (CBO)

v Address regulatory and funding challenges

v" Leverage multidisciplinary teams
for navigation

v Prioritize and assess patient-centered
outcomes

v" Educate and engage patients and
providers on available resources

v Ensure equitable access to community-
based health services




CONNECTING THE DOTS
WITH DATA ANALYTICS

For a deeper dive into how to use SDoH
to manage healthcare costs, utilization
and outcomes for your VBC programs,
download our eBook.
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Community health resources addressing unmet HRSNs
are crucial to advancing VBC programs. Connecting
patients with the appropriate social services allows for
comprehensive care beyond clinical settings, paving the
way to better outcomes and lower healthcare utilization.

Data is a vital component for guiding the trajectory of

VBC initiatives integrated with CBOs. With data analytics,
healthcare providers and insurance plans can identify
patients’ SDoH, optimize resource allocation and measure
program outcomes, enabling them to make more informed
decisions to constantly improve program performance.

Gray Matter Analytics’ scalable, cloud-based CoreTechs®
Analytics Solution captures and synthesizes data and
enables users to see quickly and clearly the most
prevalent SDoH and health conditions within a population.
Payor and provider subscribers may use these insights

to customize outreach and care plans. Targeted
interventions help control quality and cost, including
boosting performance on VBC contract measures and
reducing unnecessary high-cost utilization.

GRAYMATTER
ANALYTICS"
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