
SDOH Screening & Referrals
 to Support Diabetes Control

Module 2: Care Team Optimization
January 25, 2023 2:00pm EST

This webinar is supported by the Health Resources and Services Administration (HRSA) of the U.S. Department of Health and Human Services (HHS) as part of an award totaling $550,000 with 0 percent financed with non-governmental 
sources. The contents are those of the author(s) and do not necessarily represent the official views of, nor an endorsement, by HRSA, HHS, or the U.S. Government. For more information, please visit HRSA.gov.



Housekeeping

Captions
To adjust or remove captions, click the “Live Transcript” button at the bottom of your 
Zoom window and select “Hide Subtitle” or “Show Subtitle”

Questions
Please add your questions and comments for the group or speakers into the “Chat”. 

Technical Issues
Please raise your hand or message us in the chat if you need assistance. 

Recording
This session will be recorded and available to view with all supporting materials on 
the learning series Google Site. 

Live Transcript

Chat

Raise Hand

Recording



Continuing Education Credits

● Offered in partnership with the Clinical Directors Network

● Attend entire session & complete the 5-question quiz

● CE quiz will be available after completing the session evaluation 

● Please complete the evaluation regardless if you seeks CEs

https://www.cdnetwork.org/


Agenda
Module 1: SDOH Screening
Wednesday January 18th, 2:00 pm-3:00 pm EST 

Module 2: Care Team Optimization
Wednesday January 25th, 2:00 pm-3:00 pm EST 

Module 3: Referrals to the Community & 
Closing the Loop
Wednesday February 1st, 2:00 pm-3:00 pm EST 



Learning Objectives 

Explore promising practices 
for mapping an SDOH 
screening process and other 
screening processes that 
align with the goals of 
diabetes management.

Describe roles and 
responsibilities for SDOH 
screening to organize care 
team optimization.

Identify tools/resources to 
ensure consistency, 
productivity, and data capture 
when operationalizing SDOH 
screening workflows.

1. 2. 3.  

By the end of this module, learners will be able to… 



Jillian Bird, MSN, RN
Director, Training & Technical Assistance
National Nurse-led Care Consortium



The Quintuple 
Aim of 
Healthcare

Patient Experience

Outcomes/Productivity 

Reduce Costs

Provider Experience

Health Equity Nundy, S. (2022, November 29). Healthcare needs the quintuple aim. MedCity News. Retrieved 2023, 
from https://medcitynews.com/2022/11/healthcare-needs-the-quintuple-aim/  

https://medcitynews.com/2022/11/healthcare-needs-the-quintuple-aim/


Itchhaporia, D. (2021, November 30). The evolution of the quintuple aim: Health equity, health outcomes, and the economy. Journal of the American College of Cardiology. Retrieved 2023, from 
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8608191/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8608191/


Foundations of 
the Care Team



Core Principles & Values of Effective Team-Based Care

● Shared goals

● Clear roles

● Mutual trust

● Effective communication

● Measurable processes and other outcomes

Mitchell, P., Wynia, M., Golden, R., McNellis, B., Webb, C. E., Rohrbach, V., & Von Kohorn, I. (2012). Core principles & values of effective team-based health care. Institute of Medicine of the National Academies. 
Retrieved 2023, from https://nam.edu/wp-content/uploads/2015/06/VSRT-Team-Based-Care-Principles-Values.pdf  

https://nam.edu/wp-content/uploads/2015/06/VSRT-Team-Based-Care-Principles-Values.pdf


The 6 C’s of Effective Teamwork

Communication Coordination Conflict

Cognition Cooperation Coaching

Salas, E., Shuffler, M. L., Thayer, A. L., Bedwell, W. L., & Lazzara, E. H. (2015, July 1). Understanding and improving teamwork in organizations: A scientifically based Practical Guide. Shocker Open Access 
Repository Home. Retrieved 2023, from https://soar.wichita.edu/handle/10057/11474 



Effective Team Communication

Satisfaction

Quality & 
Outcomes

Patient Safety

Care Gaps

Medical Errors
CLEAR & CONSISTENT 

COMMUNICATION



Effective Communication for Team Based Care

Accuracy04 ● Accuracy 

Duration03 ● Concise, organized

Timing02 ● Just in time, when needed

Frequency01 ● Once, as little as necessary

Focus05 ● Respectful, task oriented



Ineffective Team Communication

Communication errors can lead to…

Increased employee 
turnover and absenteeism

Project failures and failed 
change management

80% of serious medical 
errors during transfer

35-40% malpractice claims 
(1.7 billion healthcare 

malpractice costs)

3rd leading cause of death 
in U.S.

Overutilization & 
overtreatment

IOM 2006, 2001; Budryk 2016; Kem 2016; Joint Commission Center 2012; Gordon, Deland & Kelly 2015; Hughes, O’Daniel & Rosenstein 2006 



Reduce Costs
Care Team Role 
Clarification



Engage ALL care team staff in process, including patients

Scope & 
Responsibilities

Understanding of how 
each role fits within the 
work of the team

Know what others’ 
roles are 

Role Interdependence

Role explicit

NOT staff (person) 
related

Make use of 
professional 
competencies, scope of 
practice laws, and 
licensure 

Standardized across 
EHR

“Mirror” settings for all 
staff in access and 
operational 
documentation  

EHR





Care team role 
optimization 

considers 
population 

and care team 
workflow

Medical AssistantNurse Practitioner

● Independent panel of 
patients

●  Not billed “incident 
to”

● Work to top of 
licensure 

Pharmacist Registered Nurse

● Expanded role in 
initial assessment 

● Follow-up of tests
● Workflow 

management

● Expanded role in 
home visiting

● Medication 
education and 
reconciliation

● Expanded role in 
self-care teaching

● Chronic illness 
management

● Billable visits



Community Health Workers in the Care Team 

CHWs/Peer Workforce: Recruiting and Hiring for SDOH Screening

● CHWs are uniquely qualified to build strong relationships, speak the 
language, and empathize with complex SDOH situations

● Case Study: Generations Family Health Center
○ CHWs used screening tools within EHR to document SDOH which led to the ability to 

produce usable needs, referrals, and results/outcome data
○ Results 

■ A1C blood glucose control improved 48% for hispanic individuals aged 18-39
■ Uncontrolled diabetes declined to 11.6% for migrant farmworker population
■ Improved management of medication for people experiencing homelessness
■ Increased COVID-19 testing and vaccinations  

National Health Care for the Homeless Council (NHCHC), MHP Salud, & Corporation for Supportive Housing (CSH). (2021). Community health worker/peer workforce: Recruiting and hiring for ... NHCHC, 2023, from 
https://nhchc.org/wp-content/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf   

https://nhchc.org/wp-content/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf


Best Practice Recommendations for 
CHW SDOH Screening

● Hiring & Recruiting
○ Low barrier practices 
○ Consider representation of patient population 

● Integration & Training 
○ Collaborate with CHW programs that offer peer support training and certification
○ Continuous, on-the-job training that includes team building 
○ Include and value CHW perspectives/knowledge of lived experience (monetary, too)
○ Provide supervisor training for those overseeing CHWs

● SDOH & Resource Referrals 
○ Warm hand-off with CHW support 
○ Updated and culturally informed 
○ Data collection and tracking in EHR for enhanced care coordination 

National Health Care for the Homeless Council (NHCHC), MHP Salud, & Corporation for Supportive Housing (CSH). (2021). Community health worker/peer workforce: Recruiting and hiring for ... NHCHC, 2023, from 
https://nhchc.org/wp-content/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf   

https://nhchc.org/wp-content/uploads/2021/07/CHWs-Peer-Specialist-Recruiting-and-Hiring-for-Social-Determinants-of-Health-Screening52.pdf


Operationalizing 
SDOH Screening 
Workflows



Identify Opportunities to Address SDOH

What systems do you have in 
place to ensure SDOH are 

addressed at patient visits?

❏ Review prompts in EHR

❏ Identify SDOH as part of a 
patient’s vital signs

❏ Maintain a registry of patients 
by categories of SDOH

❏ Use flags, memos, and alerts 
in charts

How does your practice currently 
identify and document SDOH?

❏ Whose responsibility is 
this?

In what ways does your 
practice currently help 

address patient’s SDOH?

❏ Screen for SDOH

❏ Maintain up-to-date records of 
community-based resources

❏ Refer patients to community 
-based resources

❏ Engage patients about how to 
overcome their SDOH









SDOH Outcome-based Measures

● Percent of patients screened for SDOH
● Percent of patients with specific SDOH
● Percent of patients with positive screen being referred to 

community-based resources
● Percent of patients that receive follow up 
● Percent of patients that have successfully addressed an 

identified SDOH challenge 





Building Capacity 
to Respond to 
Data

People

Processes

Technology



Create Services In-House

People: Develop staffing models to respond to 
SDOH
Process: Develop resources to support staff in 
addressing SDOH needs at point of care
Tech: Develop ways to track non-clinical 
services provided 

Form Coalitions w/ Community Partners 
& Advocates for Policy & Enviro Change

People: Build and staff a resource desk and 
community resource guides
Process: Build and sustain effective community 
partnerships
Tech: Track referrals to non-clinical services and 
measure intervention impact

Raise Awareness to Strengthen Staff, 
Patient, and Partner Knowledge of SDOH

People: Deliver skills training on how to discuss 
SDOH
Process: Create opportunities for staff & leaders 
to know the value of addressing SDOH
Tech: Begin collecting data on SDOH in EHR

Partner w/ Community-based 
Organizations & Leaders

People: Set up volunteer programs for 
community volunteers
Process: Focus public health/grant funds to 
support partnership development
Tech: Develop an electronic referral system or 
resource guide

Local Community Resources
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EveryONE Project Toolkit

Practice Leadership for Health Equity
● Focuses on enabling medical practices to create an organizational cultures that values health 

equity
● Develops team-based approaches for addressing patients’ SDOH

Assessment and Action
● Offers tools to help with screening and referral processes 

Community Collaboration and Advocacy
● Provides information and resources to help providers engage with their community 
● Advocates policies that have been shown to reduce health inequities 

https://www.aafp.org/family-physician/patient-care/the-everyone-project.html 

https://www.aafp.org/family-physician/patient-care/the-everyone-project.html


Kimberly Allen, MSN RN CPHQ FACHE
Chief Quality & Innovation Officer

Delaware Valley Community Health, Inc.

Janine Gibbons, RN
Director of Care Coordination

Delaware Valley Community Health, Inc.



Self-Monitored Blood Pressure 
(SMBP) & 

Remote Patient Monitoring 
(RPM) 

• Kimberly Allen, RN FACHE CPHQ  (Chief Quality & Innovation 
Officer)

• Janine Gibbons, RN (Director of Care Coordination)





Services
✔ Adult Medicine
✔ Behavioral Health
✔ Care Coordination
✔ Dental
✔ Gynecology
✔ Health Education
✔ Health Insurance Enrollment
✔ Hepatitis C Care
✔ HIV Care
✔ Legal
✔ Medication Dispensary
✔ Optometry
✔ Pediatrics
✔ Prenatal Care/Obstetrics
✔ Podiatry
✔ Social Services



Delaware Valley Community Health, 
Inc. (DVCH) is a private, non-profit 
healthcare organization that provides 
quality medical, dental, and behavioral 
health services to patients, regardless of 
their ability to pay.

Community-Focused
Healthcare

• Operates 9 Federally Qualified Health 
Centers (FQHCs) in Southeastern 
Pennsylvania Services

• Operating over 50 years as the safety net 
provider for all

• Provided access to care to 47k+ patients



Program Overview

• Self-measured blood pressure (SMBP) is the 
monitoring of blood pressure by the patient 
outside the clinical setting.

• When combined with clinical support, it is an 
evidence-based way to improve BP control.

• SMBP employs a medical home and team-based 
approach.

• Grant funding for 3 years

ROAD TO CONTROLLED HYPERTENSION: 

2021-2023



The  “How”

Interdisciplinary Team

Utilizing Tech

Grounded in Equity

Replicated  Easily

ROAD TO CONTROLLED HYPERTENSION: 

2021-2023



Delaware Valley Community Health SMBP Care Team

Patient

Provider Warm 
handoff to care 

coordination

Care 
Coordination 

Enrollment, 
monitoring, 

communication

Nursing 
Students

Support Care 
Coordination

Care Navigator
Sanos tablets

Pharmacists 
Clinical guidance 

on medication 
changes

Quality 
Improvement
Track & report 

data trends



The SMBP Care Team and Community Partnerships

• The Food Trust:  FBRx produce 
prescriptions are distributed to 
patients by their healthcare providers.

• Sano Health: They provide devices 
and mobile connectivity, backed by 
live customer support.



Million Hearts/Chronic Disease Collaborative 
via Health Federation of Philadelphia

Patient 
Participation 

Criteria:

Diagnosis of HTN 
and/or 

in-office reading of 
>140/90

Technology & 
materials used to 

set up SMBP:

Welch Allyn H-BP 
100SBP cuffs and 

moved to AD cuffs

EHR: NextGen & 
their Virtual Visits 

platform
App: HealthBridge





● Identify proper personnel 
for screening 
administration 

● Conduct process mapping 
exercise 

● Identify outcome measures 
for your SDOH screening 
program

Action Items



Wrap Up & Evaluation

Please help us measure our impact with this session by filling out the 
evaluation survey that will pop up on your screen as you exit Zoom.

You must complete the survey to be redirected to the CE link.

Module 3: Wednesday, February 1, 2023 from 2:00-3:00 pm ET
● Recordings, presentation slides, and resources from Session 2 

will be added to the Google Site shortly.



● 1.5 CE credits offered per session
● Register here: 

https://nurseledcare.phmc.org/training/item/1365-nurse-wellbeing-and-burnout-2-part-learning-collaborati
ve-series.html

https://nurseledcare.phmc.org/training/item/1365-nurse-wellbeing-and-burnout-2-part-learning-collaborative-series.html
https://nurseledcare.phmc.org/training/item/1365-nurse-wellbeing-and-burnout-2-part-learning-collaborative-series.html

