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Abstract 
This session will delve into the complexities and nuances of social drivers of health (SDOH) in the 
IHS. The session is designed to emphasize the significance of SDOH to the IHS mission including 
regulatory pressures, examine and differentiate terminology common in SDOH, and examine 
how historical context impacts this work in the communities we serve. With this comprehensive 
overview, the session offers a practical and actionable survey of tools, approaches, and 
strategies to effectively address SDOH within their own communities and organizations. 



Objectives 
Examine and differentiate between the terminology used in discussing 
social drivers of health, social risks, and health-related social needs. 

Understand the significance of SDOH to the IHS mission in addition to the 
regulatory pressures shaping SDOH work. 

Identify how historical factors have shaped the Social Drivers of Health 
present in many American Indian and Alaska Native communities and the 
resultant impacts to health equity. 

Implement current strategies and opportunities that the Indian Health 
Service is engaging to address social drivers of health and health-related 
social needs including intersection with community-based strategies and 
organizations. 



Agenda 

I. What is SDOH and why does it matter? 

II. Learning Lab Activities 2023-Now 

III. SDOH Structured Data 

IV. RPMS Enhancements Update 

V. Resources 



IHS Mission 
To raise the physical, mental, spiritual, and social 

health of American Indians and Alaska Natives to the 
highest level. 



On Terminology: Determinants vs Drivers 
The use of “Determinants” versus “Drivers” is generally used 
interchangeably when discussing SDOH. 

However, the use of “Drivers” instead of “Determinants” is 
increasingly favored as the use of “determinants” implies a 
finality and immutability that incorrectly reduces the agency 
of communities and individuals to impact their health. 



Social Risk Factors 
Adverse social conditions associated 
with poor health, such as food 
insecurity and housing instability. 

Health Related Social Needs 
(HRSN) 
An individual’s unmet, adverse 
social conditions that contribute 
to poor health. 

https://www.milbank.org/quarterly/articles/meanings-and-misunderstandings-a-social-
determinants-of-health-lexicon-for-health-care-systems/ 

https://www.healthaffairs.org/do/10.1377/forefront.20191025.776011/ 

Social Drivers of Health (SDOH) 
The conditions in which people are born, 
grow up, live, work and age which 
influence a person’s opportunity to be 
healthy, his/her risk of illness and life 
expectancy. 

On Terminology: SDOH, Social Risk, HRSN 





Impact on Health 
Outcomes 

Source: https://www.uclahealth.org/sustainability/social-determinants-of-health 

https://www.uclahealth.org/sustainability/social-determinants-of-health


Historical Trauma: Rooted in the Past 
Neighborhood, As-built and Ambient Environments 

◦ Where we live—geographically remote locations impact 
access to food, water, utilities, services 

◦ Pollution—affected water sources, particulate matter from 
dust, smoke 

◦ Transportation limitations 
◦ Ability to own land 
◦ Lack of housing 
◦ Access to broadband—emerging SDOH  with impacts for 

telehealth, virtual education, commerce, access to 
information 

Food/Nutrition Security 
◦ Removal from traditional agriculture, hunting and 

gathering lands 
◦ Remote locations impact food availability and nutritional 

quality 
◦ Commodity foods 

Social Cohesion/Belonging 
◦ Removal from family, community, and cultural practices 

integral to who we are as Native People 

Education 
◦ Boarding schools 
◦ Limited educational opportunities 

Economic stability 
◦ Ability to work and provide for families historically 

restricted 
◦ Segregation policies impacted education and employment 

opportunities 

Access to Health Care 
◦ Limited 
◦ Funding challenges 



TThhee PPeeooppllee:: FFaammiillyy,, IIddeennttiittyy,, CCoommmmuunniittyy 

HHiissttoorriiccaall EEvveennttss,, PPoolliicciieess && TTrraauummaa 

DDiissrruuppttiioonn iinn ffaammiillyy,, ppaarreennttiinngg,, ccoommmmuunniittyy,, ccuullttuurraall 
pprraaccttiicceess && ffoooodd wwaayyss;; ppoovveerrttyy;; llaacckk ooff 
ooppppoorrttuunniittyy && eeccoonnoommiicc mmoobbiilliittyy;; ddiissccrriimmiinnaattiioonn;; 
vviioolleennccee 

IInntteerrggeenneerraattiioonnaall TTrraauummaa:: nneegglleecctt,, aabbuussee,, 
uunnhheeaalltthhyy//hhaarrmmffuull ccooppiinngg ssttrraatteeggiieess 

SSoocciiaall DDrriivveerrss ooff HHeeaalltthh 

Anxiety 

Diabetes 

Heart Disease 

Depression 

Cancer 

Obesity 



Indigenous 
Social Drivers of 
Health 



SDOH: Accreditation and Regulatory 
Requirements 
•CCuurrrreenntt:: 
• CMS FY23 Hospital Inpatient Prospective Payment System (IPPS) 

Inpatient Quality Report (IQR). 
• TJC National Patient Safety Goal 16. 
• ONC USCDI Version 2 

•AAnnttiicciippaatteedd:: 
• CMS plans to maintain IQR SDOH reporting and expand to outpatient, 

long-term care, and other settings. 



CMS IPPS Inpatient Quality Reporting 
SSDDOOHH--11 
◦ % of patients >= 18 years old admitted to the hospital screened 

for SDOH in the following give domains: Food, Housing, 
Transportation, Utilities, Interpersonal Safety. 

SSDDOOHH--22 
◦ % of patients screened for SDOH (per above) that are positive 

reported separately for each domain. 



TJC: National Patient Safety Goal 16 
01.01: Improving health care equity for the [organization’s] [patients] is a quality and safety priority. 

EP 1: The [organization] designates an individual(s) to lead activities to improve health care equity for 
the [organization’s] [patients]. 

EP 2: The [organization] assesses the [patient’s] health-related social needs (HRSNs) and provides 
information about community resources and support services. 

EP 3: The [organization] identifies health care disparities in its [patient] population by stratifying quality 
and safety data using the sociodemographic characteristics of the [organization’s] [patients]. 

EP 4: The [organization] develops a written action plan that describes how it will improve health care 
equity by addressing at least one of the health care disparities identified in its [patient] population. 

EP 5: The [organization] acts when it does not sustain the goal(s) in its action plan to improve health 
care equity. 

EP 6: At least annually, the [organization] informs key stakeholders, including leaders, licensed 
practitioners, and staff, about its progress to improve health care equity. 

Summary of Requirements: 
1. Designate SDOH Lead. 
2. HRSN Screening and Referrals. 
3. Data Analysis to identify equity issues. 
4. Written action plan to address health care 
disparities. 
5. Follow-up on action plan and address gaps. 
6. Annual report to stakeholders and staff. 



Learning Lab 2023-Now 



Understanding the Drivers 



Learning Labs: Diffusion of Innovation 



IHS Office of Quality Improving Patient 
Care Learning Lab 2023 on SDOH 
Aim: Select, test and implement Health 
Related Social Needs (HRSN) Screening Tools 

Four (4) Sites 
1. Zuni Comprehensive Health Center—Albuquerque 

Area 
2. Wagner Indian Health Service Clinic—Great Plains 

Area 
3. Lawton Indian Hospital—Oklahoma City Area 
4. Warm Springs Service Unit—Portland Area 

Also a thank you to White River Service Unit 
Informaticists (Justin Tafoya and Trevor Thompson) 
who helped immeasurably with designing and testing 
RPMS workflows. 



Learning Lab 2023 Summary 
◦ A single tool will not meet all needs 

◦ Sites prefer autonomy over tool and questions used to match community 
needs 

◦ Community resource lists need to be developed to facilitate referral 
◦ Although staff is initially hesitant to screen (workload, lack of interventions 

for positive screening), overall process is well received by patients and staff 
◦ Patients overwhelmingly support HRSN screening 

◦ Documentation and data work (aggregation, analysis) is time-consuming as a 
manual process 

◦ Limited Clinical Informaticist bandwidth will require central support to 
accelerate development 



Learning Lab 2024: HRSN Screening Sprints 
• Weekly sessions x 10 weeks that step through the steps of 
implementing HRSN screening program with peer learning and sharing. 
• Wave 1: February – April 2024; 10 sites. 
• Wave 2: May – July 2024, 14 sites. 
• Wave 3+4: August – Oct 2024. 



Learning Lab 2024 Summary 
• Expanded scope from outpatient primary care to include inpatient, 
community health, tribal, and urban programs. 

•The IHS cannot use PRAPARE questions due to being unable to license 
the questions by signing an agreement. AHC tool uses PRAPARE 
questions (question 1 and 4) and so any site using AHC tools must 
substitute questions for those. 



Learning Lab 2025: Reshaping the Drivers 
(ReD) of Health Collaborative 
• 12-month collaborative with service units AND at least one 

tribal or community partner working together to identify 
best practices in community health needs assessment and 
co-designing and implementing upstream solutions. 

• Starts September 2024. 



Next Steps: SDOH Cycles of Improvement 



Learning Labs: 2025 ReD Collaborative 



Structured SDOH Data 
Type of Structured Data Example - SDOH Example - Depression 

RPMS Exam Codes 
Documents results of a screening for Food, Housing, 
Utilities, Transportation, or Interpersonal Safety. 

SDOH Food: Positive PHQ9: 25 

Integrated Problem List (IPL) – SNOMED 
Documents HRSN diagnosis, problem or activity. 
-Pick lists already exist. 
-Education, visit instructions, goal notes, and care 
plans can also be documented by problem. 

Food insecurity Severe major depressive 
disorder, recurrent 

ICD-10 Z-Codes 
Document HRSN diagnosis or problem. 
-May be needed for payers like CMS (e.g. 
G0019/G0022). 

Food insecurity Z59.41 Major depressive disorder, 
recurrent severe without 
psychotic features F33.2 



ICD-10 Z Codes 



Use Cases and Value of SDOH Data 
Customer Use Case/Value 

Clinical Teams Improved individualized patient care, Panel management (e.g. iCare), 
Population Health 

Business Office/Revenue Cycle Revenue capture for SDOH activities (e.g. G0136, G0019, G0022) 

Service Unit Leadership/Governing Body Compliance with accreditation (e.g. NPSG 16 EP2-6) and regulatory standards 
(e.g. CMS IQR Reporting SDOH-1/2), Community Health Needs Assessment, 
Tribal and Community Partnership, Governance about services provided and 
future development strategy 

Area and HQ Leadership Policy, Advocacy, Interagency or governmental coordination, Upstream 
interventions 

Tribes Data sharing, cooperation and coordination 



Billing Codes 



RPMS Enhancements 2024 for SDOH 



2024 RPMS Enhancements Timeline 
January 2024 

• AUM Patch 
• Addition of SDOH 

Screening Exam Codes 
• Food 
• Housing 
• Transportation 
• Utilities 
• Interpersonal Safety 

• Captures positive, negative, 
refusal, or unable to assess 

Fall 2024 (Beta) 

• Clinical Reminder 
(Outpatient: annual; 
Inpatient: with ever 
admission) 

• Clinical Reminder Dialog 
• Documents screening by 

domain, not individual 
questions to allow 
flexibility at each facility 
to use that tool they wish 

End of 2024 (Dev) 

• Reporting – PCC/VGEN 



RPMS: Exam Codes 











RPMS: Reminder Dialog (Beta) 









RPMS: Clinical Reminders (Beta) 





RPMS: Integrated Problem List Pick List 











Reporting 



Utilizing I-Care – SDOH 



I-Care Panel Definition 



SDOH by Domain Results 
(Jan – June 2024) 



SDOH by Domain Needs (Positive Exams) 
(Jan – June 2024) 



SDOH Domain Needs by Age Groups 
(Jan – June 2024) 



Plans for FY 2025 
◦ Pilot moving upstream for community health needs assessment and community-based 

interventions using the Learning Lab ReD Collaborative. 
◦ Adding exams codes for additional optional SDOH domains and to reminder dialog. 
◦ Adding SDOH-1 and SDOH-2 logic to CRS. 
◦ (Tentative) Development of SDOH Data Mart 



Resources 
• SDOH Intranet: home.ihs.gov/sdoh 

• SDOH Screening Toolkit 

• Learning Lab HRSN Screening Sprints 

• Learning Lab ReD Collaborative 

https://home.ihs.gov/sdoh


Thank you/Attribution 
Many thanks to CAPT Jana Towne/OCPS/DDTP, Ms. Wendy Wisdom, and 
CAPT Katie Johnson for slides and screenshots. 



Questions/Comments/Discussion? 


