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$3,916 TAKE HOME PAY 
     -$1000   rent (median)  
     -$200    car payment (1 car) 
     -$100    car insurance 
     -$150    gas/repairs 
     -$900    food (thrifty budget/USDA            

     determined for food stamps) 
     -$400    utilities 
     -$200    clothing/school 
     -$700    childcare 
     $3,470	

What’s left for health care? 





Health	Disparity	
“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.”	

Healthy	People	2030:	https://health.gov/healthypeople/priority-areas/health-equity-healthy-people-2030	



Kaiser	Family	Foundation:	Beyond	Health	Care:	The	Role	of	Social	Determinants	in	Promoting	Health	and	Health	Equity	
https://www.kff.org/racial-equity-and-health-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-
equity/	



How	much	do	inequities	cost	us?	





Social	Determinants	Health	are	
Impacted	by	Government	Policies	

The	ECHO	Project.	https://www.echobh.com/sdoh/	



Restoring	Our	Own	Through	Transformation	(ROOT).	https://www.roottrj.org/web-causation	







Is	Poverty	Connected	to	the	SDOH?	

Lubbock	United	Way:	https://www.liveunitedlubbock.org/csreconomics	



Healthy	People	2030,	U.S.	Department	of	Health	and	Human	Services,	Office	of	Disease	Prevention	and	Health	Promotion.	
Retrieved	from	https://health.gov/healthypeople/objectives-and-data/social-determinants-health	



Healthy	People	2030	Objectives	
Related	to	Economic	Stability/Poverty	

Healthy	People	2030,	U.S.	Department	of	Health	and	Human	Services,	Office	of	Disease	Prevention	and	Health	Promotion.	Retrieved	from	https://
health.gov/healthypeople/objectives-and-data/social-determinants-health	



National	Academies	of	Sciences,	Engineering,	and	Medicine.	2021.	The	Future	of	Nursing	2020-2030:	Charting	a	Path	to	Achieve	Health	Equity.	
Washington,	DC:	The	National	Academies	Press.	https://doi.org/10.17226/25982.	



World	Health	Organization.	https://cdn.who.int/media/docs/default-source/infographics-pdf/social-determinants-of-health/
who_whatishiap_infographic_web-070220-2910a78a6-7e19-421b-a474-5cd23dea4b68.pdf?sfvrsn=a1ab17d0_1	



Promoting	Health	Equity.	A	Resource	to	Help	Communities	Address	the	Social	Determinants	of	Health.	Retrieved	from:		
https://www.cdc.gov/nccdphp/dch/programs/healthycommunitiesprogram/tools/pdf/sdoh-workbook.pdf	



•  Nebraska	Children	and	Families	Foundation	
–  Community	Collaboratives,	Bring	up	Nebraska,	
others	initiatives	

•  Community	Heath	Endowment	of	Lincoln	
–  zip	code	and	census	level	data	-	identify	the	areas	of	
most	meet.	Award	funding	to	address	needs.	

•  CDC	Programs	
–  Built	environment	and	health	
–  Childhood	lead	poisoning,	early	childcare	and	
education	

–  Partnerships	to	improve	community	health	

	

Programs	Addressing	SDOH	



Community	Health	Endowment	of	Lincoln.	https://www.chelincoln.org/placematters/	



Community	Health	Endowment	of	Lincoln.	https://www.chelincoln.org/placematters/	



Nebraska	Programs	Working	to	Advance	
Health	Equity	by	Addressing	SDOH	

•  More	healthcare	organizations	collecting	and	
using	SDOH	tools	to	integrate	primary	care	and	
community/public	health.	

•  Nebraska	Public	Health	Departments	
–  Community	Health	Workers/Promotoras	to	address	
SDOH	

•  Nebraska	MCO	contracts	include	SDOH	
requirements	

•  FQCH’s	work	to	address	SDOH		
•  Many	others	…	

	
	
	



OneWorld	Social	Work	Program	
	

•  Prenatal	and	social	work	patients	screened	
with	PRAPARE	2.0	assessment	tool.	

•  Provides	education,	information	and	
resources,	to	assist	in	overcoming	SDOH	
barriers.			
– Patients	with	multiple	barriers	are	case	
managed	so	they	can	continue	to	work	with	the	
social	work	team	as	needed.	



Patient	Stories		
	
•  Patient	with	multiple	chronic	conditions,	
and	pending	disability.	

	
•  Provided	specialized	wheelchair	for	an	
11	year	old	patient	with	developmental	
disabilities.			



OneWorld	Case	Management	Program	
•  Focuses	on	patients	labeled	as	high	risk,	most	on	Medicaid.				
•  The	patients	enrolled	in	the	program	30-180	days		
•  Program	criteria:		

–  A	Behavioral	Health	Diagnosis/Concerns	
–  A	Chronic	Disease	
–  Little/No	Support	System	
–  Frequent	Avoidable	ER	Visits/IP	Stays		
–  SDOH	Gaps	

•  Case	manager		
–  Completes	assessment	of	needs	(SDOH	as	well	as	physical),	
and	works	with	patient	on	development	of	1-2	SMART	Goals	

–  Educates	on	their	conditions	
–  Be	a	liaison/navigator	for	the	health	care	system,	and	
available	resources	

–  Contacts	patient	according	to	need	(2-3	x	week	to	1	x	month)	
•  Patients	steadily	progresses,	decreasing	utilization	of	healthcare	

and	graduates	from	the	program.	
	




