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Disclosure of Financial Relationships

Vizient, Inc., Jointly Accredited for Interprofessional Continuing Education, defines 
companies to be ineligible as those whose primary business is producing, 
marketing, selling, re-selling, or distributing healthcare products used by or on 
patients.

An individual is considered to have a relevant financial relationship if the 
educational content an individual can control is related to the business lines or 
products of the ineligible company.

No one in a position to control the content of this educational activity has relevant 
financial relationships with ineligible companies.



Learning Objectives

• Explain the use of a multidisciplinary, systemwide program to 
improve identification of SDoH. 

• Describe a system of care to connect patients with health-related 
social needs to community programs.
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Addressing Social Determinants of Health to Transform 
Health Outcomes



Carilion Clinic 
• #3 in Virginia ( tied) US News 16 High performing 

procedures/conditions

• 501c 3 not-for-profit

• $2.4 billion in annual revenue

• Headquartered in Roanoke, Virginia

• 7 hospitals + 1 Children’s Hospital

• Radford University Carilion

• Virginia Tech Carilion School of Medicine and 
Fralin Biomedical Research Institute at VTC

• Serving 1 million Virginians across about 18 counties 
and 6 cities in western Virginia and southern West 
Virginia

• DYAD Leadership
Clinical
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Patient Data



Carilion Clinic Community Health and Development

Vision: System of care that integrates Community Health services, 
from bedside to community, and vice versa, system-wide
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• Community Benefit 
• Regional Program Managers
• CB Analysts 

• Community Health & Outreach
• Community Health Educators
• Dietitian 
• Community Health RNs
• Community Outreach 

Specialists
• Community Health Workers
• Peer Recovery Support 

Specialists



Referrals to Health 
Education

Clinical Integration (cont.)

*Community Health Worker Active Clients: 688
*Peer Support Services Active Clients: 106

*As of 7.9.24

CHO Referrals CHO ED / IP Consults

CHO Outpatient Visits

*Average OP Caseload: 49 Clients



Referrals to Health Education
Community Health Outcomes

Peer Support Services:
• Connection to Treatment. 82% linked with a peer successfully made it to their post-ED psychiatry appointment for opioid use disorder treatment
• Peer Support for the bridge transition. Patients who meet with a peer were twice times more likely to cross the bridge than those who did not meet 

with a peer.
• Pilot Study Outcomes, July 2018 to August 20201

• Total decrease of patient encounters by 13%. Decrease in inpatient encounters by 55%. Increase in outpatient encounters by 24%
• 77% decrease in hospital days after intervention
• Average hospital days before enrollment was 24 days and after enrollment was 12 days.

Community Health Worker Services:
• According to UPENN Center for Community Health Workers, every dollar invested in the CHW intervention would return $2.47 to an average Medicaid 

payer within the fiscal year2.
• Estimated ROI: $1,193,269.35 annually 

1: Note: Total patients in analysis: 1,080. Data based on one-year pre-enrollment in intervention and one year post enrollment in intervention. Source: Strata.
2: Shreya et. al., UPENN, Evidence-Based Community Health Worker Program Addresses Unmet Social Needs And Generates Positive Return On Investment, 2020, 
https://www.healthaffairs.org/doi/10.1377/hlthaff.2019.00981



Social-Ecological Framework* Interventions

*Adapted from McLeroy et al., 1988

• Policy, Systems, and Environmental Changes (PSE)
‒ Community Health Improvement and Investment Process
‒ Support Public Policy Advocacy 

• Community
‒ Health Improvement Coalitions and Partnerships
‒ Health Communication Campaigns
‒ Place-Based Initiatives

• Interpersonal
‒ Group Health Education Intervention
‒ Peer Recovery and Lay-level Groups or Interventions

• Individual
‒ Peer Support Specialists
‒ Community Health Workers
‒ Community Health Nursing Interventions

+

Community

Interpersonal

Individual

EMR



Lessons Learned

• Partnership with Quality 
‒ Combing CHA process with hospital and quality data
‒ Health Equity 
‒ Showing clinical value for community health interventions

• EMR department build- Community Health part of the care team
‒ Time
‒ Resources
‒ Data and reporting 

• Creating system to make connections to the right patient at the right time
‒ Referrals CHO not dependent on providers
‒ SDoH referrals via Unite Us



to improve the health of the communities we serve





Addressing Social Determinants of Health to Transform 
Health Outcomes





System-Wide Social Determinants of Health (SDoH) 
Screening and Resource Connection

Since 2021, MUSC’s Population Health 
department has facilitated a system-wide, 
multidisciplinary initiative focusing on: 

 Screening for and documentation of SDoH

 Developing clear, efficient workflows to 
connect patients to community resources

 Developed MUSC Community Resource 
Library of over 1,400 Community Based 
Organizations (CBOs) and helping 
agencies statewide

Patient

Standard, 
integrated SDoH 

screening 
process

Clearly defined 
workflows r/t 

screening results 
and what actions 

are taken 

Comprehensive 
education to 

increase 
adoption & 

engagement

Community 
Resource Library 

integrated into 
the EHR

SDoH Dashboard 
to monitor & 

report on 
performance in 

real-time

EMR integration 
& maximized use 
of Digital Front 

Door functionality



CHW patients enrolled prior to June 2024

239/1558 Decreased BMI > 5%

1110/1558 Improvement in at least 1 vital sign (SBP, DBP, BMI)

184/1558 No longer hypertensive

8 Admissions per month avoided

96 Admissions per year avoided



Lessons Learned

• Plan for continual education in any venue offered!
‒ Be prepared to explain the “why”

• Maintain awareness of local, state, and federal policy changes that 
impact the targeted population to provide context to key performance 
indicators

• Community Health Workers (CHWs) are most impactful when they 
are a member of the community they are serving

• Require CHW certification within 6 months of hire to establish 
baseline role definition



Key Takeaways

• Provide pathway to resources
‒ CHWs are instrumental in impacting health outcomes
‒ Establish process and tools to build and maintain a community resource 

library – make it easy!
‒ Incorporate CHW documentation into the EHR

• Establish key performance indicators that show return on investment



Questions?

Contact:
M. Suzanne Kraemer, mskraemer@carilionclinic.org
Aaron M.H. Boush, amhboush@carilionclinic.org 
Taylor Naff, tgnaff@carilionclinic.org 

Rita Aidoo, Aidoo@musc.edu
Peggy Jenny, bolling@musc.edu

Thank you: 
David Louder, MD, MBA, Chief, Population Health, MUSC
Stacey Seipel, MSN, RN, Director, Value Based Care Coordination, MUSC

mailto:mskraemer@carilionclinic.org
mailto:amhboush@carilionclinic.org
mailto:tgnaff@carilionclinic.org
mailto:Aidoo@musc.edu
mailto:bolling@musc.edu
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