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Health Information Technology for Clinicians: 
How to Achieve Optimal Outcomes

• Medication Safety/ Reconciliation 

• Health Data Analytics

• eCQMs (electronic clinical quality 
measures) 

• Telehealth 

• Precision Medicine

• Health Information Exchange 

• Patient Consent models

• Public Health Informatics

• Patient-Generated Data

This series is funded by a grant from the Connecticut Office of Health Strategy, which did not influence the content of the program.

Sample Topics



Housekeeping

All participant lines will 
be muted during the 
panel discussion

The panelist will address 
you questions during the 
Q/A session from the 
Q/A chat feature

If we are not able to 
address your question 
today, we will follow up 
with you directly using 
your registered email. 

This session will be 
recorded and available 
for download along with 
the slides used today. 

Instructions on how to access will be sent after the 
session to your registered email along with 
instructions to earn CME and CPE credit. 
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Learning objectives

Discuss the benefits 
of the collection and 
utilization of Social 
Determinants of 
Health (SDOH) data 
on improving health 
outcomes 

1

Describe how SDOH 
can help providers 
recognize and treat 
the underlying causes 
that impact individual 
and population 
health 

2

Identify challenges 
and best practices to 
collection and use of 
SDOH data 

3

Discuss the tools and 
solutions available to 
address SDOH
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DEFINITIONS
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Defining Health

Health – “is a state of 

complete physical, mental, 

and social well-being and 

not merely the absence of 

disease or infirmity” –

World Health Organization



What Is Health Equity…

■ Everyone has a fair & just opportunity 

to attain optimal health

■ Involves learning & understanding 

community need

■ Beyond understanding requires real 

action to remove/dismantle barriers 

to resources
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Story Based Strategy

http://www.storybasedstrategy.org/blog/the4thbox



■ Health equity – everyone has the opportunity to attain 

optimal health regardless of race, ethnicity, gender, 

income level or other social factors that create barriers 

to health.

Images adapted from Story Based Strategy

http://www.storybasedstrategy.org/blog/the4thbox

Health Equity



SOCIAL 
DETERMINANTS OF 

HEALTH



Social Determinants of Health 

“The social determinants of 
health are the conditions in 
which people are born, grow, 
live, work and age. These 
circumstances are shaped by 
the distribution of money, 
power and resources at 
global, national and local 
levels.”

World Health Organization
http://www.who.int/social_determinants/sdh_definition/en/

http://www.who.int/social_determinants/sdh_definition/en/




Why is this Important?

■ The factors that make up our individual and community health impact all of us, all

the time 

■ While it impacts everyone, we’re not all impacted in the same way

■ These determinants do not happen by accident 
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SDOH & Health IT: 
Who/What/Why/How
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On Our Way To…
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Story Based Strategy

http://www.storybasedstrategy.org/blog/the4thbox



Social Determinants of Health in 

Health Care Delivery

David Henderson, MD

Professor, and Chair of Family Medicine

Associate Dean for Multicultural and Community Affairs



“Social Determinants of Health”

?



Social Determinants of Health



Previous Medical School Teachings 

Social History

Sexual activity/
marital status

Tobacco/
Substance abuse

Employment

Living 
Situation



Social Determinants of Health in Health 

Care Delivery



Social Determinants of Health in Health 

Care Delivery



Food Insecurity Report



SDOH Data Collection and Use

Workflow

Data Use

Data collected 

by nurse/MA

Reviewed by 

provider

Foster collaboration 
within 

interprofessional
care teams

Facilitate 
communication 

related to 
interventions

Facilitate 
community-based 

healthcare 
delivery 

Share aggregated 
data with DPH and 

community 
partners 

Document 
progress toward 

resolution



UConn Health Leaders

C
O
V
I
D

Transformed to a phone- based 
telehealth configuration and 
continued at FMCAH

Patients are connected to 
community-based resource

Undergrads placed in primary care 
offices to conduct interviews of 
patients to document SDOH



New SDOH Informed History – “360 H&P” 

(AMA ACE Consortium)

Patient Social History
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Patient priorities 
& goals

Patient perception of 
health



Opportunities and Challenges

MD

Practice 
Transformation

Education Improved Data 
Integration

UME & 

GME



Common SDOH Z Codes

Z55

Z60

Z56 Z57 Z59

Z62 Z63 Z64

Education/Literacy

Social Environment

(Un)employment Occupational Risks Housing/Economics

Upbringing Support Group Psychosocial



Z Codes may help with

Denoting increased 

complexity/risk

Practice Trends and 

Collaboration

Facilitate referrals 

and follow-up

Personalization 

of care

Document SDOH 

in searchable 

way



Vignette (borrowed from AAP)

A new patient is brought in by the mother with complaints of poor oral intake 

and poor weight gain. In the course of the conversation with the mother you 

uncover significant social issues that may be contributing to the problem. So 

your coding for this visit may be:

R63.6   Underweight

R62.51 Failure to thrive

Z68.51 BMI pediatric, <5th percentile for age

Z59.4   Lack of adequate food and safe drinking water

*https://www.aappublications.org/news/2021/01/01/coding010121 
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What do you perceive as the biggest benefit of collecting social 
determinants of health data for your client population?

a) Address the underlying causes of poor health

b) Improved care management for my patients

c) More personalized care for my patients

d) Higher quality of care 

e) Improved patient outcomes 

f) Cost savings 

Poll 
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COMMUNICATE CONFIRM
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LOINC  - observations and, where appropriate, the results of the 
observations (e.g., laboratory tests, vital signs; and for SDOH, housing 
instability).

SNOMED-CT - medical conditions and interventions and is used primarily 
for health concerns, problems and diagnoses (e.g., diabetes, COPD), 
and services and procedures (e.g., hip replacement, immunization)

ICD-10-CM - administrative equivalent of health concerns, problems and 
diagnoses when communicating with a healthcare insurer.

CPT and HCPCS - services and procedures when communicating with a 
health plan.

RXnorm - medication and/or allergy to a medication.
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•SCREENING

•DIRECTORY

•REFERRAL

•FOLLOW-UP
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What is the biggest barriers you experience in collecting and/or using 
social determinants of health data? 

a) Perceived lack of payment for SDOH 

b) Staff expertise and capacity 

c) Implicit bias and cultural proficiency 

d) Lack of resources in patients’ communities 

e) Ensuring that patients know what to do and how to follow up with 
you 

f) Engaging the health care team and building momentum 

Poll 



Questions

• Contact us with any comments /
HIELearning@uchc.edu
Or

• Visit us at:
https://health.uconn.edu/health-interoperability-learning/

Stay tuned for the next event!

mailto:HIELearning@uchc.edu
https://health.uconn.edu/health-interoperability-learning/

