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Established in 2012 
Ernest Moy, MD, Executive Director 

Vision is to champion the advancement of health equity and reduction of health 
disparities and to ensure appropriate individualized care to each Veteran 

OHE collaborates w/the Health Equity Coalition to establish operational plans and achieve 
goals guided by a Health Equity Action Plan (HEAP) to achieve health equity for Veterans 

HEAP plans and goals are updated annually around 5 aims: Awareness; Leadership; Health 
Outcomes; Cultural Competency and Diversity; and Data, Research, and Evaluation 



https://www.va.gov/healthequity 

https://www.va.gov/healthequity
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OBJECTIVES 







Develop an understanding of social determinants of health (SDOH) and why we 

should address them in healthcare settings 

Discuss how clinical documentation and coding can capture SDOH and why this 

is important 

Learn about a current initiative to better identify and address SDOH with VHA 



            

            

          

        

 

       

SOCIAL  DETERMINANTS  OF  HEALTH  (SDOH) 

“The conditions in which people are born, grow, work, live, and age, 
and the wider set of forces and systems shaping the conditions of daily 

life. These forces and systems include economic policies and systems, 

development agendas, social norms, social policies and political 

systems.” 

– World Health Organization Commission on Social Determinants of Health 



                      

SOCIAL  DETERMINANTS  OF  HEALTH  (SDOH) 

Artiga et al. Beyond Health Care: The Role of Social Determinants in Promoting Health and Health Equity. Henry J Kaiser Family Foundation. 2018. 

https://files.kff.org/attachment/issue-brief-beyond-health-care


     

       
       

    

       
    

 
      

    

 
      

   

Social determinants 
The conditions in which people are born, grow, work, live and age, and the 
wider set of forces and systems shaping the conditions of daily life. 

Social risk factors 
Specific adverse social conditions associated with poor health, such as 
food insecurity and housing instability. 

Social needs 
A patient-centered concept that incorporates a person’s perception of
his or her own health-related needs. 

• Alderwick H, Gottlieb LM. Milbank Q. 2019;97(2):407. 

• Green K, Zook M. Health Affairs Blog. 2019 
• National Academies of Sciences, Engineering, and Medicine 2019. 

• World Health Organization (WHO). 2010. 



     

 

 

   

  

 

  

 

SOCIAL 

DETERMINANTS 

HAVE A GREATER 

IMPACT ON 

HEALTH 

OUTCOMES THAN 

CLINICAL CARE 

Remington et al. Popul Health Metr. 2015;13:11. 
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SOCIAL  RISK  FACTORS  HAVE  A  

SIGNIFICANT  IMPACT  ON  VETERANS 

29% 
endorsed 

social 
isolation 

9% 
endorsed 

housing 
instability 

7% 
endorsed 

utility 
insecurity 

In a recent QI initiative 

(ACORN) at two primary 

care clinics in VISN 1, 

40% of Veterans 

screened positive for at 

least one social risk 

Cohen AJ, Lehmann LS, Russell LE. “Systematic Screening of Veterans for 
Health-Related Social Needs: An Ethical Imperative.” Office of Health 
Equity/HSR&D Cyberseminar, U.S. Department of Veterans Affairs, Nov 2020. 



   

   

     

 

   

  

    

 

What do clinical 

documentation and coding 

have to do with identifying 

SDOH? 

Why is it important for 

clinical documentation 

and coding to capture 

SDOH? 



depositphotos 



    

       

           
      

             

           

          
     

          
     

       
     

        

INTERNATIONAL  CLASSIFICATION  OF  DISEASES  (ICD) 







1762 Nosologia Methodica: first attempt to classify diseases systematically 

1891 International Statistical Institute: committee to classify causes of death 

1898 American Public Health Association: recommended adoption of the Bertillon Classification in 
Canada, Mexico, and USA & revised every 10 years 







1900 First International Conference for the Revision of the Bertillon or International List of Causes of 
Death 

1923 Health Organization of the League of Nations: interest in vital statistics 

1944 US Public Health Service & US Bureau of Census: expanded diagnoses to capture morbidity not 
just mortality. Used by hospital insurance plans 





1946 Interim Commission of World Health Organization (WHO): International Classification of 
Diseases, Injuries, and Causes of Death 

1948 WHO Constitution: guides Member States in compiling morbidity and mortality statistics in 
accordance with the International Statistical Classification 

World Health Organization. History of the Development of the ICD. 

https://www.who.int/classifications/icd/en/HistoryOfICD.pdf


   

   

   

      

  

    

 

   

   
 

IMPACT OF ICD 

CODES 

▪ Continuity of clinical care 

Individual Patient Level Care 

▪ VA Strategic Analytics for Improvement and Learning (SAIL) 

Hospital Level Interventions 

▪ Veterans Equitable Resource Allocation (VERA) 

Payments/Hospital Resources 

▪ VA Hospital Compare Data 

Health Organization’s Reputation/Patient’s 
Perception 

Research 

Policy 

https://www.data.va.gov/dataset/SAIL-FY2021-Hospital-Performance-All-Facilities/y9x8-349i
https://www.rand.org/content/dam/rand/pubs/monograph_reports/MR1629/MR1629.sum.pdf
https://www.accesstocare.va.gov/Healthcare/HospitalCompareData?s=AL&f=521&m=CARE


  

  

  

       

WHO ARE YOU? 

WHO, WHO, 

WHO, WHO !! 

We don’t own the rights to this song. 



  

  

WHO MAINTAINS 

THE ICD-10-CM? 



   

 

 

  

 

WHAT IS THE 

DIFFERENCE 

BETWEEN 

INPATIENT AND 

OUTPATIENT 

CODING? 



REVOLUTIONARY CHANGE 

Starting  in  Fiscal  Year  2022, ICD-10 

permits SDOH to be  coded as the  

primary diagnosis for  outpatient visits. 



          

          

   

    

     

        

   

        

       

   

SOCIAL  DETERMINANTS  OF  HEALTH  ICD-10-CM  

CODING  GUIDELINES 

Social Determinants of Health Codes describing social determinants of health (SDOH) should be 

assigned when this information is documented. For social determinants of health, such as 

information found in categories Z55-Z65. 

Persons with potential health hazards related to socioeconomic and psychosocial 

circumstances, code assignment may be based on medical record documentation from 

clinicians involved in the care of the patient who are not the patient’s provider since this 
information represents social information, rather than medical diagnoses. 

For example, coding professionals may utilize documentation of social information from social 

workers, community health workers, case managers, or nurses, if their documentation is included 

in the official medical record. 



EconomicStability Education 
Social and Community 
Context 

Health and Healthcare 
Neighborhood and Built 
Environment 

 
 

  
 

    

   

  

 

    
  

    

 

 

  
   

  

  

  

 

 
     

 

   

   
   

  

  

   

      

 

   

   

  

    

  

    

 

   

   
   

   

   

   

    

   

   

 

 

    

   

     
  

 
   

   
   

  

  
    

   
   

   

  

 

      

    
 

 

  

 

Z59.4- Lack of adequate food 

and safe drinking water 

Z55.0- Illiteracy and low-

level literacy 

Z60.2- Problems related to living 

alone 

Z75.3- Unavailable and 

inaccessibility of health care 

facilities 

Z59.0- Homelessness 

Z59.5- Extreme poverty 

Z55.1- Schooling 

unavailable and 

unattainable 

Z60.4- Social exclusion and 

rejection 

Z75.4- Unavailability and 

inaccessibility of other 

helping agencies. 

Z59.1- Inadequate housing 

Z59.6- Low income 
Z55.2- Failed school 

examinations 

Z60.8- Other problems related to 

social environment 

Z77.010- Contact with and 

suspected exposure to 

arsenic 

Z59.2- Discord with neighbors, 

lodgers and landlord 

Z59.7- Insufficient social 

insurance and welfare support 

Z55.3- Underachievement in 

school 

Z60.9- Problems related to social 

environment, unspecified 

Z77.011- Contact with and 

suspected exposure to lead 

Z59.8- Other problems related 

to housing and economic 

circumstances 

Z59.8- Other problems related 

to housing and economic 

circumstances 

Z55.4- Education 

maladjustment and discord 

with teachers and 

classmates 

Z62.21- Child in welfare custody 

Z77.090- Contact with and 

suspected exposure to 

asbestos 

Z65.0- Conviction in civil or 

criminal proceedings with out 

imprisonment 

Z59.9- Problems related to 

housing and economic 

circumstances, unspecified 

Z55.8- Other problems 

related to education and 

literacy 

Z62.810- Personal history of 

physical and sexual abuse in 

childhood 

Z65.1- Imprisonment and other 

incarceration 

Z56.0- Unemployment, 

unspecified 

Z55.9- Problems related to 

education and literacy, 

unspecified 

Z62.820- Parent-biological child 

conflict 

Z65.2- Problems related to 

release from prison 

Z56.1- Change of job 
Z62.822- Parent- foster child 

conflict 

Z71.3- Dietary counseling and 

surveillance 

Z56.2- Threat of job loss 
Z63.4- Disappearance and death 

of a family member 

Z71.6- Tobacco abuse 

counseling 

Z56.4- Discord with boss and 

workmates 

Z63.8- Other specified problems 

related to primary support group 
Z71.82- Exercise counseling 

Z56.89- Other problems 

related to employment 

Z71.89- Other specified 

counseling 





  

  

 

    

 

 

SDOH IMPACT 

ON MEDICAL 

DECISION 

MAKING 

We now have to tie the SDOH to the status 
of the patient’s current health conditions. 

We have documented the patient’s SDOH 

We have assessed the patient’s SDOH 





 

        

            

 

  

  

  

DOCUMENTING  THE  ASSESSMENT  AND  PLAN:  TAKE  1 

# HLD 

 discussed starting with dietary modification/exercise, referral sent to RD 

 f/u with repeat labs in 3 months, if not adequate improvement may consider statin 

# HTN 

 well-controlled, cont current meds 

# financial hardship/food insecurity 

 referred to SW 



     

    

             

  

      

            

 

            

 

  

WHAT  PRIMARY  DIAGNOSIS  CODE  DOES  THIS  A/P  SUPPORT? 

# HLD complicated by food insecurity 

 discussed starting with dietary modification/exercise 









recent job loss and resulting food insecurity making it difficult to afford healthful foods and 

complicating dietary changes 

referred to SW for financial/food assistance resources 

referred to RD for heart-healthy dietary counseling in context of limited budget/food 

pantry use 

f/u with repeat labs in 3 months, if not adequate improvement may consider statin 

# HTN 

 well-controlled, cont current meds 



  

        

   

      

      

    

WHAT  ABOUT  THIS  A/P  DOCUMENTATION? 

# food insecurity 

 recent job loss resulting in food insecurity, making it difficult to afford healthful foods and 

exacerbating HLD 





referred to SW for financial/food assistance resources 

referred to RD for heart-healthy dietary counseling in context of limited budget/food pantry use 

#HLD 

 discussed starting with dietary modification/exercise, referred to RD, as above 

 f/u with repeat labs in 3 months, if not adequate improvement may consider statin 

# HTN 

 well-controlled, cont current meds 



  

   

 

     

A/P:  ONE  MORE  ITERATION… 

# food insecurity 

 recent job loss, difficulty affording foods exacerbating HLD 





referred to SW and RD 

#HLD 

 dietary modification/exercise, referred to RD 

f/u with repeat labs in 3 months, if not adequate improvement may consider statin 

# HTN 

 well-controlled, cont current meds 



   

   

   

      

  

    

 

   

   
 

IMPACT OF ICD 

CODES 

▪ Continuity of clinical care 

Individual Patient Level Care 

▪ VA Strategic Analytics for Improvement and Learning (SAIL) 

Hospital Level Interventions 

▪ Veterans Equitable Resource Allocation (VERA) 

Payments/Hospital Resources 

▪ VA Hospital Compare Data 

Health Organization’s Reputation/Patient’s 
Perception 

Research 

Policy 

https://www.data.va.gov/dataset/SAIL-FY2021-Hospital-Performance-All-Facilities/y9x8-349i
https://www.rand.org/content/dam/rand/pubs/monograph_reports/MR1629/MR1629.sum.pdf
https://www.accesstocare.va.gov/Healthcare/HospitalCompareData?s=AL&f=521&m=CARE


VA  SCREENS  FOR  CERTAIN  RISKS  AND  OFFERS  

WELL-ESTABLISHED  INTERVENTIONS  FOR  NEEDS 

VA  Social Risk Screening 

▪ Food security 

▪ Housing  stability 

▪ Intimate  partner violence 

VA  Social Needs Interventions  

(just a few of the  many!) 

▪ Robust integrated  Social  Work 

▪ Novel  housing  and vocational  
programs 

▪ Legal  support 

▪ Social  groups 

▪ Peer Support 



HOWEVER,  VA  DOES  NOT  HAVE  A  SYSTEMATIC  SCREENING  PROGRAM  

FOR  SOCIAL  RISKS  MORE  BROADLY 

VA Social Risk Screening 
VA Social Needs Interventions 

(just a few of the many!) 
 

 

 

  

 

  

   

 

 

▪

▪

Food security ▪ Robust integrated Social Work 

Housing stability ▪ Novel housing and vocational 
programs ▪

▪

Intimate partner violence 
▪ Legal support 

Social groups 

▪ Peer Support 

How  can  we  better  identify  social  risks  and  needs  systematically,  

and  connect Veterans  with  existing  VA  and  community  resources? 



     

     

   

 

ACORN AIMS TO IDENTIFY AND ADDRESS 

UNMET SOCIAL NEEDS AMONG ALL VETERANS 

TO IMPROVE HEALTH OUTCOMES AND 

PROMOTE HEALTH EQUITY 



  
   

               

        

       

  

 

  

 

 

 

 

    

   

   

  

-

Identify Risks in 

10 Domains Using 

ACORN Screening 

Tool 

Address Risks 

through 

Resource Guides 

and Referrals 

ACORN Project Co Leads: Alicia Cohen, Meaghan Kennedy, and Lauren Russell, 
in partnership with Office of Health Equity and National Social Work Program 

Contact: VHABEDACORN@va.gov 

ACORN (ASSESSING CIRCUMSTANCES & OFFERING RESOURCES FOR NEEDS) 

Quality improvement (QI) initiative funded by VA Office of Health Equity that aims to systematically 

identify and address social risks to promote health equity 

Domains Screened: 
▪ Food 

▪

▪

▪

Housing 

▪

▪

▪

▪

Utilities 

Transportation 

Education 

Employment 

▪

▪

Legal 

Personal safety 

Social isolation/loneliness 

Digital Divide (added in 2021) 

mailto:VHABEDACORN@va.gov


     

   

     

  

Veterans who express needs receive 

geographically-tailored resource guides, 

support with navigating resources, and/or 

Social Work assistance. 



  

    

       

             

       

     

 

 

 

 

  

Future Directions: Plans to adapt and expand ACORN to additional clinical settings including: 

Geriatrics, advanced directives groups, Whole Health, ED, inpatient 

Modes of Administration Used: 

▪ Veteran-administered via e-tablets or paper-based screening 

▪

▪

Staff-administered via CPRS template – responses linked to Health Factors 

Settings for Previous and Ongoing Pilots: 

▪ General Primary Care Mental Health 

▪ ▪

▪ ▪

Women’s Health Social Work PACTs 

Homeless PACT Peer Support 



   
     

    

   
    

 
     

    
  

  
   

  
   

 PARTING 

THOUGHTS 

Administrators: 
Build processes to support 

capturing the impact of SDOH 
on healthcare and patients’ 

health 

Clinicians & Coders: 
Face this brave new world 

together 

Researchers: 
Analyze the impact of capturing 

SDOH on healthcare and 
patients’ health 

Policy Makers: 
Utilize research findings to 
address SDOH’s impact on 

healthcare and patients’ health 



 

  

FOOD IS MEDICINE AND 

HOUSING FIRST CONCEPTS 

SEISMIC 

CHANGE 



  

  

      

QUESTIONS? 

Maria.Bruton@va.gov 

Dina.Hooshyar@va.gov 

Alicia.Cohen@va.gov 

ACORN TEAM: 

VHABEDACORN@va.gov 

ACORN Screening Tool 

Social Determinants of Health - Office of Health 
Equity (va.gov) 

mailto:Maria.Bruton@va.gov
mailto:Dina.Hooshyar@va.gov
mailto:Alicia.Cohen@VA.GOV
mailto:VHABEDACORN@va.gov
https://www.va.gov/HEALTHEQUITY/docs/ACORN_Screening_Tool.pdf
https://www.va.gov/HEALTHEQUITY/Social_Determinants_of_Health.asp



