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Event Summary
On Tuesday, November 6, 2018, Spring Street Exchange 

hosted a Strategic Visioning Palooza on Social 

Determinants of Health (SDOH) in Somerville, MA. We 

decided to dedicate our Fall Palooza to this topic because 

it is a primary area of interest to many of our clients. Our 

team also has a passion for transformation that both 

better supports consumers and reduces overall healthcare 

system friction and costs. Addressing social determinants 

could potentially re-shape the landscape of the US 

healthcare industry and improve the lives of millions of 

Americans. 

Our Visioning Palooza format starts with bringing  

together participants from various functional   

perspectives and from different parts of the healthcare 

industry. In this session, we were able to assemble a 

talented group of cross-functional leaders, including 

representatives from healthcare providers, insurers, 

government, and vendors. Given the importance of 

the topic, the depth of data available, and the expertise          

in the room, we had an intensive agenda.

During the session, we tackled current barriers to 

addressing SDOH, reviewed a data pack (with help from 

our sponsor Milliman, Inc.), worked through two different 

unique visioning scenarios, and identified steps to move 

forward. Spring Street Exchange has a bias toward action 

and making an impact. As such, our takeaway materials 

focus on the practical actions those working with social 

determinants can take. We will be following up with 

participants in early 2019 to hear about how participating 

in the visioning session impacted their own work. 

We also announced that we will be launching a new 

membership-based collaboration platform called Spring 

Junction – Social Determinants, where we can keep the 

conversation going. The platform will feature regular 

virtual cross-industry forums and events, a searchable, 

online spring of resources, data and analysis, and 

information on vendors supporting SDOH programming. 

Attendees
People who attend our strategic visioning sessions are 

open-minded, forward-thinking healthcare leaders, 

focused on driving change. We believe that by bringing 

together different voices and perspectives, we can 

introduce fresh approaches to familiar problems. This 

session welcomed a range of roles, including Chief 

Executive Officer (CEO), Chief Medical Officer (CMO), 

Actuary, Vice President of Medical Management, Chief 

Technology Officer (CTO), Director of Medicaid Strategy, 

Policy Director, Chief of Business Innovation, and Vice 

President of Marketing and Innovation. We had four 

physicians, four nurses, and expertise in analytics, 

technology, clinical programming, policy and regulation, 

strategy, and consumer experience.
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Why Strategic Visioning?
“Our immersive workshops are both visionary and 

practical,” said Nancy Wise, Managing Partner at Spring 

Street Exchange. “Participants leave feeling informed, 

energized, and more equipped to tackle initiatives that 

require fundamental shifts in our way of addressing 

healthcare. It’s rare to bring together voices from payers, 

providers, analytics and technology firms, community 

organizations, and government programs in one place to 

address issues… and yet it’s precisely this kind of cross-

functional and cross-sector collaboration that is critical to 

achieving progress.”

Why Are Socially Informed Healthcare Services Difficult?
A common viewpoint held by the healthcare leaders 

assembled for the session was that engaging in social 

determinants of health is essential. Yet the same people 

recognized the real challenges to achieving successful 

social determinant programming. Early in our session, 

there was a lively discussion on what barriers are 

currently preventing more robust engagement with social 

determinants. 

Challenge Quote Contributor

Inconsistent Definitions “There is no industry-wide definition for 

what constitutes social determinants 

of health. Agreeing on a common 

definition will help achieve the greatest 

impact.” 

Chantal Buchanan, Executive Director of 

Medicaid and Medicare ACOs at the New 

England Quality Care Alliance (NECQA) 

Custom Interventions and Supports “Too often healthcare organizations 

take a one size fits all approach to 

social determinants of health. This is an 

insufficient way to drive change.”

Dr. Ronald Charles CMO and Vice 

President of Medical Affairs for Buckeye 

Plan, Centene Corporation 

New Partners “The conversation around social 

determinants of health typically involves 

actors and activities that are outside 

the sphere of the traditional healthcare 

services. 

Kathleen Connolly of the Massachusetts 

Health Policy Commission (HPC)

Change is Hard “People’s behavior is hard to change.” 

(referring both to patients and to people 

in the healthcare infrastructure)

Dan Beeby, CTO at Benefit Kitchen

Siloed Funding “Funding in healthcare is too siloed. 

Greater care coordination is required 

to make improvements on social 

determinants of health.” 

Dr. Barry Zallen, Vice President of 

Population Health at Benevera Health

Time to Impact “Addressing social determinants of health 

is a long-term battle, in a healthcare 

system based on short-term rewards.”

Jordan Battani, Vice President at Optum 

Advisory Services

Requires New Work Flow “People who work in the healthcare 

system become accustomed to 

the status quo. Working on social 

determinants means new roles, tasks, 

and work flows.”

Cheryl Stacey, Executive Consultant at 

Spring Street Exchange

Measuring Impact “There is no good feedback loop to 

show what interventions are working.” 

Sue Glass, CEO of YMCA Metropolitan 

Denver
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Reviewing the Data
Spring Street Exchange grounds each visioning workshop 

with a data pack that provides a foundational view of the 

various inputs and issues specific to the business context 

and scenario. For this session, we created a SDOH data 

pack that was an overview of the topic, in recognition 

of the diverse geographies and service organizations 

represented by our participants. Milliman, Inc. was the 

contributing data partner for this event, offering additional 

insights and proprietary findings from Milliman studies. 

The data pack included an overview on social 

determinants and also a review of some the social issues 

driving healthcare cost in the United States including 

housing instability, food insecurity, education level, 

income, and social isolation. 

Because establishing standard definitions for terminology 

and approaches can be a challenge for social-informed 

programming, we provided references to several 

frameworks. As a field, more work needs to be done to 

provide definitions and metrics for various components 

of social determinants. The most commonly referenced 

framework from the group was the one provided by Kaiser 

Family Foundation.

During the data review, Mason Roberts, Associate Actuary 

at Milliman, Inc., presented findings from a Milliman study 

that used clinical data to determine how social diagnoses 

(such as educational problems, employment problems, 

child/parent problems) impact healthcare utilization and 

costs. The research showed some intriguing results, but 

needed to be qualified by the fact that it was the first 

year that the social indicator codes were being used, and 

that the study relied on a small sample size. The study 

indicated that a group of patients with SDOH indicators 

used more inpatient and psychiatric services, but fewer 

pharmacy and surgical services than a comparable group. 

The net result was that the per member/per month cost 

for the two groups was about equal (see figures next 

page). 

Health Outcomes
Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional Limitations
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ICD-10 codes identified patients with SDOH and compared them 
against similar cohorts

Surgical and Pharmacy services were under-utilized for the group with 
SDOH indicators

Psychiatric and Inpatient services were over-utilized by the group with 
SDOH indicators
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A key theme throughout the discussion was the notion 

that one-size-fits all or traditional benefit-design 

programming is unlikely to meet the needs associated 

with SDOH. The Data Pack explored some areas of health 

inequity and social challenges. For instance, infectious 

disease rates have actually increased over the past thirty-

five years in some of the poorest counties in the United 

States, while remaining stable or decreasing in others. 

Major inequities in key health measures also persist across 

different states and also across areas within the same 

state. For example, the maternal mortality rate in Georgia 

is more than ten times as high as it is in California and the 

teen mortality rate is over seven times as high in Alaska 

as it is in Rhode Island (see figure, right). This portion of 

the data underscore that SDOH need to be addressed 

on a local level, and that grouping a large and disparate 

cross section of people is an inherently insufficient way to 

address patient needs.

We also noted that all major insurers were engaging in 

programming related to SDOH. While many organizations 

see investment in SDOH as an area of strategic focus, 

with much of the industry headed in this direction, it 

could quickly become table stakes rather than an area of 

differentiation.  

Unique Visioning Scenarios
The highlight and focus of the event are the scenarios 

that are collectively developed by the participants. Spring 

Street Exchange provides some foundational context to 

set the stage, before the group determines additional 

details. In this case, an undisclosed investor was looking 

to fund a healthcare solution that would allow members 

to achieve optimal health through a fully integrated model 

addressing medical, social, and behavioral health needs. 

This investor was providing start-up funds to establish 

programming and services, but required a flat cost curve 

within the first year. Coverage and services needed to be 

available beginning January 1, 2020. To achieve this goal, 

the investor brought together a cross-functional group of 

industry leaders to address the challenge – the Palooza 

participants!

The newly appointed design team had to select a 

geographic location, target population, service model, 

and approach to partnerships.  

After being presented with these details, the team quickly 

got to work! They identified programs to be delivered 

in an urban county in the United States, supporting 

children, families, and pregnant women in Medicaid, 

CHIP, and subsidy-eligible coverage through public health 

insurance exchanges. The group recognized the need 

for better, broader, integrated, and more timely data as a 

foundational requirement of achieving the scenario goals. 

“It’s an exciting time 
in healthcare because 
we can see a clear 
business case for 
addressing social 
determinants of 
health.” 
Dr. Thea James Vice President of Mission & Associate Chief 
Medical Officer of Boston Medical Center

Maternal Mortality Rate 
Deaths per 100k births

46.2 
Georgia

4.5 
California

Teen Suicide Rate 
Deaths per 100k adolescents, aged 15-19

35.1 
Alaska

4.7 
Rhode Island

Maternal mortality rates in Georgia and 
California. Teen suicide rates in Alaska and 
Rhode Island. 

Today, February 12,2018,  
https://www.today.com/health/south-dakota-vermont-are-healthiest-states-gallup-finds-t122992

CA Health Care Foundation, December 2017,  
https://www.chcf.org/wp-content/uploads/2013/05/MediCalFactsFigures2017.pdf

https://www.today.com/health/south-dakota-vermont-are-healthiest-states-gallup-finds-t122992
https://www.chcf.org/wp-content/uploads/2013/05/MediCalFactsFigures2017.pdf
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This data would be shared and coordinated amongst a 

broader set of collaborators than are usually part of the 

care network. 

They collectively identified a few known points for 

targeted program focus, such as lowering neonatal 

intensive care unit (NICU) admissions. They also explored 

health-sustaining interventions that could have significant 

short-term impacts, such as substance-abuse treatment 

and nutritional / food support, as well as community-

based approaches to managing chronic conditions. 

The outcome was an inverted version of typical healthcare 

coverage – rather than a focus on medical care with 

optional support services around it, the team developed 

a support program that included access to clinical help 

as needed. While the pieces were the same, this was 

healthcare flipped on its head. 

As the group looked at the new scenario, they realized 

that it largely relied on reassembling familiar healthcare 

services, with little new in the way of technical innovation. 

This understanding made this future model seem more 

potentially imminent… leading the group to the second 

scenario. For the second group visioning, they identified 

organizations that could reasonably create this model 

of care by 2020. The list of potential organizations was 

surprisingly long. The group selected two to explore in 

greater detail: 

1. The Oprah Winfrey Foundation: Applying seed funding 

for services that would better support children and 

families and also that could serve as a repeatable 

model to change health and access to care in urban 

communities today.

2. Amazon: Transfer a broad amount of consumer 

services and products typically purchased elsewhere 

to be instead distributed through the Amazon platform. 

This includes: 

a. Video access to providers 

b. Delivery of food, medicine and other supplies

c. Custom development of a care network

The models described would rely on aspects of current 

healthcare delivery, especially for services requiring 

hospitalization or technical procedures. That said, the new 

model was designed to transition a significant portion 

of care to a non-clinical setting, like a patient’s home, a 

virtual visit, or through community based organizations. 

If these new models become a reality, the impact to 

the current model of pharmacies and brick-and-mortar 

provider facilities could be dramatic. 
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Taking Action
Before launching into the final part of the session, the 

team watched a TED Talk focused on the idea that taking 

action (or not taking action) is habitual. The speaker 

suggested that all difficult tasks can be accomplished by 

a succession of many easy tasks and that people need 

to get in the habit of taking action in order to get things 

done. It was a great transition into a discussion on what 

actions that could be taken immediately to push forward 

socially informed healthcare. 

As is the case with all Spring Street Paloozas, the tone in 

the group was decisively upbeat and optimistic for the 

final part of the session. Below are a set of actions and 

advice presented by the group.

Think with an Entrepreneurial Mindset Break-out of group/organizational thinking and approach issues as an 

innovator. 

Meet Patients Where They Are Connect to patients where they are in the community. Go mobile! 

Treatment and preventive measures don’t have to occur in the doctor’s 

office or hospital.

Educate Senior Leadership Be an educator within your organization. Help senior leaders to become 

experts on SDOH through data, case studies and individual narratives.

Start Small and Grow Start with small, manageable initiatives. Share positive impacts to gain 

momentum and drive growth.

Listen to People Run focus groups and have conversations. Ask questions to understand 

your community. Engage in journey-mapping.

Focus On and Talk About Successes Review success stories regularly, and highlight how improving SDOH has 

global benefits.

Don’t Remain Stuck Host a meeting and talk when you encounter an obstacle. 

Evaluate Continuously Be agile and responsive to issues. Evaluate initiatives recurrently and adjust 

as you go.

Partner Organizations need to network and partner to succeed in transformation. 

SDOH interventions happen at the community level. The healthcare 

industry needs to be connected to be a part of the feedback loop.

Don’t Wait For Technology Technology can solve a lot of problems, but waiting for technology to 

improve barriers to care is a mistake.

Connect People to Existing Programs Know the federal, state, county, and city/town programs that are available 

to assist people, and make sure that your patients or members know 

about them too.

          

Article by Kevin McDevitt, Manager of Market Insights at Spring Street Exchange. Kevin is the 
moderator for the forthcoming platform Spring Junction-Social Determinants of Health. 
He has worked in healthcare on a variety of topics including policy and regulatory affairs, 
global health, government, operations, and user experience. His current focus is on social 
determinants of health, especially through the lens of strategic visioning.

On January 1, 2019, Spring Street Exchange will launch Spring Junction – Social 
Determinants. Spring Junction is a membership-based forum that will bring together 
forward-thinking leaders in healthcare to inspire transformation. Members will be 
able to collaborate, stay engaged, follow trends, and continuously learn. For more 
information, contact Kevin McDevitt at kevin@springstreet.exchange or visit us at 
www.springstreet.exchange.

http://www.springstreet.exchange.

