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1. Define Social Determinants of Health and their importance in 
medicine with an emphasis on Medical Oncology

2. Discuss how technology can be leveraged to collect data for 
assessment

3. Review methods for implementing Point of Care intervention

Objectives
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2020 AACR Cancer Disparities Report



Map of life expectancy: New Orleans, LA

Robert Wood Johnson Foundation, 2013



SDOH in Cancer Outcomes

• Hispanic women have a 35% higher cervical cancer rate than white 
women than White women

• Racial Disparities: Black men have a 19% overall cancer mortality rate 
than White men.

• Income Disparities: Patients with lower socioeconomic status have a 
20-40% higher risk of dying from cancer compared to those with 
higher socioeconomic status.

Cancer Facts & Figures 2024. American Cancer Society



Impact of SDOH in Oncology Care

• Transportation Challenges and Treatment Delays: Lack of reliable transportation 
is a barrier to accessing timely cancer treatment, leading to delays in care and 
potentially worse outcomes. (Journal of Oncology Practice)

• Housing Instability and Cancer Care: Homelessness or unstable housing increases 
the risk of missed appointments, interruptions in treatment, and overall poorer 
cancer outcomes. (National Center for Biotechnology Information)

• Food Insecurity and Treatment Adherence: Cancer patients experiencing food 
insecurity are more likely to skip doses of prescribed medications or forego 
recommended treatments due to financial constraints. (Supportive Care in 
Cancer)

• Social Support and Treatment Outcomes: Strong social support networks have 
been associated with better adherence to treatment plans and improved quality 
of life among cancer patients. (Journal of Clinical Oncology)
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Impact of SDOH in Oncology Care



How do we collect this data and 
create meaningful interventions?



No One Left Alone (NOLA)

We aim to address health disparities, 
improve access to healthcare and bring 
healthcare equity.
Aims to address health disparities and improve 
access to care by carrying out research, educating 
the community, and recommending steps to bring 
healthcare equity

• Improve SDOH Data Collection
• Improve access to Cancer Care
• Improve access to Testing and Therapies
• Increase Clinical Trial Participation



NOLA Patient Intake Form



Data Collection



• Patient receives a call from staff member to address the disparity 
identified and provide information about resources available in the 
community

• Follow up calls as needed for additional support
• Billing performed monthly

Intervention



• Raised nearly $3 million in year 2 to cover out of pocket drug cost/free 
drug

• Created insurance fund that supported over 20 patients



How can we leverage technology 
to streamline a SDOH program?



1. Largely automated – no manual data entry
2. Low effort for my staff and physicians
3. Creates an opportunity for meaningful point of care 

intervention
4. Interventions must be curated locally
5. Integration with EHR

Vital Components









Social Determinants of Health

Mammo Screening Form







New Navigation and Care 
Management Codes



• Community Health Integration - SDOH need significantly limits ability 
to diagnose/treat 

• Social Determinants of Health Risk Assessment - administration of a 
standardized, evidence based SDOH risk assessment tool

• Specific Documentation requirements typically with data collected by 
auxiliary personnel and documented by physician

Services Addressing Health Related Social 
Needs



G0019 - Community health integration services performed by certified 
or trained auxiliary personnel, including a community health worker, 
under the direction of a physician or other practitioner; 60 minutes per 
calendar month (billed monthly)
 G0022 – Each additional 30 min

G0136 - billed when the practitioner administers a standardized, 
evidence-based SDoH risk assessment of 5-15 minutes (billed q6m)

G codes



Z55 series - Problems related to literacy
Z56 series - Problems related to employment
Z57 series - Occupational exposure to risk factors
Z59 series - Problems related to housing 
Z60 series - Problems related to social environment
Z62 series - Problems related to upbringing
Z63 series - Other problems related to primary support group, including 
family circumstances
Z64 series – Problems related to certain psychosocial circumstances
Z65 series – Problems related to other psychosocial circumstances

SDOH Z-codes





How do we Capture and Bill these 
Codes



• Ongoing navigation note in EHR to track time spent over the month
• Challenges: manual tracking and billing process
• Advantage: time tracked accurately

• EHR based tracking solutions
• Challenges: tracking time accurately
• Advantage: time tracked automatically, billing guidance based on time tracked



© Flatiron Health

Social Determinants 
of Health

● Seamlessly screen patients using the AHC 
HRSN tool (CMMI) directly from OncoEMR 
and view identified potential social risks 

● Capture social needs as ICD-10s and track 
progress with follow-ups in one convenient 
location on the summary page or visit notes

● Leverage SDOH report to understand social 
need trends across your patient population

Note: these are illustrative mocks and subject to change

https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf
https://www.cms.gov/priorities/innovation/files/worksheets/ahcm-screeningtool.pdf


Is this Achievable?



1. Largely automated – no manual data entry
2. Low effort for my staff and physicians
3. Creates an opportunity for meaningful point of care 

intervention
4. Interventions must be curated locally
5. Integration with EHR

Vital Components



Questions?
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