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THE HEALTH WORKFORCE EQUITY
EVIDENCE REVIEW SERIES

The Fitzhugh Mullan Institute for Health Workforce Equity defines health equity as a world in
which there is a diverse health workforce that has the competencies, opportunities, and courage to
ensure everyone has a fair opportunity to attain their full health potential.

At least six critically important factors drive health workforce equity, as shown in the figure
below. These domains apply to workers across the health care spectrum, including home
healthcare, support staff, allied health professionals, public health, physicians, nurses, and
many others.

This series reviews existing literature on the nature and magnitude of each problem, the impact
of this problem on health equity, and the policies and programs that affect it.

DOMAIN 5: While the healthcare system cannot address patients' social needs alone, providers
can enhance care in ways that address the root causes of health disparities. This evidence
review focuses on the roles of healthcare workers in addressing patients' social determinants of
health.
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The Problem

There is mounting evidence that the current medical services model does not produce desired
health outcomes, in large part because the health workforce has limited capacity to identify and
address social determinants of health (SDoH). Social, economic, environmental, and behavioral
conditions are estimated to contribute to 80% of health outcomes in the United States, with a
disproportionate impact on low-income populations.>? Housing and food insecurity, violence,
transportation barriers, low health literacy, and racism are just a few of the many social
determinants with well-documented implications for health. Social causes have been cited as a
major driver of increased mortality across the United States, with a magnitude so large it led to
a decline in overall U.S. life expectancy from 2014 to 2017.34

Despite spending far more on healthcare, the United States has the lowest life expectancy among
large, high-income peers and the health system consistently ranks poorly with respect to health
equity in international comparisons.>® Spending on social services in the United States is
comparable to peers (as a percentage of gross domestic product). Still, less support to children,
families, and working-age adults has been cited as drivers of poor health outcomes, creating an

“accumulation of unmet social needs” over the life cycle that impact health and life expectancy.”
9

In addition, the United States has comparatively shorter hospital stays but higher readmission
rates, prompting concern that the United States healthcare model incentivizes episodic care
through the dominant fee-for-service (FFS) payment model.1%? |n this model, payments are
mainly dictated by the volume of medical services provided, favoring procedures and
interventions with larger payments. The model poorly incentivizes lower-cost preventive or social
services (e.g., home visits, patient education) to help identify important problems, such as food
insecurity, poor medication adherence, and social isolation.'? As a result, patients with
unaddressed social needs may need more expensive services (hospitalization or emergency
care).B3

This evidence review focuses on the roles of healthcare workers in addressing patients’ social
determinants of health. While the healthcare system cannot address patients’ social needs alone,
providers can enhance care in ways that address the root causes of health disparities. Providers
can: 1) screen for SDoH to be aware of social factors that could affect treatment plans and
outcomes, 2) adjust care plans based on this knowledge, and 3) refer and coordinate with social
and community-based solutions when needed. Most providers believe they should do more
SDoH screening and better coordination with social services.*'> Studies also show that while
providers are interested in screening for social needs in clinical settings, they do not feel
confident in addressing them, primarily due to a lack of time and resources.** The burden of not
being able to address patients’ social needs is also a likely contributor to provider burnout!® and
moral injury.!®

The realization that patients’ social needs are often “present” in the healthcare system when
they are not addressed elsewhere has led to increasing interest (particularly within the Medicare
and Medicaid programs) in supporting clinicians and healthcare team members to identify and
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address them. While healthcare workers cannot necessarily solve all their patients’ problems
within the healthcare system, they may be able to help by providing services directly (e.g.,
coordination of care within the health system, education, or social support)}”® or indirectly
through advocacy or referral to outside services.!>?° The challenge, therefore, is defining how
care can be provided in ways that better address the root causes of poor health while at the same
time acknowledging that the health workforce alone cannot resolve major social inequities.

Problem Statement

Evidence indicates that non-medical factors like the social determinants of

health contribute to 80% of health outcomes in the United States, but the
health workforce has limited capacity to identify and address many of the
major determinants of poor health.

Relationship to Health Equity

How providers practice has a direct effect on health equity. Unaddressed SDoH are associated
with higher healthcare utilization,>?1?2 increased emergency room visits,>>?* stress, anxiety,
suicidal thoughts,?> decreases in preventive screening, and higher levels of medication errors.?®
Those suffering from housing instability have reported higher rates of acute care due to
postponement of needed care and medication non-adherence.! Intimate partner violence has
been associated with negative mental and physical outcomes, including stress, anxiety, suicidal
thoughts, and chronic pain.?’

Studies have shown that participating in programs that directly address SDOH can improve
patients’ health outcomes and lower healthcare costs.? A study of meal delivery programs like
Meals on Wheels showed a substantial decrease in emergency department visits and other costly
services for enrollees.?* Other studies of transportation services showed individuals were less
likely to put off needed medical care and had improved medication use after discharge when
they were provided with transportation services.?®

In the United people of color are often more likely to be impacted by social needs due to
longstanding differences in access to education, job opportunities, banking, and housing for
people of color, contributing to lower wealth, higher stress, and other poor social and health
outcomes.?® Patients of color can also experience adverse health outcomes due to differential
treatment by providers or others within the health system. Providers’ implicit racial bias has been
associated with poorer communication of treatment plans,3® more negative descriptions in
electronic health records,3! and more conservative pain management for patients of color.3?
Patients of color who perceive bias are less likely to seek care altogether and are less likely to
follow through with their treatment plans, leading to poor health outcomes.33:34



Addressing Root Causes of Health Disparities

is a Health Equity Issue

Health workforce’s limited capacity to identify, acknowledge or address
social determinants of health leads to inappropriate care, poor health
outcomes, and avoidable health disparities. While the health workforce
cannot address the root causes alone, practicing in a way that meets
social needs, including eliminating racial disparities in care, will help
ensure everyone has a fair opportunity to attain their full health
potential.

Policies & Programs Designed to Address Root Causes of Health Disparities

The FFS system incentivizes expensive services rather than low-cost solutions, including referrals
to social and community-based resources. The last decade has seen a plethora of Alternative
Payment Models (APM) tested by payers to try and shift the risk for outcomes to providers,
creating incentives to change care models and better address the root causes of poor health. The
Center for Medicare & Medicaid Innovation developed models in which healthcare organizations
can elect to participate in Medicare and Medicaid reimbursement structures that reward
“value” —including services like education or case management provided by non-physician staff
that keep patients healthy and out of the hospital or emergency department, instead of paying
only for medical services provided by physicians based on volume.3>3¢ Value-based payment
models, such as accountable care organizations (ACOs) and the Comprehensive Primary Care Plus
(CPC+) model, have spurred healthcare organizations’ investments in new workforce roles and
team models.3>377%6 States have further enabled the adoption of new workforce roles through
1,115 waivers, state plan amendments, and other Medicaid payment policy changes allowing
greater flexibility in paying for social care workforce roles, such as community health workers
and peer support providers.3>%347 Along with these new models, public and private grants also
help subsidize new workforce roles, many of which are not directly reimbursed.*8->°

New & Expanded Roles
Table 1 shows example activities, roles of healthcare workers that might perform them, and
examples of payment models that have included these types of activities.

e Screening for Social Needs. One of the areas in which there has been most activity is the
implementation of screening to identify and target the patients with the highest need/risk
for higher levels of intervention and support (often involving other staff members such as
community health workers, case managers, social workers, etc.). Over the past several
years, a robust body of literature has emerged describing screening efforts in primary
care,”! pediatrics,”? and perinatal care.>® In some contexts, medical assistants have taken
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on this activity as part of expanded roles, screening for health behaviors and risk factors
such as domestic violence, trauma, substance use, and food or housing insecurity.>*
Adjusting Care & Advocating for Patients. In conjunction with screening, clinicians such
as physicians and pharmacists may provide additional support for patients who need it by
adapting care plans to account for patients’ housing and logistical concerns®®>° or lower
out-of-pocket costs for low-income patients.”® Some healthcare organizations have even
created medical-legal partnerships to give their patients access to lawyers and other staff
members who can provide legal advice and advocacy with landlords, schools, and other
institutions whose actions can affect patients’ health.1%41.42

Connecting, Supporting, & Educating Patients. Enabling staff, such as case managers,
community health workers, health coaches, and peer support workers are also
increasingly used to connect patients with social services for needs, including housing,
nutrition support, and health insurance!’; support them in managing their health and
interactions with clinicians®’; provide at-home support such as identifying fall risks or food
security issues®; and provide education and social support for patients.'”® While robust
evidence about health workforce interventions to address social needs is limited, some
interventions that have been studied using randomized controlled trials show evidence
of potential positive effects. For example, a randomized controlled trial (RCT) of a
community health worker intervention for accountable care organization patients
showed lower hospital readmissions in the intervention group®. A volunteer navigator
intervention also studied via RCT was associated with reduced social needs and improved
health in pediatric patients.®! A systematic review of social work interventions in primary
care settings found more robust evidence of a positive impact of social work interventions
on mental health symptoms (depression and anxiety) as demonstrated in randomized
controlled trials. However, the effect on other indicators (overall health, utilization, and
care costs) was more challenging to ascertain.®?> A review of discharge planning
interventions involving case managers and pharmacists in educating and coordinating
care for heart failure patients found significant associations with lower hospital
readmissions, especially for interventions including multidisciplinary discharge planning
teams.%3



Table 1. Select Health Workforce Activities Addressing Social Needs

Screening

Adjusting &
Advocating

Connecting, Supporting &
Educating (Enabling Staff)

Activities/Tasks

Screening/documenting social
needs

Adjusting care plans for social
needs

Advocating for patients’ social
needs

Referring/connecting with
social services

Supporting self-management &
at-home care

Providing education & social
support

New Care Models
Other efforts to involve the healthcare workforce in addressing root causes of poor health include
new care models in which interprofessional teams of clinicians and support staff collaborate to
provide coordinated care for patients’ health and social needs, as well as risk stratification, which
uses data from claims and other sources to target care coordination efforts. These efforts are
also implemented as part of new payment models such as ACOs.

Team-Based Care Models.

Example Workforce Roles

MA screens for domestic
violence, substance use at
primary care visits>*

Pharmacist adjusts
prescriptions to accommodate
patients’ health literacy &
financial circumstances®®

Physician sends letter about
effects of poor housing
conditions to patients’
landlord®®

Community health worker
connects with housing or
transportation services'’

Health coach identifies goals &
barriers with patients before
visits®’

Peer support worker conducts
recovery support meetings with
patients with mental illness®®

As healthcare organizations

Example Payment Model(s)

Accountable Health
Communities®”

ACOs3®

CPC+%°

Medicaid 1115 waivers®®
ACOs3®

CPC+%°

Medicaid 1115 waivers®®

ACOS40'41

Medicaid 1115 waivers®®

Other medical-legal partnership
models (e.g. VA)*?

Accountable Health
Communities®’

ACOs3®

CPC+3*°

Medicaid 1115 waivers*
Medicare Advantage*®

Medicaid 1115 waivers3>*3

implement workforce

interventions and develop team-based models of care incorporating multiple disciplines,
they are generating a large amount of evidence—some descriptive and some more
robust—about factors associated with the adoption and impact of team-based care
models. Systematic reviews of team-based care models have found positive associations
with patient satisfaction. However, the quality of the studies included was mixed, and
satisfaction was not consistently associated with other relevant outcomes such as costs
and utilization.54%> On the other hand, a descriptive study of a Medicaid ACO that
implemented team-based care coordination found that it was associated with growth in
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outpatient visits and a decrease in emergency department visits for ACO beneficiaries
over time, although a more robust evaluation of the same ACO found higher utilization
relative to other Medicaid managed care beneficiaries.®®%” The evidence that team-based
care models are associated with reduced burnout and increased satisfaction for providers
is a bit more robust,%*®8 although this association has not been consistent in all studies.®®

* Risk Stratification. In addition to collecting data directly from patients about their needs
and risk factors as described above, health systems often use claims or utilization data to
identify patients at high risk for hospital readmissions or emergency room visits who could
benefit from care coordination or case management services.3®>>70 For example, a
randomized controlled trial of an intensive “hot-spotting” intervention using teams of
nurses, social workers, and community health workers to coordinate care and link high-
need/high-cost patients with social services found a small increase in participation in
supplemental nutrition programs for the intervention group, but no difference in hospital
readmission rates between intervention and usual care patients.”* Overall, there is mixed
evidence of risk stratification being associated with improved outcomes’>’3in part due to
challenges with assessing the effectiveness, including short follow-up periods, limited use
of control groups, and regression to the mean (natural fluctuations in outcomes over time
that can be mistakenly attributed to interventions in the absence of robust comparison
groups).707475

Policies and Programs that Impact Addressing Root

Causes of Health Disparities

Studies suggest that the fee-for-service payment model represents a significant
barrier to addressing social determinants of health, while alternative payment
models show promise in addressing them. These models include value-based
payment models such as accountable care organizations (ACOs) and the
Comprehensive Primary Care Plus (CPC+) model. Other policies and programs that
have some evidence in support of their use include the use of SDoH screening,
community health worker interventions, and interprofessional teams of clinicians
and support staff.

New Approaches to Training

Health professions training programs have responded to increased interest in addressing
patients’ social needs and practicing in team-based care models by incorporating these elements
in training programs for future physicians, nurses, pharmacists, and other health professionals.
Additionally, greater awareness of the prevalence of implicit bias among healthcare workers and



its effect on patient health outcomes has also led to various efforts to address it directly in health
professions education and training programs for practicing health professionals.

Structural Competency & Addressing Social Needs. Health professions education
programs focused on addressing social needs in healthcare settings include courses on
social determinants of health, value-based care, and “structural competency®’’¢778 to
prepare trainees for practice that consistently integrates social needs into medical care.
Efforts have been documented in undergraduate medical education, residency programs
in specialties such as emergency medicine and psychiatry,’®’8, and other training
programs, including nursing and dentistry.”8% Training methods include case-based
classroom learning,’®interactive online modules/tools,®* and community-based rotations
or outreach programs.’’ Since this is a relatively new area, some articles in the education
literature offer frameworks or ideas instead of evaluations of specific interventions.8%23
Most articles that provide data to demonstrate the impact of education programs use
information such as course evaluations or other immediate self-reported outcomes.”®
While they are limited by small sample sizes and lack of control groups, initial reception
by students has been promising, although the longer-term implications are less clear.”®7?
Working in New Care Models. The health professions education literature documents
numerous efforts to prepare health professions trainees to work in team-based care
models through interprofessional education or service programs, often emphasizing
interprofessional practice for patients with complex health and social needs.?48> Evidence
of the impact of these efforts is also limited because most studies report on outcomes
such as student perceptions, course evaluations, and self-reported teamwork.”87284 A
few small studies have found positive impacts of interprofessional student hot-spotting
programs for high-need patients on participating patients’ hospitalizations and/or
emergency department visits, although these were not randomized and had very small
samples.>86 Again, despite the strong interest in the field, the long-term impact of
interprofessional training programs on subsequent practice (e.g., specialty choice,
teamwork, or other outcomes) is difficult to measure and attribute definitively to specific
training experiences.

Implicit Bias Training. Recent evaluations of implicit bias training for health professions
trainees reveal that such efforts are desired and accepted among trainees, a critical factor
in facilitating buy-in and overall success.?68° A framework of best practices for implicit
bias training includes self-awareness of unconscious biases, building awareness of the
impact of bias on patients, and developing self-regulation skills to overcome implicit
bias.?® Studies support the inclusion of implicit bias training throughout providers’ tenure
from prospective medical students through post-licensure training.°®>? Long-term
empirical evidence of the effectiveness of implicit bias training for health professionals is
rare, but the evidence that has been generated so far suggests it can be helpful. A
longitudinal observational study of students across** medical schools found that
participation in formal medical school curricula addressing bias, more positive ratings of
organizational “informal” or “hidden” curriculum about race, and higher amounts of

I”

2 Structural competency is understanding how health is influenced by structural factors such as poverty,
institutional [vs. only individual] racism, housing, and immigration policy, etc.
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positive interracial contact were all associated with significant decreases in bias toward
African Americans among medical students.®>%* Most evaluations of training programs
are limited to measuring changes in student perception and bias immediately after
completing training. Some of these findings are promising, and a systematic review of
evaluations of implicit bias training among practicing medical professionals showed a
pattern of increasing self-awareness about racism and implicit bias among participants,
although the authors noted that most studies were descriptive/mixed methods and few
included comparison groups.®%>-%7



References

1.

10.

11.

12.

13.

14.

15.

Martin P, Liaw W, Bazemore A, Jetty A, Petterson S, Kushel M. Adults with housing insecurity
have worse access to primary and preventive care. JAm Board Fam Med. 2019;32(4):521-530.
do0i:10.3122/jabfm.2019.04.180374

Spencer A, Freda B. Advancing state innovation model goals through accountable communities
for health. Center for Health Strategies. October 2016. Accessed May 13, 2022.
www.chcs.org/media/SIM-ACH-Brief_101316_final.pdf

Galea S, Tracy M, Hoggatt KJ, DiMaggio C, Karpati A. Estimated deaths attributable to social
factors in the united states. Am J Public Health. 2011;101(8):1456-1465.
doi:10.2105/AJPH.2010.300086

National Academies of Sciences, Engineering, and Medicine. U.S. Trends in Cause-Specific
Mortality Among Working-Age Adults. In: High and Rising Mortality Rates Among Working-Age
Adults. The National Academies Press; 2021. doi:10.17226/25976

Schneider EC, Shah A, Doty MM, Tikkanen RS, Fields K, Williams Il RD. Mirror, mirror 2021 —
reflecting poorly: health care in the U.S. compared to other high-income countries. The
Commonwealth Fund. August 4, 2021. Accessed May 13, 2022.
www.commonwealthfund.org/publications/fund-reports/2021/aug/mirror-mirror-2021-
reflecting-poorly

Ortaliza J, Ramirez G, Satheeskumar V, Amin K. How does U.S. life expectancy compare to other
countries? Kaiser Family Foundation. September 28, 2021. Accessed March 29, 2022.
www.healthsystemtracker.org/chart-collection/u-s-life-expectancy-compare-countries/
Tikkanen RS, Schneider EC. Social spending to improve population health — does the United
States spend as wisely as other countries? N Engl J Med. 2020;382(10):885-887.
doi:10.1056/NEJMp1916585

Papanicolas I, Woskie LR, Jha AK. Health care spending in the United States and other high-
income countries. JAMA. 2018;319(10):1024-1039. d0i:10.1001/jama.2018.1150

Sterling P, Platt ML. Why deaths of despair are increasing in the U.S. and not other industrial
nations-insights from neuroscience and anthropology. JAMA Psychiatry. 2022;79(4):368-374.
doi:10.1001/jamapsychiatry.2021.4209

Eapen ZJ, Reed SD, Li Y, et al. Do countries or hospitals with longer hospital stays for acute heart
failure have lower readmission rates? Circ Heart Fail. 2013;6(4):727-732.
doi:10.1161/CIRCHEARTFAILURE.112.000265

Gusmano M, Rodwin V, Weisz D, Cottenet J, Quantin C. Comparison of rehospitalization rates in
France and the United States. J Health Serv Res Policy. 2015;20(1):18-25.
doi:10.1177/1355819614551849

DeVoe JE. The incompatibility of patient-centered care with fee-for-service payment. JAMA
Intern Med. 2020;180(12):1572-1573. doi:10.1001/jamainternmed.2020.4341

Powers D, Robinson S, Berchick E, et al. Evaluating the utility of emergency department
encounter data and examining social determinants of emergency department utilization in Utah.
U.S. Census Bureau, SEHSD Working Paper 2021-07. June 8, 2021. Accessed January 28, 2022.
www.census.gov/library/working-papers/2021/demo/SEHSD-WP2021-07.html

Schickedanz A, Hamity C, Rogers A, Sharp AL, Jackson A. Clinician experiences and attitudes
regarding screening for social determinants of health in a large integrated health system. Med
Care. 2019;57(Suppl 6 2):5197-5201. doi:10.1097/MLR.0000000000001051

Kung A, Cheung T, Knox M, et al. Capacity to address social needs affects primary care clinician
burnout. Ann Fam Med. 2019;17(6):487-494. doi:10.1370/afm.2470

Domain 5: How Does the Health Workforce Practice?




16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

Dean W, Talbot S, Dean A. Reframing clinician distress: moral injury not burnout. Fed Pract.
2019;36(9):400-402.

Sharma N, Harris E, Lloyd J, Mistry SK, Harris M. Community health workers involvement in
preventative care in primary healthcare: a systematic scoping review. BMJ Open.
2019;9(12):e031666. doi:10.1136/bmjopen-2019-031666

Gaiser MG, Buche JL, Wayment CC, et al. A systematic review of the roles and contributions of
peer providers in the behavioral health workforce. Am J Prev Med. 2021;61(4):e203-e210.
doi:10.1016/j.amepre.2021.03.025

Lax Y, Cohen G, Mandavia A, Morrin S, Avner JR. Landlord behavior after receiving pediatrician-
generated letters to address poor housing conditions. JAMA Netw Open. 2021;4(10):e2128527.
doi:10.1001/jamanetworkopen.2021.28527

Fiori K, Patel M, Sanderson D, et al. From policy statement to practice: integrating social needs
screening and referral assistance with community health workers in an urban academic health
center. J Prim Care Community Health. 2019;10:215013271989920.
doi:10.1177/2150132719899207

Joint Center for Housing Studies of Harvard University. The state of the nation’s housing 2020.
December 7, 2020. Accessed January 13, 2022.
www.jchs.harvard.edu/sites/default/files/reports/files/Harvard_JCHS_The_State_of_the_Nation
s_Housing_2020_Report_Revised_120720.pdf

HUD releases 2020 annual homeless assessment report part 1: homelessness increasing even
prior to COVID-19 pandemic. Press release. U.S. Department of Housing and Urban
Development. March 18, 2021. Accessed January 13, 2022.

www.hud.gov/press/press releases media advisories/hud no 21 041

Gundersen C, Ziliak JP. Food insecurity and health outcomes. Health Aff (Millwood).
2015;34(11):1830-1839. doi:10.1377/hlthaff.2015.0645

Berkowitz SA, Terranova J, Hill C, et al. Meal delivery programs reduce the use of costly health
care in dually eligible Medicare and Medicaid beneficiaries. Health Aff (Millwood).
2018;37(4):535-542. doi:10.1377/hlthaff.2017.0999

Zeglin RJ, Niemela DRM, Baynard CW. Deaths of despair in Florida: assessing the role of social
determinants of health. Health Educ & Behav. 2019;46(2):329-339.
doi:10.1177/1090198118811888

Hersh L, Salzman B, Snyderman D. Health literacy in primary care practice. Am Fam Physician.
2015;92(2):118-124.

Stockman JK, Hayashi H, Campbell JC. Intimate partner violence and its health impact on
disproportionately affected populations, including minorities and impoverished groups. J
Womens Health (Larchmt). 2015;24(1):62-79. doi:10.1089/jwh.2014.4879

Syed ST, Gerber BS, Sharp LK. Traveling towards disease: transportation barriers to health care
access. J Community Health. 2013;38(5):976-993. doi:10.1007/s10900-013-9681-1

Gee GC, Ford CL. Structural racism and health inequities: old issues, new directions. Du Bois Rev.
2011;8(1):115-132. doi:10.1017/51742058X11000130

Penner LA, Dovidio JF, Gonzalez R, et al. The effects of oncologist implicit racial bias in racially
discordant oncology interactions. J Clin Oncol. 2016;34(24):2874-2880.
do0i:10.1200/JC0.2015.66.3658

Sun M, Oliwa T, Peek ME, Tung EL. Negative patient descriptors: documenting racial bias in the
electronic health record. Health Aff (Millwood). Preprint posted online January 19,
2022:10.1377/hlthaff.2021.01423. doi:10.1377/hlthaff.2021.01423

10


http://www.hud.gov/press/press_releases_media_advisories/hud_no_21_041

32.

33.

34,

35.

36.

37.

38.

39.

40.

41.

42.

43,

44,

45.

46.

47.

48.

Sabin JA, Greenwald AG. The influence of implicit bias on treatment recommendations for 4
common pediatric conditions: pain, urinary tract infection, attention deficit hyperactivity
disorder, and asthma. Am J Public Health. 2012;102(5):988-995. doi:10.2105/AJPH.2011.300621
Lee C, Ayers SL, Kronenfeld JJ. The association between perceived provider discrimination,
health care utilization, and health status in racial and ethnic minorities. Ethn Dis.
2009;19(3):330-337.

Jacobs EA, Rolle |, Ferrans CE, Whitaker EE, Warnecke RB. Understanding African Americans’
views of the trustworthiness of physicians. J Gen Intern Med. 2006;21(6):642-647.
doi:10.1111/j.1525-1497.2006.00485.x

National Academies of Sciences, Engineering, and Medicine 2018. Critical Issues in
Transportation 2019. Washington, DC: The National Academies Press. The National Academies
Press. https://doi.org/10.17226/25314.

Berwick DM, Gilfillan R. Reinventing the Center for Medicare and Medicaid Innovation. JAMA.
2021;325(13):1247-1248. doi:10.1001/jama.2021.3203

Peikes D, Swankoski K, O’Malley A, et. al. Independent evaluation of the comprehensive primary
care plus (CPC+): third annual report. Mathematica. January 2021. Accessed January 13, 2022.
www.mathematica.org/publications/independent-evaluation-of-the-comprehensive-primary-
care-plus-cpc-third-annual-report

Sandberg SF, Erikson C, Yunker ED. Evolving health workforce roles in accountable care
organizations. Am J Accountable Care. 2017;5(2):9-14.

Peikes D, Dale S, Ghosh A, et al. The Comprehensive Primary Care initiative: effects on spending,
quality, patients, and physicians. Health Aff (Millwood). 2018;37(6):890-899.
doi:10.1377/hlthaff.2017.1678

Fields R. Mission Health Partners: A community-based social determinants driven accountable
care organization. N C Med J. 2017;78(4):245-247. doi:10.18043/ncm.78.4.245

Tobin Tyler E. Medical-legal partnership in primary care: moving upstream in the clinic. Am J
Lifestyle Med. 2017;13(3):282-291. doi:10.1177/1559827617698417

Regenstein M, Trott J, Williamson A, Theiss J. Addressing social determinants of health through
medical-legal partnerships. Health Aff (Millwood). 2018;37(3):378-385.
doi:10.1377/hlthaff.2017.1264

Kushner J, McConnell KJ. Addressing social determinants of health through Medicaid: lessons
from Oregon. J Health Polit Policy Law. 2019;44(6):919-935. d0i:10.1215/03616878-7785823
Alderwick H, Hood-Ronick CM, Gottlieb LM. Medicaid investments to address social needs in
Oregon and California. Health Aff (Millwood). 2019;38(5):774-781.
doi:10.1377/hlthaff.2018.05171

Thompson FJ, Farnham J, Tiderington E, Gusmano MK, Cantor JC. Medicaid waivers and tenancy
supports for individuals experiencing homelessness: implementation challenges in four states.
Milbank Q. Preprint posted online April 27, 2021:1468-0009.12514. doi:10.1111/1468-
0009.12514

Rubin R. Is direct primary care a game changer? JAMA. 2018;319(20):2064-2066.
doi:10.1001/jama.2018.3173

Bella M, Milligan C, et al. June 2019 Report to Congress on Medicaid and CHIP. Medicaid and
CHIP Payment and Access Commission. June 2019. Accessed January 13, 2022.
www.macpac.gov/publication/june-2019-report-to-congress-on-medicaid-and-chip/

Rair L. Braiding and blending funding streams to meet the health-related social needs of low-
income persons: considerations for state health policymakers. The National Academy for State
Health Policy. February 5, 2016. Accessed January 27, 2022. www.nashp.org/braiding-and-

Domain 5: How Does the Health Workforce Practice?



http://www.macpac.gov/publication/june-2019-report-to-congress-on-medicaid-and-chip/
https://www.nashp.org/braiding-and-blending-funding-streams-to-meet-the-health-related-social-needs-of-low-income-persons-considerations-for-state-health-policymakers/

49,

50.

51.

52.

53.

54,

55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

blending-funding-streams-to-meet-the-health-related-social-needs-of-low-income-persons-
considerations-for-state-health-policymakers/

Hughes DL, Mann C. Financing the infrastructure of accountable communities for health is key to
long-term sustainability. Health Aff (Millwood). 2020;39(4):670-678.
doi:10.1377/hlthaff.2019.01581

Lapidos A, Lapedis J, Heisler M. Realizing the value of community health workers — new
opportunities for sustainable financing. N Engl J Med. 2019;380(21):1990-1992.
doi:10.1056/NEJMp1815382

Weir RC, Proser M, Jester M, Li V, Hood-Ronick CM, Gurewich D. Collecting social determinants
of health data in the clinical setting: findings from national PRAPARE implementation. J Health
Care Poor Underserved. 2020;31(2):1018-1035. doi:10.1353/hpu.2020.0075

Oldfield BJ, Casey M, Decew A, Morales Sl, Olson DP. Screening for social determinants of health
among children: patients’ preferences for receiving information to meet social needs and a
comparison of screening instruments. Popul Health Manag. 2021;24(1):141-148.
doi:10.1089/pop.2019.0211

Reyes AM, Akanyirige PW, Wishart D, et al. Interventions addressing social needs in perinatal
care: a systematic review. Health Equity. 2021;5(1):100-118. doi:10.1089/heq.2020.0051
Nuruzzaman N, Broadwin M, Kourouma K, Olson DP. Making the social determinants of health a
routine part of medical care J Health Care Poor Underserved. 2015;26(2):321-327.
do0i:10.1353/hpu.2015.0036

Erikson CE, Pittman P, LaFrance A, Chapman SA. Alternative payment models lead to strategic
care coordination workforce investments. Nurs Outlook. 2017;65(6):737-745.
doi:10.1016/j.outlook.2017.04.001

Anderson SL, Marrs JC. A review of the role of the pharmacist in heart failure transition of care.
Adv Ther. 2018;35(3):311-323. d0i:10.1007/s12325-018-0671-7

Wolever RQ, Simmons LA, Sforzo GA, et al. A systematic review of the literature on health and
wellness coaching: defining a key behavioral intervention in healthcare. Global Adv Health Med.
2013;2(4):38-57. doi:10.7453/gahm;j.2013.042

Hulen E, Laliberte A, Ono S, Saha S, Edwards ST. “Eyes in the home”: addressing social
complexity in Veterans Affairs home-based primary care. J Gen Intern Med. 2021;36(4):894-900.
do0i:10.1007/s11606-020-06356-2

Alderwick H, Gottlieb LM. Meanings and misunderstandings: a social determinants of health
lexicon for health care systems. Milbank Q. 2019;97(2):407-419. doi:10.1111/1468-0009.12390
Carter J, Hassan S, Walton A, Yu L, Donelan K, Thorndike AN. Effect of community health workers
on 30-day hospital readmissions in an accountable care organization population. JAMA Netw
Open. 2021;4(5):€2110936. doi:10.1001/jamanetworkopen.2021.10936

Gottlieb LM, Hessler D, Long D, et al. Effects of social needs screening and in-person service
navigation on child health: a randomized clinical trial. JAMA Pediatr. 2016;170(11).
doi:10.1001/jamapediatrics.2016.2521

Fraser MW, Lombardi BM, Wu S, Zerden L de S, Richman EL, Fraher EP. Integrated primary care
and social work: a systematic review. J Soc Social Work Res. 2018;9(2):175-215.
doi:10.1086/697567

Schell W. A review: discharge navigation and its effect on heart failure readmissions. Prof Case
Manag. 2014;19(5):224-234. doi:10.1097/NCM.0000000000000040

Wen J, Schulman KA. Can team-based care improve patient satisfaction? a systematic review of
randomized controlled trials. PLoS One. 2014;9(7):e100603. doi:10.1371/journal.pone.0100603
Will KK, Johnson ML, Lamb G. Team-based care and patient satisfaction in the hospital setting: a
systematic review. J Patient Cent Res Rev. 2019;6(2):158-171. doi:10.17294/2330-0698.1695

12


https://www.nashp.org/braiding-and-blending-funding-streams-to-meet-the-health-related-social-needs-of-low-income-persons-considerations-for-state-health-policymakers/
https://www.nashp.org/braiding-and-blending-funding-streams-to-meet-the-health-related-social-needs-of-low-income-persons-considerations-for-state-health-policymakers/

66.

67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

78.

79.

80.

81.

82.

Sandberg SF, Erikson C, Owen R, et al. Hennepin Health: a safety-net accountable care
organization for the expanded Medicaid population. Health Aff (Millwood). 2014;33(11):1975-
1984. doi:10.1377/hlthaff.2014.0648

Vickery KD, Shippee ND, Menk J, et al. Integrated, accountable care for Medicaid Expansion
enrollees: a comparative evaluation of Hennepin Health. Med Care Res Rev. 2020;77(1):46-59.
doi:10.1177/1077558718769481

Harper PG, Van Riper K, Ramer T, et al. Team-based care: an expanded medical assistant role —
enhanced rooming and visit assistance. J Interprof Care. 2018;0(0):1-7.
doi:10.1080/13561820.2018.1538107

Misra-Hebert AD, Perzynski A, Rothberg MB, et al. Implementing team-based primary care
models: a mixed-methods comparative case study in a large, integrated health care system. J
Gen Intern Med. 2018;33(11):1928-1936. d0i:10.1007/s11606-018-4611-7

O’Malley AS, Rich EC, Sarwar R, et al. How accountable care organizations use population
segmentation to care for high-need, high-cost patients. The Commonwealth Fund. January 2019.
Accessed May 13, 2022. www.commonwealthfund.org/sites/default/files/2019-
01/OMalley_ACOs_segmentation_high_need_high_cost_ib.pdf

Finkelstein A, Zhou A, Taubman S, Doyle J. Health care hotspotting — a randomized, controlled
trial. N Engl J Med. 2020;382(2):152-162. doi:10.1056/nejmsal906848

Brown RS, Peikes D, Peterson G, Schore J, Razafindrakoto CM. Six features of Medicare
coordinated care demonstration programs that cut hospital admissions of high-risk patients.
Health Aff (Millwood). 2012;31(6):1156-1166. doi:10.1377/hlthaff.2012.0393

McWilliams JM, Chernew ME, Landon BE. Medicare ACO program savings not tied to
preventable hospitalizations or concentrated among high-risk patients. Health Aff (Millwood).
2017;36(12):2085-2093. doi:10.1377/hlthaff.2017.0814

Lantz PM. “Super-utilizer” interventions: what they reveal about evaluation research, wishful
thinking, and health equity. Milbank Q. 2020;98(1):31-34. doi:10.1111/1468-0009.12449

lovan S, Lantz PM, Allan K, Abir M. Interventions to decrease use in prehospital and emergency
care settings among super-utilizers in the united states: a systematic review. Med Care Res Rev.
2020;77(2):99-111. doi:10.1177/1077558719845722

Holtzman JN, Deshpande BR, Stuart JC, et al. Value-based health care in undergraduate medical
education. Acad Med. 2020;95(5):740-743. doi:10.1097/ACM.0000000000003150

Hansen H, Braslow J, Rohrbaugh RM. From cultural to structural competency--training
psychiatry residents to act on social determinants of health and institutional racism. JAMA
Psychiatry. 2018;75(2):117-118. doi:10.1001/jamapsychiatry.2017.3894

Salhi BA, Tsai JW, Druck J, Ward-Gaines J, White MH, Lopez BL. Toward structural competency in
emergency medical education. Chen EH, ed. AEM Education and Training. 2020;4(51):588-597.
doi:10.1002/aet2.10416

Buys KC, Somerall D. Social determinants of health screening and referral: innovation in
graduate nursing education. J Nurs Educ. 2018;57(9):571-572. doi:10.3928/01484834-20180815-
13

Sabato E, Owens J, Mauro AM, Findley P, Lamba S, Fenesy K. Integrating social determinants of
health into dental curricula: an interprofessional approach. J Dent Educ. 2018;82(3):237-245.
doi:10.21815/jde.018.022

Moriates C, Valencia V, Stamets S, et al. Using interactive learning modules to teach value-based
health care to health professions trainees across the United States. Acad Med. 2019;94(9):1332-
1336. doi:10.1097/ACM.0000000000002670

Clements DS. Social determinants of health in family medicine residency education. The Annals
of Family Medicine. 2018;16(2):178-178. doi:10.1370/afm.2211

Domain 5: How Does the Health Workforce Practice?




83.

84.

85.

86.

87.

88.

89.

90.

91.

92.

93.

94.

95.

96.

97.

Thornton M, Persaud S. Preparing today’s nurses: social determinants of health and nursing
education. Online J Issues Nurs. 2018;23(3).

Stubbs C, Schorn MN, Leavell JP, et al. Implementing and evaluating a community-based, inter-
institutional, interprofessional education pilot programme. J Interprof Care. 2017;31(5):652-655.
doi:10.1080/13561820.2017.1343808

Cheng |, Powers K, Mange D, et al. Interprofessional education through healthcare hotspotting:
understanding social determinants of health and mastering complex care through teamwork. J
Interprof Educ Pract. 2020;20:100340. doi:10.1016/].xjep.2020.100340

Alderman JT. Hotspotting in Home Health: The impact of interprofessional student-team home
visits on readmission rates of super-utilizers of the health care system. J Interprof Care. Preprint
posted online January 11, 2022:1-6. doi:10.1080/13561820.2021.2019692

Gatewood E, Broholm C, Herman J, Yingling C. Making the invisible visible: implementing an
implicit bias activity in nursing education. J Prof Nurs. 2019;35(6):447-451.
doi:10.1016/j.profnurs.2019.03.004

Teal CR, Shada RE, Gill AC, et al. When best intentions aren’t enough: helping medical students
develop strategies for managing bias about patients. J Gen Intern Med. 2010;25(2):115-118.
doi:10.1007/s11606-009-1243-y

DallaPiazza M, Padilla-Register M, Dwarakanath M, Obamedo E, Hill J, Soto-Greene ML.
Exploring racism and health: an intensive interactive session for medical students.
MedEdPORTAL. 14:10783. doi:10.15766/mep_2374-8265.10783

Sukhera J, Watling C. A framework for integrating implicit bias recognition into health
professions education. Acad Med. 2018;93(1):35-40. doi:10.1097/ACM.0000000000001819
Ricks TN, Abbyad C, Polinard E. Undoing racism and mitigating bias among healthcare
professionals: lessons learned during a systematic review. J Racial Ethn Health Disparities.
Preprint posted online September 3, 2021:1-11. doi:10.1007/s40615-021-01137-x

Perdomo J, Tolliver D, Hsu H, et al. Health equity rounds: an interdisciplinary case conference to
address implicit bias and structural racism for faculty and trainees. MedEdPORTAL.
2019;15:10858. doi:10.15766/mep_2374-8265.10858

van Ryn M, Hardeman R, Phelan SM, et al. Medical school experiences associated with change in
implicit racial bias among 3547 students: a medical student CHANGES study report. J Gen Intern
Med. 2015;30(12):1748-1756. d0i:10.1007/s11606-015-3447-7

Onyeador IN, Wittlin NM, Burke SE, et al. The value of interracial contact for reducing anti-black
bias among non-black physicians: a Cognitive Habits and Growth Evaluation (CHANGE) study
report. Psychol Sci. 2020;31(1):18-30. doi:10.1177/0956797619879139

Schwartz BD, Horst A, Fisher JA, Michels N, Van Winkle LJ. Fostering empathy, implicit bias
mitigation, and compassionate behavior in a medical humanities course. Int J Environ Res Public
Health. 2020;17(7):2169. doi:10.3390/ijerph17072169

Davis DLF, Tran-Taylor D, Imbert E, Wong JO, Chou CL. Start the way you want to finish: an
intensive diversity, equity, inclusion orientation curriculum in undergraduate medical education.
J Med Educ Curric Dev. 2021;8:23821205211000350. doi:10.1177/23821205211000352
Gonzalez CM, Walker SA, Rodriguez N, Noah YS, Marantz PR. Implicit bias recognition and
management in interpersonal encounters and the learning environment: a skills-based
curriculum for medical students. MedEdPORTAL. 17:11168. doi:10.15766/mep_2374-
8265.11168

14



	New Cover_HWE Review #5 (1)
	#5_Word_Final
	References

	#5_Word_Final es.pdf
	References


