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Agenda

• Social Determinant Levers - Background

• Springboard Health - Background

• Population Health Alliance Framework and Social Levers

• Focused Areas and Real Life Stories Discussion

• Questions/Answers



Social Determinants - Background

MJ Osmick M.D.

mjosmick@yahoo.com



Hunger, cold, fear, loneliness trump a focus 
on health every time 

Self-Actualization

Esteem

Belonging

Safety

Physiologic



Health…the cumulative downstream effect of:
- genetic “gifts”, 
- our circumstances, 
- how we choose to live our daily lives, 
- the health care services we receive. 



Research model estimate ranges

• 50 – 60% - an individual’s health behavioral, social and environmental factors

• 20 – 30% - an individual’s genetic code

• 10 – 20% - the health care an individual receives



“Social Determinants of Health and Health Disparities – Taking Action” 

White Paper Authors

• MJ Osmick MD, Chair - American Specialty Health

• Bruce Sherman MD – Case Western Reserve

• Anthony Akosa MD, MBA– Franciscan Alliance

• Jaan Siderov, MD, MHSA, - The Collaborative at the PA Medical Society

• Greg Berg PhD – AxisPoint Health 

• Carl Goff PhD, MBA, MHS, BSN – Blue Cross Blue Shield Assoc.

• Paulo Machado – Analytics Work Group



• Social Determinants of Health – Why/What/Who/Where? 

• Value-based care and rising health care costs drive organizations to 
focus on social levers 

• Identify what is known and not known about SDoH

• It takes a (connected) community to intervene

• How to build organizational capability in Health Equity

• Use the PHA Population Health Framework to help organizations think 
about role(s) in SDoH and begin to take action



“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.”

World Health Organization



“The unfair and avoidable differences in health between groups 
of people within and between countries which stem from social 
determinants of health resulting in stark differences in health 
and health outcomes.”

World Health Organization



• Safety

• Housing status

• Financial & Resource constraints

• Race/Ethnicity, Cultural and 
Other considerations

• Level of Education & Health 
Literacy

• Transportation

• Behavioral/Mental Health

• Health Behaviors

• Employment status

• Health Insurance Status

• Access to Care (System vs. 
Personal level)



Social Levers predict Health Outcomes

https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/

https://www.kff.org/disparities-policy/issue-brief/beyond-health-care-the-role-of-social-determinants-in-promoting-health-and-health-equity/


• New partnerships require trust-building

• Establish integration and bi-directional data and information exchange

• Tech - Software interoperability

• Measurement/Evaluation 

• What measures are appropriate for each partner?

• What does success look like for each partner?

• How do you determine “partner success”?



Springboard Health – Geisinger - Background

Brian Ebersole, Senior Director



What Goes 
into Your 
Health?





Why Scranton?
• New cultural diversity, strong family tradition, industrial heritage

• Population: 76,380 (Scranton) and 215,921 (Lackawanna County)

• Poverty Rate (2016) – 23.1% (Scranton), 13.3% (PA)

• Median Income (2016) - $38,232 (Scranton), $54,895 (PA)

• Immigrant Population has doubled since 2000 (Russia, Bhutan-Nepal, China, Mexico)

• 1663.5% increase in Hispanics (1990-2016) – 10.9% of the population

• Top 5 Leading Causes of Death
• Heart Disease, Cancer, Accidents, CLRD, Stroke

• Higher than State death rate for Heart Disease, Cancer, Suicide and Drug Overdose
• Suicide 20.1% (Lackawanna) vs 14.0% (PA)
• Drug-induced Death Rate 31.7% (Lackawanna) vs 27.1% (PA) vs 17.2% (US)

• Depression Rate – 32.4% (Lackawanna), 18.3% (PA)

• Uninsured (under 65) – 8.6% (Scranton), 6.3% (Lackawanna), 7.5% (PA)

• All Cancers Under 50 – 118.7 (Lackawanna), 102.1 (US)

• Smoking – 19.4%; Physical Inactivity – 24%; Few Fruits and Vegetables 76%



Why Scranton?



Springboard is…
• An intentional focus to understand the health of an entire 

community, engage community based organizations and 
target interventions to specific segments of the population 
to improve health

• Powered by Geisinger – an integrated health care delivery 
system recognized for innovation



Focus Areas 
• Healthy Food Access
• Community Resource Network
• Colleges Building Community
• Scranton Transformers
• Fresh Food Farmacy
• Transportation
• Community Education & Wellness
• Free2BMom
• Sequencing Scranton
• Funding & Sustainability



What’s on the Horizon
• Convening around Child Health

• Creating opportunities for Safe Housing

• Civic Engagement & Volunteerism



Springboard is…



Population Health Alliance 

Population Health Management Framework & Social Levers



PHA 
Population 

Health 
Framework



PHA FRAMEWORK WITH SOCIAL DETERMINANT ELEMENTS 

Population Monitoring/Identification

Risk Stratification

Community Resources

Organizational 
Interventions Tailored Interventions

Social Determinants

Person

Care Continuum 
Moderate Risk Highest Risk

Wellbeing                  Health Risks              Health Conditions                 W/Complications                       Multi-morbid                             Catastrophic

Lowest Risk

------ H e a l t h P r o m o t I o n ------ C o n d i t I o n  C o n t r o l ------- C a r e  M a n a g e m e n t /C o o r d I n a t I o n/C a r e   T r a n s I t I o n s ------

A d v o c a c y

Health Behaviors Physical/Mental Health Status Productivity/QOL/Satisfaction Financial/VOIOperational Measures

P o p u l a t I o n   O u t c o m e s

Health Assessment

• Refine stratification with enhanced data sources
• Correlate pop health & consumer data to standardize risk 
• Assess value of social interventions for service delivery 

• Catalog available community resources
• Integrate data and processes with Partners 
• Pilot identified social interventions for efficacy

Identify SDH domains/enhance risk  identification
Data & Quality Improvement  Flow

Data includes  medical/Rx, 
demographics, geo-location, relevant 

consumer info, EHR, laboratory, partner 
data

Social Function

• Evaluate effects of SDH interventions/program 
delivery

• Develop/align policy to support PHM
• Report on SDH domains in EHR/Population

Identify relevant SDH domains/enhance Health Assessment



6 Focus Areas – Social Levers & Real Life Stories

• Building Organizational Capacity for intervention
• Leadership – clarifying vision

• Health assessment and risk stratification – where to focus

• Engaging partners/stakeholders – The semantics of SDoH

• Creating resources and interventions

• Evaluating and improving based on outcome measurement



1. Establish institutional commitment

2. Align funding decisions with a commitment to health equity

3. Recruit and build staff skills to recognize and advance equity

4. Track health equity efforts in training and performance plans

5. Integrate health equity into services and resources

6. Establish multi-sector collaborations and relationships with diverse communities

Building Organizational Capacity for Health Equity

Reference - HHS/CDC – Practitioners Guide for Advancing Health Equity



University of Wisconsin/RWJ http://www.countyhealthrankings.org/explore-health-rankings/reports/state-reports

County Health Rankings 
and 

Roadmaps

http://www.countyhealthrankings.org/explore-health-rankings/reports/state-reports


• Health Plans

• Health Care Delivery Systems

• Health Care Providers

• Employers/Plan Sponsors

• Communities & Community Services

• Partner Service Organizations 
• Network Management, CM, DM, Wellbeing, Technology, Analytics

• Brokers/Consultants

• Policy Makers/Regulators/ Elected Officials



Low Wage Worker Defined

An individual who has access to health insurance but 
who experiences wage inadequacy or wage instability 

such that he/she is not able to use health care 
resources appropriately for health risk prevention or 

condition control or management.  



Discussion



• Contact PHA 

• 202.737.5476

• Staff@PopulationHealthAlliance.org

• MJ Osmick MD, Presenter

• PHA Board Member, Population Health Consultant

• 215-450-3813

• mjosmick@yahoo.com

Population Health Alliance

The Industry’s Only Multi-Stakeholder Association Dedicated to Population Health 

© 2010 Population Health Alliance

• Brian Ebersol, Presenter

• Geisinger Health System

• 570-351-1145

• beebersole@geisinger.edu
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