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Agenda

9:00 – 9:05 Welcome and Introductions
9:05 – 10:00 Presentation: Social Determinants of Health
10:00 – 10:15 Break
10:15 – 10:25 Panel Introduction
10:25 – 11:45 Panel: Managed Care Organizations
11:45 – 11:57 Discussion
11:57 – 12:00 Wrap Up
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What is a Community of Practice (CoP)?
• A Community of Practice (CoP) refers to a group of people 

who share a common interest, passion or a concern for 
something they do and who interact regularly to learn how 
to do it better. (Wenger, 2006)

• A CoP is a group that is created with the goal of gaining 
knowledge and sharing information and experiences 
related to a specific topic. 
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Purpose of Treatment CoP

To bring together SUD treatment organizations, private clinicians and other 
providers to gain knowledge and share information and experiences. 
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Resources & Tools
All materials will be posted on the NH Center for Excellence website. 
http://nhcenterforexcellence.org/resources/community-of-practice-
resources/

http://nhcenterforexcellence.org/resources/community-of-practice-resources/


nhcenterforexcellence.org

SUD Treatment Google Group

To join the email-based Google group, email Adelaide Murray 
at Adelaide_murray@jsi.com

To share resources and join discussions, email: 
TxCoP@googlegroups.com. 

mailto:Adelaide_murray@jsi.com
mailto:TxCoP@googlegroups.com
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Technical Assistance
Technical Assistance is available!
http://nhcenterforexcellence.org/center-services/request-ta/

http://nhcenterforexcellence.org/center-services/request-ta/
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GOALS & OBJECTIVES 

Goal: To increase understanding of social determinants of health and their 
relevance to SUD treatment and recovery planning

- Objective 1: Share a standard definition of SDoH
- Objective 2: Explore the relationship between SDoH and SUDs
- Objective 3: Share an example of NH WITS data relative to NOMS 

measures related to SDoH
- Objective 4: Connect SDoH theory to ASAM assessment, treatment 

planning & recovery support services
–
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FRAMING QUESTIONS 

– What are Social Determinants of Health?
– Why do they matter in SUD services?
– What are the Best Practices that consider Social 

Determinants of Health?
– What does a sample of NH treatment data tell us about 

SDoH?
– How does an awareness of SDoH support ASAM service 

levels? 
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DEFINITIONS

Addiction is a treatable, chronic medical disease 
involving complex interactions among brain circuits, 

genetics, the environment, and an individual’s life 
experiences.

ASAM Board of Directors September 15, 2019
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DEFINITIONS 

WHO

Social determinants of health are the conditions in which people are born, grow, live, work 
and age. These circumstances are shaped by the distribution of money, power and 
resources at global, national and local levels. The social determinants of health are mostly 
responsible for health inequities - the unfair and avoidable differences in health status.

APHA

Social determinants of health are the social, economic and physical environment factors 

that impact well-being, such as housing, access to health care and employment.
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EXAMPLES

1. Income and social status
2. Employment and working conditions
3. Education and literacy
4. Childhood experiences
5. Physical environments
6. Social supports and coping skills
7. Healthy behaviors
8. Access to health services
9. Biology and genetic endowment
10.Gender
11.Culture

(Reference: Social Determinants of Health and Health Inequalities-Government of Canada).

https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
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EXAMPLES
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RELATED TERMS

Familiar terms that relate to SDoH: 
Socio-Ecological Model 
Public Health Model
Patient-centered care
Trauma-informed services
Recovery Oriented Systems  of Care
Environmental Prevention

These terms speak to understanding, preventing, treating and supporting recovery through 
holistic and individualized approaches that consider social, relational, and environmental 
aspects of the human condition, rather than solely a person’s physical condition. 
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CONTINUUM OF CARE

SDoH Affect All Aspects of the Continuum

Prevention (e.g. learning challenges)

Early Identification (e.g. access to health care)

Treatment (e.g. cultural barriers to treatment)

Recovery (e.g. social isolation)
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RESEARCH & THEORY 

WHO

- Not only individual attributes such as the ability to manage one’s thoughts, 
emotions, behaviors and interactions with others, but also social, cultural, 
economic, political and environmental factors such as national policies, 
social protection, living standards, working conditions and community social 
supports affect health outcomes.

- Social determinants such as poverty, which often results in frequent moves 
and changes in schools, limited health care, overcrowding, and unsafe 
environments, are acknowledged as potent risk factors for behavioral health 
disorders. Exposures to violence, social isolation, and discrimination are also 
sources of toxic stress and significantly contribute to the development and 
exacerbation of behavioral health disorders.
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RESEARCH & THEORY

RISK FACTORS

• Parental or familial substance abuse, parent-child relationships, familial 
socioeconomic status, and perception that parents approve of substance use

• Physical or sexual abuse, emotional abuse, neglect
• Posttraumatic stress disorder
• Peer relationships, bullying, gang involvement
• ADHD, depression

Whitesell, M. et all.  “Familial, Social, and Individual Factors Contributing to Risk for Adolescent Substance Use” J Addict. 2013: 579310. Published online 2013 Mar 20. doi: 
10.1155/2013/579310
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RESEARCH & THEORY

Factors affecting risk, treatment and recovery
- Social cohesion / social exclusion
- Class, gender and race can influence access to resources and the experience 

of marginalization 
- E.g., people from low socio-economic classes have poorer health and are more likely ... to 

drink alcohol in a high-risk manner and to use illicit drugs. 
- Drug-dependent people are particularly likely to be unemployed and to experience 

marginalization, both of which can exacerbate their problems and prevent seeking or 
benefiting from treatment.

“Research on risk factors for drug abuse suggests that the availability of social 
support/networks, social inclusion, social activity, shared (pro-social) norms, feelings 
of belonging could be protective against drug-abuse problems in the community.”
Social Determinants of Drug Use.  National Drug and Alcohol Research Centre, Univ of New South Wales, Technical Report Number 228, 2004
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RESEARCH & THEORY 

“The health of drug users is inextricably bound to their social 
environment…. and is a product of both drug-use behaviors and 
social determinants….

For example, inadequate housing increases the likelihood poor health 
outcomes such as infectious disease transmission.”

Public Health Rep. 2002; 117(Suppl 1): S135–S145., PMCID: PMC1913691, PMID: 12435837
Social determinants and the health of drug users: socioeconomic status, homelessness, and incarceration., Sandro Galea and David Vlahov
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APPROACHES

Public Health / Environmental
- Decrease poverty, child abuse/neglect
- Increase affordable, high quality child care
- Decrease family stressors
- Increase educational services (e.g. early childhood education, services for learning disabilities)

- Increase educational opportunity
- Increase meaningful employment
- Increase effective mental and behavioral health services
- Increase access to prevention, early identification, treatment 

regardless of income/ health coverage
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APPROACHES

Individual / Family
- Social supports
- Stable employment, livable wages
- Safe, affordable housing
- Family communication skills
- Patient-centered services that consider social determinants
- Self-regulation (e.g. stress management, communication, peer 

connection) 
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BEST PRACTICES

Prevention & Early Intervention:  
- Health Care access for early detection
- Nurse Family Partnership (SAMHSA)

Treatment: 
- Trauma-informed treatment (SAMHSA)
- Care Coordination (wrap around, social work focus)
- Chronic-illness-management approach (Surgeon General)

Recovery Support: 
- Recovery community
- Stable, supportive employment 
- Linking patients and families to available support services
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BEST PRACTICES

Facing Addiction in America: The Surgeon General's Report on Alcohol, 
Drugs, and Health - Chapter 7

... wrap-around services...are vital for successful treatment, including 
finding stable housing, obtaining job training or employment 
opportunities, and accessing recovery supports and other resources 
available in the community…
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Social Determinants of Health & SUDs

- SUD as a medical condition vs. Bio-Psycho-Social-
Spiritual 
- Not as inclusive of SDoH?
- “Lifestyle change” counseling as with other chronic disease 

treatment

- National Outcome Measures
- Reflect the importance of SDoH in treatment
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CLINICALLY MANAGED HIGH INTENSITY 
RESIDENTIAL TREATMENT SERVICES

Cost Effectiveness of Substance Use Disorder Treatment Services



Study Methods

Cost defined as actual service costs paid by the Bureau of Drug and Alcohol Services (BDAS) for client services 
delivered in an ASAM Level 3.5 care setting.

Effectiveness defined by client-level change in National Outcome Measures as recorded at the point a client is 
admitted for care that incorporates ASAM Level 3.5 care and following the end of their ASAM Level 3.5 care. 

No use of alcohol
No use of illicit drugs
No new criminal justice involvement

Employment or school participation
Peer support participation
Housing stability

The primary data source for cost and effectiveness is the New Hampshire Web Information Technology 
System (WITS) data system, which tracks patient admission, program enrollment, and service activity.

The study sample (n=236) was clients who received Level 3.5 care in State Fiscal Year 2019 (July 1, 2018 
- June 30, 2019) where:

1) the services were paid by BDAS, 
2) the majority of costs incurred for a client during the year was for Level 3.5 care, and 
3) a record of outcome measures was available at both admission and discharge.



Study Sample Description 
All Cases, n=236

Admission Age 
(years)

Gender 
(% of total cases) Referral Source (% of total cases) Primary Substance at Admission

Mean 37.6 Male 58.9% Safe Stations - Manchester 24.6% Opioids Total 53.8%

Median 35 Female 40.7% Safe Stations - Nashua 8.5% Opioids Subtotal

Min 21 Transgender 0.4% Individual (includes self-referral) 24.2% Other Opiates and Synthetics 28.4%

Max 73 Court/Criminal Justice 12.7% Heroin 25.4%

Health Care Provider 
including behavioral health provider 18.6% Alcohol 31.4%

Other Community Referral / Unknown 11.4% Methamphetamine 6.4%

Cocaine/Crack 4.2%

Other Amphetamines 2.1%

Other Stimulants 1.3%

Benzodiazepines 0.8%



Summary of Findings: Effects
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Input Variables Reference Category Odds Ratio Significance
Participation in Peer Support at Discharge No Peer Support Participation 7.1 p<0.001
Referral Source

Safe Stations - Manchester
 Court/Criminal Justice 4.9 p<0.05
 Other Community Referral 4.6 p<0.05
 Health Care Provider 4.2 p<0.01
Independent Living Arrangements at 
Discharge

Not independent living arrangement 3.2 p<0.01

Completed Treatment Left Against Tx Advice / Noncompliance 2.8 p<0.05
Treatment Duration – 14 days or more Treatment Duration – less than 14 days 2.2 p<0.05

Variables excluded from the final regression model – meaning that their contribution to explaining the observed variation was not statistically 
significant after controlling for the other variables – were age, gender, primary substance at admission, and recent criminal justice involvement.

Logistic Regression Model of Factors Associated with Positive Treatment Outcomes

A Binary Logistic Regression model was calculated where the dependent variable (outcome) consisted of two groups: clients who
were actively using substances at admission and not using substances at discharge (n=101) and all other clients (n=135). 

Variables independently and significantly associated with positive treatment outcomes (as defined by moving from active 
substance use at admission to no use at discharge) were peer support participation at discharge, independent living arrangements
at discharge, duration of residential treatment, completed treatment status, and referral source. 

The variable most strongly associated with positive treatment outcomes was peer support participation at discharge with an odds 
ratio of 7.1 meaning, if all other variables in the model were held constant, participation in peer support is associated with about a 
7-fold increase in the odds of a successful treatment outcome.
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Several Social Determinants of Health were shown to influence treatment outcomes as measured 
by the National Outcome Measures:

• Participation in peer support (social supports) can have a substantial positive effect on 
successful treatment outcomes

• Referral from professional organizations / providers (e.g. health care providers, criminal justice, 
community providers) can have a substantial positive effect on successful treatment outcomes

• Presence of independent living arrangements (housing) at discharge can have a substantial 
positive effect on successful treatment outcomes

WITS / NOMs data can actually be useful to assess outcomes. Additional efforts are needed to 
assure consistent collection, interpretation and use of this information. 

Summary
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Assessment Considerations in Dimension 6:

• Do any family members, significant others, living situations, or school or 
work situations pose a threat to the person's safety or engagement in 
treatment?

• Does the individual have supportive friendships, financial resources, or 
educational or vocational resources that can increase the likelihood 
of successful recovery?

• Are there legal, vocational, regulatory (e.g., professional licensure), 
social service agency or criminal justice mandates that may enhance 
the person's motivation for engagement in treatment if indicated?

• Are there transportation, child care, housing or employment issues that 
need to be clarified and addressed?

The ASAM Criteria (2013) pp 52-53
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Social Determinants of Health and 
the ASAM Criteria Assessment

• Assess patients recovery environment according to the six examples of 
SDoH

• Are these things going to interfere in this patients ability to participate in 
adequate care?

• Are the problems related to a specific SDoH driving this patients need 
for care?   
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Treatment Planning/Recovery 
Support

• If the problem related to SDoH is what is driving the patients need for a 
level of care, it should be on the SUD treatment plan.

• Other SDoH determined to be of concern should be focused on in 
case management plans.
– This should not be done at “discharge”

• Treatment plans can carry from one level of care to another
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Social Determinants of Health
References & Further Reading
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TIME FOR A BREAK!



Addressing the Social 
Determinants of Health in 
Medicaid Managed Care

Social Determinants of Health –What Are They, Why Do They Matter?

Dr. Sai Cherala

Division of Public Health Services

March 6 , 2020



New Hampshire State of Health

Strengths
• Low levels of air pollution
• Low infant mortality rate

Challenges
• High drug death rate
• Large difference in health status by 

high school education
• High prevalence of frequent mental 

distress

Troubling Trends 
• Suicide rates continue to 

increase. 
• Obesity among adults has 

increased. 
• Cardiovascular deaths is the 

leading cause of death for 
first time in a decade.

OVERALL RANK: 6  

www.AmericasHealthRankings.org



Social Determinants of Health: Definition & Impact

• Socioeconomic factors, physical 
environments, and health 
behaviors drive health outcomes 
more than medical care.

• Having at least one unmet social 
need is associated with increased 
rates of depression, diabetes, 
hypertension, ED overuse, and 
clinic “no-shows.”

1) Booske, B.C., Athens, J.K., Kindig, D. A., et al. Different Perspectives for Assigning Weights to Determinants of Health. University of 
Wisconsin Population Health Institute. February 2010.
(2) Bachrach, D., Pfister, H., Wallis, K. and Lipson, M. Addressing Patients’ Social Needs: An Emerging Case for Provider Investment. 
Commonwealth Fund. May 2014. 
(3) Blendon, R.J., DonelanK., Hill C., Scheck A., Carter W., Beatrice D., Altman, D. “Medicaid beneficiaries and health reform.” Health 
Affairs, 12, no.1(1993): 132-143.



Medicaid as the Vehicle for Addressing SDOH
Medicaid enrollees—low-income by definition—are particularly likely to struggle with basic needs, including 
food, clothing, and shelter.



States Contracting with Comprehensive
Medicaid Managed Care Organizations (MCOs)



NH Strategies to Integrate SDOH

• Screening-Identifying beneficiaries with social needs
• Initial screening for SDOH 
• Comprehensive assessment of those with special health care or long-term 

services and supports needs Care planning 
• Risk stratification 

• Embedding SDOH into care management/care coordination
• Coordination with community and social support providers 
• Referrals 
• “Closing the loop” 



NH Strategies to Integrate SDOH
• Building a Local Care Management Network

Focus on increasing local community-based organizations (CBOs) to develop a 
robust, multi-disciplinary network.

• Quality Improvement and reporting requirements,
• Discussion of SDOH-related metrics and requirements to develop 

performance improvement plans aimed at SDOH 

• Medical Loss Ratio(MLR) Requirements 
• Training Requirements on SDOH-specific resources. 



AmeriHealth Caritas 
A Partner of Choice



Who We Are

Committed.
Connecting more than 5.1 million members with critical, 
high-quality health care services.

Experienced.
Delivering proven, integrated health care services in 11 states 
and the District of Columbia.

Multifaceted.
Providing Medicaid, Medicare, behavioral health services, 
pharmacy benefit management, and long-term services and 
supports (LTSS).

Rooted.
We began as a mission-driven neighborhood health plan in West 
Philadelphia and are proud of our passion to serve those most in 
need.

Nimble.
Customizing solutions based on our members’ and partners’ 
needs. 

Award winning.
National Committee for Quality Assurance (NCQA) Multicultural 
Health Care Distinction Award recipient.

Evolving.
An industry thought leader giving its customers the edge with 
innovative, evidence-based products and services.

46AmeriHealth Caritas New Hampshire

Our mission:
We help people get care, stay well, 
and build healthy communities.

Our vision:
To lead America in health care solutions 
for the underserved.

Owned by two leading Blue companies: 
Independence (majority) and Blue Cross 
Blue Shield of Michigan.

States

11
and the District of

Columbia

Members

5.1M
Associates

6.2K



Providing Personalized Care

With 35 years of experience serving Medicaid populations, AmeriHealth Caritas understands that our members face 
socioeconomic and health factors that play an important role in access to quality health care and the types of 
programs required to improve health status. Our innovative approach to serving members identifies and focuses on 
the unique needs of each individual — from their physical health to the broader range of behavioral, social support, 
long-term services, and other needs that impact the member’s current and future health.

Members 
we serve

Social issues
• Poverty.
• Language 

barriers.
• Education.
• Homelessness.
• Transportation.
• Food access.
• Personal safety.

Health 
issues
• Health literacy.
• Comorbidities.
• Behavioral 

health.
• Substance use.
• Polypharmacy.
• Medication 

adherence.

AmeriHealth Caritas New Hampshire 4
7



Our Approach to Care
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Our multifaceted approach addresses the needs of 
our members, connecting them with the health 
care and services they need to get well and stay 
well. Our approach includes:

• Engaging, educating, and empowering 
members to actively participate in 
improving their health outcomes.

• Providing members with the 
information they need when they 
need it through our use of personal 
outreach and member portals.

• Person-centered treatment 
planning where the member identifies 
their care team members including 
natural and professional supports of 
their choosing.

• Utilization and supporting growth of 
community-based services.

• Incentivizing and rewarding healthy 
behaviors.



A Team Approach
AmeriHealth Caritas New Hampshire is in the community, 
offering individualized support and coordinating the full 
spectrum of care services and resources that address 
our members’ unique needs.

Rapid Response and 
Outreach Team
Office-based staff who help members 
access providers, set up appointments, 
adhere to medication regimens, 
arrange transportation, and connect to 
community resources.

Member and Community Engagement Team
Non-clinical staff who work with our partners to locate 
difficult- to-engage members to reconnect them with care 
management and community resources and stay connected 
to regional issues through in-person engagement.

Local Care Managers 
and LCMEs
Community-based clinical and non-
clinical staff that works to address care 
gaps, facilitate integration, and 
understand local resources for the 
benefit of our members and providers. 

Recovery Care Team
An interdisciplinary team of substance use disorder 
professionals with specialty experience and training 
that will focus on statewide issues which impact the 
recovery continuum.

49AmeriHealth Caritas New Hampshire

Bright Start
Care Management Team
Designed to assist expectant mothers 
by promoting healthy behaviors and 
controlling risk factors during 
pregnancy.



Community-Based Care 
Management 

50AmeriHealth Caritas New Hampshire

Our Community-Based Care Management Model amplifies the 
traditional care management continuum by providing high-touch, face-to-
face engagement for high-risk members with complex care needs, 
including  those who have a pattern of utilizing acute services as their 
primary source of care. 
• Field-based staff.
• Hired from the community.
• Building trust.



3/6/2020

NH Healthy Families
SUD Innovations



3/6/2020

Access to Care

• Stigma 

• Lack of SUD 
workforce and 
infrastructure 

• Social 
Determinants 
of Health  

52
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Strategy 

• Developing organizational 
infrastructure to succeed

• SUD continuum of care and 
stakeholder participation 

• Targeting behavior change with 
innovative programs

• Supporting members
through the stages
of change

53
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Programs
• SBIRT Promotion and Training 

• OpiEnd® Participation
– Provider training
– Perinatal program- Strong Beginnings

• Certified Recovery Support Worker (CRSW) Workforce 
Development Project

• My Health Pays™ Modifications
– Extending age range for SUD rewards (12+)
– Adding vaping and smokeless tobacco to cessation program

• Ready for My Recovery Program (R4R)
– Rewarding healthy choices

54
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Programs - CRSW

• Designed to expand 
workforce

• Didactic training 
sponsorship  

• Mentorship 

• Employment placement 

• Contract new providers

55
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Programs

CRSW Outcomes:
• Over 100 CRSW 

candidates 
sponsored 
and/or mentored

• Nine candidates 
graduated 
program and are 
now CRSWs

56
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Programs

Ready for My Recovery:
• Assisting members ready for change
• Supports access to SUD services
• Rewards for recovery milestones
• Door to care management
• 82 Enrolled
• 62% enrolled have 

completed at least 
one month of SUD treatment

57

Pre-contemplation - Contemplation- Preparation - Action  - Maintenance 

Stages of Change: Prochaska and DiClemente
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Programs

58

AUD and TUD excluded for pilot 

R4R Rewards:
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Community Engagement

Partnerships and Campaigns:

59

I’M READY HEALTHY HOUR

PARTNER OUTREACH

• Meeting members 
where they are to 
affect change

• Providing an 
empowering brand 
umbrella for 
Behavioral Health

• Directly addressing 
current need with 
sponsorship and 
program supports
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Campaign 

60

250 individuals engaged
50+ interested in R4R
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NH Healthy Families
SDoH Initiatives
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• Dedicated staff to address the needs of 
members experiencing homelessness, at 
risk of homelessness, and, or need added 
supports and resources to minimize the 
impact of housing issues on physical and 
emotional health

Housing Coordinators
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Greater Tilton Area Family 
Resource Center
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Self-Care Kits
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Great North Woods 
Foundation
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Green to Go



3/6/2020

Great Sock Giveaway
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Social Determinants of Health
Impact on Substance Use Disorder Treatment 

and Recovery
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Social Determinants are conditions in the environments in which people are born, 
live, work, play, worship, and age that affect a wide range of health, functioning, 
quality of life outcomes, and risks

SDoH have tremendous impact on an individual’s health regardless of age, race, or 
ethnicity 

Five Key Areas of SDoH
• Economic Stability
• Education
• Social and Community Context
• Health and Health Care
• Neighborhood and Built Environment

SDoH ACCOUNTS FOR 80-90% of 
POPULATION HEALTH 

OUTCOMES

Well Sense/Beacon are continuously focused on the effects of Social Determinants of Health 
(SDoH) on the quality of life of our members
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Members are identified for Care Management through various ways:
– Risk Stratification algorithm
– Health Needs Assessment obtained at enrollment
– Member/Family referral
– Provider referral 

Care Managers perform a comprehensive assessment on all members identified for care 
management and identify member’s needs inclusive of needs related to SDoH

Well Sense and Beacon assess every member for SDoH

Every Door is the Right Door!
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Well Sense Care Management Team:
– Care Navigators
– Community Health Workers
– Social Care Managers
– Medical Care Managers
– Housing Coordinator

Beacon Care Management Team:
– Beacon Care Manager 
– SUD Coordinator

Well Sense and Beacon have a robust Care Management team
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Person Centered Care Plan:
• Created with the member and care team (if available)
• Outlines problems, goals, and interventions
• Timelines for resolution are set and tracked for outcome status
• Shared with member’s primary care physician (PCP) and other care plan 

members if applicable

Care Managers develop Person Centered Care Plans with members to identify goals and 
address barriers
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Well Sense’s Care Management team uses multiple tools to locate social service resources to 
address SDoH needs. These include, but are not limited to:

– NH 211, local welfare offices, and state/federal financial programs

Since 2013, the Care Management team has fostered relationships with several local social 
service resources that we link members up to, such as:

– The Stork Project for newborns and Women Aide

Member remains in care management through the referral process until goals are completed. 

Care Managers connect members with appropriate community supports and resources to 
address SDoH
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Social and economic factors can shape risky behaviors, 
inclusive of substance use behaviors

• Social risk factors may directly or indirectly impact 
one’s substance use and their ability to recover

• May contribute to health disparities by impacting the 
availability of resources and supports

• Economic factors may be a risk factor or direct 
cause of one’s substance use

Assessment of the whole individual is key in identifying SDoH 
that may impact a person’s recovery

Assessment

Care Plan

Recovery

Member 

Social Determinants of Health can shape risky behaviors that impact substance use 
behaviors
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Well Sense Care Management team refers member to Beacon for 
specialized SUD Care Management services

• Collaborate together (with member) on developing care plan 
to address member’s primary concern

• Identify primary care manager as taking lead in addressing 
which need

• Identify any community resources that member may be 
working with and collaborate with them (with member’s 
permission)

• Address SDoH that may be impacting member’s 
substance use and work in parallel in addressing SDoH 
needs and substance use disorder needs

• Utilize community resources to augment care 
management services (i.e. peers, AA/NA meetings, SUD 
providers, etc.)

Well Sense/Beacon Care Managers work collaboratively in addressing SDoH for members 
with Substance Use Disorder (SUD)
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Communication and Collaboration with member’s providers in the community is crucial in 
addressing SDoH and substance use:

• Ensures everyone is working towards member identified goals
• Minimize duplication efforts 
• Member understands different roles of care team
• Collaboration of care typically yields positive health outcomes for members

Well Sense/Beacon Care Managers can be a resource for SUD providers to help manage a 
member’s needs outside of SUD, such as the SDoH, that will improve overall member 
outcomes

Well Sense/Beacon collaborate with Community Providers to improve overall 
outcomes for our members
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Value Based Payment Models of Care
• Compensates providers based on member outcomes
• Efforts to improve member adherence to care by addressing SDoH

Enhancing Integration among Providers
• Increased resources to assess and address SDoH
• Whole person approach in treating both complex medical needs as well as social 

needs

Training/Education to Providers
• Education addressing the importance of assessing for SDoH
• Positive health outcomes are possible when SDoH needs are addressed in 

collaboration with the medical or behavioral health needs

SDoH can be addressed by other initiatives in addition to Care Management efforts
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Upcoming 2020 Meetings
Meetings will be held from 9:00 AM – 12:00 PM in the Concord 
area on the following Fridays:

June 5
September 4
December 4

Please save the date!
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