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Learning Objectives
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Describe Social Determinants of 
Health Framework

Describe the impact of SDOH on 
diabetes management

Describe opportunities to address 
SDOH for individuals with diabetes



Social Determinants 
of Health Framework



What are Social Determinants of Health (SDOH)?
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• “Conditions in the environments where people 
are born, live, learn, work, play, worship, and age 
that affect a wide range of health functioning, 
and quality-of-life outcomes and risks.” (Healthy 
People 2030)

• “SDOH” term was coined in 2005; however, 
concept has been around for ~150 years

• SDOH are mostly responsible for health inequities 

• By applying what we know about SDOH we can 
improve health outcomes and advance health 
equity



SDOH Domains
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Healthy People 2030 groups SDOH 
into five (5) domains:

• Education Access and Quality

• Healthcare Access and Quality

• Neighborhood and Built 
Environment

• Social and Community Context

• Economic Stability



SDOH Domain Visualization Activity

6

Domain Think about YOUR OWN Experience

Education Access and 
Quality

Think about your school days…

Healthcare Access 
and Quality

Think about your own healthcare 
experience…

Neighborhood and 
Built Environment

Think about your own 
neighborhood…

Social and 
Community Context

Think about your own social circle 
and community…

Economic Stability Think about your own finances…



Social Determinants of 
Health Impact on 
Diabetes Management



Socioeconomic Status and Diabetes
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Poverty: Percentage of households living 
below the federal poverty level (FPL)

• As of 2022, the annual FPL for an individual is $13,590 
($1,133 / month), and for a married couple is $18,310 
($1,526 / month) (Healthcare.gov)

• MS ranked 49th – 18.9% compared to national average 
of 12.2% (U.S. Census Bureau, American Community Survey, 2019)

• Adults with Type 2 diabetes who have family income 
below the FPL have a twofold higher risk of diabetes 
related mortality compared with their counterparts in 
the highest family income levels (diabetesjournals.org)



Food Insecurity and Diabetes
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Food Insecurity: Percentage of households unable to 
provide adequate food for one or more household 
members due to lack of resources.

• Least-healthy State: Mississippi - 15.3% (America’s Health 
Rankings)

• Prevalence: More than two times greater in Non-Hispanic 
Black and Hispanic Households (America’s Health Rankings)

• Risk factor for poor diabetes management (diabetesjournals.org)

• Approximately 20% of diabetes patients report household 
food insecurity (diabetesjournals.org)

• Associated with lower diet quality (cheap but low-quality 
food) (diabetesjournals.org)



Access to Care and Diabetes

10

Access: According to America’s 
Health Rankings 2021 – Mississippi 
ranked:

• 48th overall for access to care

• 46th for preventive clinical 
services

• 48th for quality of care



Opportunities to 
Address Social 
Determinants of Health



Assess for SDOH
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Source: www.advocateadvisors.info

http://www.advocateadvisors.info/


Assess for SDOH
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Screening tools can allow healthcare 
providers to assess and monitor social 
needs and risk factors of patients. 

• Intake Assessments (during registration)

• Health Assessments – required as part of Medicare Annual 
Wellness Visit; some health plans incent providers for 
correctly completing/returning (See References slide – for links to 
examples)

Examples currently in place with SHMS:

• Health Risk Assessments – required during first 90 days and 
annually – members can get incented for completing

• Patient Assessment and Care Planning Form (PACF) – front 
load info for PCPs, when possible.

• Ongoing Care Coordination Touchpoints – Monthly (high 
risk); Quarterly (low risk); Annual Reassessments



Leverage Relationships with Managed Care Organizations
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MCOs/Health Plans have existing programs/processes:

• Care Coordination 

• Case Management

• Transition of Care

• Supplemental Benefits

Examples currently in place with SHMS:

• Personal Assistant Liaisons (Care Coordination for low-risk members)

• Case Managers (Case Management for high-risk members)

• Transition of Care 

• Supplemental Benefits (Meals after Discharge, Over-the-Counter/Healthy Food Items, Utilities Allowance,                         
Non-Emergency Transportation, Dental, Vision, Hearing, PERS, Fitness Membership, and more)
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• Z Codes are a set of ICD-10-CM codes used 
to report social, economic, and 
environmental determinants known to 
affect health and health-related outcomes

• Subset of ICD 10-CM codes used as reason 
codes to capture factors that influence 
health status and contact with health 
services

• They apply to all health care settings and 
must be accompanied by any performed 
procedure code

• Nine (9) categories of Z codes related to 
SDOH, several sub-codes comprising at total 
of 97 granular codes

• Table represents Z codes and Sub-Codes 
related to SDOH

Use Z Codes



Connect to Resources
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In addition to resources at right, here are 
a few other programs that address food 
insecurity:

• National School Lunch Program (NSLP)

• Local Food Banks

• Area Agencies on Aging (AAAs)

• Double Up Food Bucks 

Source: www.aafp.org

http://www.aafp.org/
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• americashealthrankings.org
• datausa.io/profile/geo/mississippi#health
• diabetesjournals.org/care/article/44/1/258/33180/Social-

Determinants-of-Health-and-Diabetes-A
• health.gov/healthypeople/priority-areas/social-determinants-health
• www.ruralhealthinfo.org/toolkits/sdoh/4/assessment-tools
• www.cms.gov/files/document/z-codes-data-highlight.pdf

Additional References

https://www.americashealthrankings.org/
https://datausa.io/profile/geo/mississippi#health
https://diabetesjournals.org/care/article/44/1/258/33180/Social-Determinants-of-Health-and-Diabetes-A
https://health.gov/healthypeople/priority-areas/social-determinants-health
https://www.ruralhealthinfo.org/toolkits/sdoh/4/assessment-tools
https://www.cms.gov/files/document/z-codes-data-highlight.pdf


18

Questions and Contact Info

Brooke Boswell
Chief Customer Experience Officer
Shared Health Mississippi
615.218.9051
Brooke_Boswell@sharedhealth.com
www.sharedhealthms.com



Double Up Food Bucks 
Mississippi – Overview
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Double Up Food Bucks Mississippi
The ‘Sip Demographics

• One in five people live in poverty.

*USDA considers a county in persistent rural poverty if 20% or more of the population 
lives below the federal poverty line for over 30 years. 

• More than 17% of residents rely on SNAP to put food on the table.

• Over half of the 82 counties in Mississippi have been designated as
a persistent rural poverty county.*

• To effect statewide change, the Double Up
Mississippi program was born!

• In 2019, these problematic statistics led to the establishment of
Double Up Mississippi!



The Jackson 
Medical Mall
Foundation 

.



.

Thanks to the Population Health Alliance for the information provided on this graphic.



Meet the Field Staff

Brittaney Stott
Senior Outreach 
Coordinator

What I love about Double Up Food Bucks 
Mississippi is that we are increasing accessibility 
to healthy eating options in areas that might be 
considered food deserts, as nutrition is an 
integral part of health and wellness, and health is 
a human right. This program also increases the 
buying power of shoppers, while also bringing 
more revenue to small businesses and farmers 
across the state. With those two ideas combined, 
everyone is winning across the board: the 
Mississippi economy is stimulated, and the health 
of its citizens is improving.

Kassie Thompson
Outreach Coordinator

Brittaney Stott graduated from the University of 
Memphis with her Bachelors in Dietetics. Since then, 
Brittaney has worked as an Outreach Coordinator for a 
nutrition incentive program serving low-income 
households, covering West Tennessee. Brittaney joined 
Double Up in July of 2022 and believes Double 
Up encompasses crucial education and resources for 
SNAP households in the state of Mississippi! She brings 
with her a strong knowledge of community outreach, a 
drive to educate SNAP recipients about the 
importance of purchasing and eating nutrient dense 
foods, and the desire to change relationships with food in 
under-served communities.



Double Up Mississippi

• One of six large scale grantees

• $841K USDA award

• $841K match to USDA

• $1.682M budget

• 3-year project (Ends Oct. 2022)

2019 USDA GusNIP Award

2021 USDA GusCRR Award

• Large scale grantee

• $5M budget

• 4-year project (Ends Aug. 2025)



Double Up Food Bucks Mississippi

Families bring 
home more 
healthy food

Small Business 
Owners (Farmers, 
FMs, Grocers)
increase sales, farm 
profits

More food dollars 
stay in local 
economy, 
strengthening
communities 

The Goal



• Increase produce sales for local 

farmers 

INTENTIONALLY Helps Local Farmers

Double Up Food Bucks

• Indirectly increase sales for non-

produce farmers by freeing up 

SNAP dollars 

• Increase farmers ability to expand 

acreage, diversify crops, and 

purchase new equipment



Double Up Food Bucks
2020 SNAPSHOT: DOUBLE UP PROJECTS NATIONWIDE



Double Up Food Bucks
Mississippi

EBT -> Tokens

1. Customer swipes EBT card at booth or 
farm stand and earns DUFB tokens, up 
to $20/day

2. Customer may redeem tokens for 
locally grown produce same day or a 
future visit. Redemption takes place 
at cash register or directly with 
vendors.

3. Fruit/vegetable vendors who have 
accepted tokens as payment are 
reimbursed by market manager.

Farmers Markets & Produce Stands



EBT + Produce = Paper Coupon

• Any produce purchase with EBT earns 
a 1:1 match for produce

• Incentive is redeemable within 30 
days

Grocery Stores

Double Up Food Bucks 
Mississippi



Double Up Food Bucks Mississippi

Building TA for Retail Partners

• Currently in 20 plus counties and 
growing

• Rural, suburban, and urban

• Focused on counties with greatest 
need

• Dependent on finding motivated 
retail partners

• Cluster, when possible, to 
consolidate resources (staff 
time/site visits, marketing, 
outreach, etc.)



Questions?


