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Roadmap
1. Structural Competency is part to Moving Upstream 

to Address Root Causes of Asthma Inequities
2. How are Disparities in Outcomes are Built
3. How Inequities in Outcomes are Driven by Social 

Determinants of Health
4. Structures create the Economic and Environmental 

Factors driving Inequities on Multiple Levels
5. How Healthcare can breakdown Structural Barriers
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Social Determinants 
of Health Health Inequities

Poverty Inequality

Policies

Economic 
Systems

Social 
Hierarchies 

(racism)

Health 
Outcomes

Structures

Structural Competency includes understanding Structures,
Social Determinants of Health and Health Inequities

Structural CompetencyMetzl JM, Hansen H. 2014
Hansen, H et al 2017
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Life Course differs by Risk/ Protective Factors

Source: Lu MC, Halfon N. Racial and ethnic disparities in birth outcomes: a 
life-course perspective. Matern Child Health J. 2003;7:13-30. 
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Risk, Access, Efficacy and Disparities

Health 
Disparities

Differential 
Risk

Differential 
Access

Efficacy of 
interventions
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Social Risk Factors & Health Disparities
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Childhood Acute Leukemia Survival Differ by Race
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Amer. I.

 Overall 5 yr
survival 5% in 
1950s 
 > 80% now
 But differs 

significantly by 
Race

 Source: Kadan-
Lottick, et al., JAMA 
Oct 2003
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Declining rates of Invasive Pneumococcal Disease

Flannery, et al, 
JAMA, May 2004
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Social Factors Drive Health Positively and Adversely

SDOH are the structural factors and conditions in which people are born, grow, live, work 
and age.

Often Multi-factorial, 
Interactive,
Multi-generational
and are Not Random

Can be Both Asset
and Deficit Oriented
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Why Foundation of Positive Health Lies 
with Addressing Basic Needs

An interpretation of Maslow's Hierarchy of Needs 

Substandard 
Housing

food 
insecurity
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Dimensions of Housing and Health Research

Taylor, L. Health Affairs, 2018
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Evidence on Home Quality

Skinner et al, 2014

• Accidents/Injuries – exposed wiring, needed repairs

• Development and worsening asthma, allergies tied to home
• Pests (cockroaches and mice)
• Molds/Chronic Dampness
• Tobacco smoke

• Lead exposure tied to long term effects
• Developmental delay, Attention deficit

• Heat or eat
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• Poor housing quality strongest predictor 
of emotional and behavioral problems in 
low-income children

• Much of association between poor 
housing quality and children’s wellbeing 
operates through parental stress, 
parenting behaviors and mental health

Home Quality and Mental Health
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HOMELESS

HIDDEN HOMELESS:

HOUSING INSECURE

UNAFFORDABLE HOUSING

• Multiple moves
• Overcrowded
• Doubled Up

Stability: The Home Iceberg 



15

_
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• Among 22,234 families, 34% had at least 
one adverse housing circumstance:
• 27% behind on rent
• 8% multiple moves
• 12% history of homelessness 

• Each circumstance individually associated 
with adverse health and material hardship 
compared to stable housing

Pediatrics Feb 2018

Exploring three forms of 
unstable housing with 

caregiver and child health



17Pediatrics Feb 2018

Little overlap 
among three 

adverse housing 
conditions

Most families 
were behind on 

rent and 
impacted health 
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Maternal
fair/poor
health

Maternal
depression

Food
insecurity

Energy
insecurity

Health care
trade-offs

Stable Housing Behind on Rent
Multiple Moves Homelessness

Sandel et al Pediatrics Feb 2018

Outcomes of unstable housing with 
health and material hardship outcomes
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Neighborhood child opportunity index (maps) for 
100 largest metro areas

Dedicated area of 
site for Child

Opportunity Maps 
for 100 largest 
metro areas

Neighborhood Segregation and Opportunity
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Child Opportunity Index

Educational Opportunity

• Student poverty rates in local schools

• School quality in local schools (student proficiency)

• Early childhood education (ECE) indicators:
• Proximity to centers / high-quality centers
• Participation patterns

• High school graduation rates

• Adult educational attainment
Health & Physical Environment 

• Proximity to health facilities
• Retail healthy food environment 
• Proximity to toxic waste and release sites
• Volume of nearby toxic release
• Proximity to parks and open spaces
• Housing vacancy rates

Neighborhood Social & Economic Opportunity 

• Foreclosure rate
• Poverty rate
• Unemployment rate
• Public assistance rate
• Proximity to employment
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In Atlanta, stark white-black inequities in opportunities for 
children to thrive

Non-Hispanic white 
children <18

• The Child Opportunity Index is 
race-neutral (no race-specific 
measures go into the index).

• We first create the opportunity 
map and then overlay the child 
population by race to see how the 
location of opportunities 
compares with the location of 
children…

• Here is the white child population 
in Atlanta concentrated in high-
opportunity neighborhoods.
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In Atlanta, stark white-black inequities in opportunities for 
children to thrive

Non-Hispanic white 
children <18

Non-Hispanic black 
children <18
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Place, Opportunity, and Health

Mapping elevations in 
the blood pressure of 3 
years olds by Child 
Opportunity Index from 
diversitydatakids.org
Vital Village Network at 

Boston Medical Center 
maps relationship 
between opportunity 
and life course 
(elevated BP at age 3)

Sandel et al Academic Pediatrics 2016
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30% or More Household 
Income Paid Toward 
Gross Monthly Rent 

Unemployment 
Rate 

South End
R=196.1

Fenway
R=41.7

Charlestown
R=72.1

East Boston
R=252.9

Back Bay, Beacon Hill, 
Downtown, N. End, 

W. End
R=58.9

Roxbury
R=180.2

West Roxbury
R=135.5 Roslindale

R=173.2

Allston/Brighton
R=96.6

Jamaica Plain
R=142.4

South Boston
R=96.5

Dorchester
Zips 02121,02125
R=216.3

Dorchester
Zips 

02122,02124
R=199.1Mattapan

R=208.5

Hyde Park
R=260.1

Deep-Rooted Inequity Across Lifespan & 
COVID-19

Without coordinated and systems-level 
investments, legacies of discrimination and 
disinvestment will be compounded by the health 
and economic effects of COVID-19. Residents will 
find themselves fenced off from the paths to 
prosperity previously afforded to those privileged 
by society. 

COVID-19 Rate
(unadjusted for age)

Lower than the rest of 
Boston
Higher than the rest of 
Boston
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Understanding how Structures created the disparities is the 
foundation for seeking long term solutions

Still 
Desirable

Definitely 
declining

HazardousBest

Federal Housing Authority practice of redlining denied mortgages to African 
American and Low Income Populations
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Promoting 
Health Equity 

Through 
Screening, 

Systems, and 
Policy work as 

Anchor 
Institution

Changing the Social Risks and Increasing Access to the 
Efficacious Interventions



27

Identifying and sharing SDOH needs is a critical component of our ACO 
work and the THRIVE Screener allows us to advance this effort

The tool helps us assess patients’ needs in 
the following domains:

The tool engages patients by asking if they 
want help connecting to resources and 
provides them with immediate access to 
referral guides available in six languages*

The screener & referral guides are integrated 
seamlessly into the clinic’s Epic workflow.  
• Positive screens prompt ICD-10 codes
• Requested referral guides print in the room

• Utilities
• Caregiving
• Employment
• Education

• Housing
• Food
• Affording medications
• Transportation

* Languages include:  English, Spanish, Haitian Creole, Portuguese, Arabic & Vietnamese 
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Systems can be Co-Located and Connected
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Three Sectors Address
Social Determinants of Health in Silos

HEALTHCARE
treats illnesses 

caused or 
exacerbated by 

SDOH.

LEGAL AID
ensures access to 

benefits & services, 
enforces laws that 

keep people healthy.

PUBLIC HEALTH
tracks diseases on 
population level, 

addresses laws & 
education aimed at 

prevention.
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Individual patient legal interventions are
pathways to finding the policy interventions

for improving population health.

The Medical-Legal Partnership 
Approach
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Moving Upstream
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Community Builders Solution!
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Beck (2013)

CCHMC has 90+% of all asthma 
admissions in county

Quintile 1:
• 18 admits among 29,000 kids
• 0.6 per 1000
• 17% of pop’n with 2% of admissions

Quintile 5: 
• 299 admits among 17,900 kids
• 16.7 per 1000
• 11% of pop’n with 35% of 

admissions
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Avondale

Beck & D. Jones (2014)
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Avondale

Beck & D. Jones (2014)

“Heat 
map” of 
building 

code 
violations
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181 total utilizations – 130 ED visits, 51 admissions
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Engaging Legal Aid: Child-Health Law Partnership

Avondale and Asthma – Neighborhood approach

Beck & D. Jones (2014)
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Higher Dose Collaborations Targetting Medically Complex

HIgh
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Study Design and Participants

• Eligibility criteria:
• Families with child under age 11 receives 

primary care at BMC and eligible for 
Medicaid

• Definition of medical complexity:
• Child or adult with 3 or more ED visits 

in previous year 
• Child with medical conditions requiring 

2 or more specialists
• Definition of housing instability: 

• Homelessness in past year
• Behind on rent in past year
• Moved 2 or more times in the past year
• Paying more than 50% of family income 

on housing costs
• Families interviewed at baseline and every 

six months for two years.
• Current study represents baseline and six 

months
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Study Design (cont’d)

Families referred, recruited, 
consented, and enrolled in the 
study

Housing Prescriptions as Health Care 
Intervention

Referral to Community-based housing 
agency (Project Hope)

Control

Project Hope - Intake assessment/ housing needs 
characteristics/case management/conducts Problem 
Solving Education/ referrals to partners 

Boston Housing 
Authority for 
priority access 
to public 
housing

Medical-Legal 
Partnership for 
legal services

Nuestra 
Comunidad for 
f inancial 
counseling

Standard of care: 

-Curated list of housing 
resources in the community

- Hospital-based care 
navigation and social w ork 
services

Refusals and 
ineligible

Families may receive referrals to any combination of 
services offered by local agencies:

Randomization
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Key Findings

Analysis demonstrated significantly greater 
improvements in child health status and parent 
anxiety and depression scores among those in the 
intervention group, compared to the control group.
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Investing in Partnerships 



43

We are investing $6.5M in housing initiatives in Boston’s most underserved 
neighborhoods.  Our first venture into housing is a key opportunity to partner with 
our community and impact population health

Housing Project 
Investments

Housing Support 
Service

Hybrid Housing 
Project Investment

Community 
Engagement & 
Housing Stability

Social Impact Fund 

Partners Funding

$2.2M

$0.9M

$1.3M

$1.7M

$0.5M

• This fall, we innovatively 
guided Determination of 
Need obligated funding 
towards housing.

• We aim to support 
housing and wrap-around 
services our patients and 
use Community 
Investment Tax Credits 
to stretch dollars. 

• We plan to test multiple 
approaches and have 
devoted $0.65M to 
evaluation and oversight 
to determine the best 
approach.

• We look forward to 
working with other Boston 
hospitals to make similar 
investments and work 
collaboratively to improve 
community health.
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Innovative 
Stable 
Housing 
Initiative

$3 million 
pooled by 3 
hospitals 
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The Healthcare Anchor Network is a national collaborative of more than 50 
healthcare systems building inclusive and sustainable local communities

Network Participants: Current Participants in the Network Include: 
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The Healthcare Anchor Network focuses on local hiring; local sourcing, 
and place-based investing to drive change

_

We can leverage our everyday business practices to impact economic factors that contribute 
to the overall well-being of our communities, and create community wealth through:
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Building Multi-Sector Coalitions:
Steering Committee www.opportunityhome.org

http://www.opportunityhome.org/
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Social Determinants 
of Health Health Disparities

Poverty Inequality

Policies

Economic 
Systems

Social 
Hierarchies 

(racism)

Health 
Outcomes

Structures

Structural Competency includes understanding Structures,
Social Determinants of Health and Health Disparities 

Structural CompetencyMetzl JM, Hansen H. 2014
Hansen, H et al 2017
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Move beyond addressing gaps temporarily 
towards true equity and beyond

Equal Treatment: 
-Assumption that all will benefit
-Starting point for many of our 
patients
Is different

Equitable Treatment:
Everyone given different 
supports to provide 
access.  Filling gaps 
(often temporarily)

Equity and Beyond: All 
have access without 
supports needed. Root 
cause of inequity 
addressed.
Structural barrier removed.
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