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Here For You

Joan R. Cardellino, CAVS, Ms. Cardellino has extensive experience engaging volunteers and community forces for
good. From “the arena” to the “C-suite”, she has expertise with a broad range of management, organization, and
program development skills. She is called upon frequently to serve as a volunteer engagement pundit, coach,
trainer, speaker, consultant, conservator, innovator, and conscience.

Dana Litwin, CVA is a strategic advisor, public speaker, and thought leader in volunteerism and civic service. Since
2002 she has guided organizations in California's Silicon Valley and world-wide to produce breakthrough talent and
community engagement programs. She is the Past President of the Association of Leaders in Volunteer
Engagement, and a founder of the multi-sector National Alliance for Volunteer Engagement, and the creator of the
premiere web series “Priceless Advice for Leaders of Volunteers.”

Today’s 
Emcee!

Todd McMullin finished his degree in Recreation Management (1993) and embarked on a journey to improve the world.
Within 5 years he had founded a United Way chapter, a Volunteer Center and a software company focused on volunteer
management. In 2007 he co-founded the Association for Leaders in Volunteer Engagement (AL!VE) and then the
National Alliance for Volunteer Engagement in 2017. He has designed volunteer solutions for Disney Worldwide Services,
Cisco Inc., the USO’s global network, the Smithsonian Institution and the states of TX, CA, OK, ID, NV, HI and MD.
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Dana: Welcome everyone! I am your Host/Facilitator today, Todd and Lisa are the wizards driving the deck and tech behind the curtains and can answer any WebEx or VSysOne VMS questions, and our featured expert for this webinar series is Joan. 

We have a lot of rich and detailed information to cover, and remember that the VSysVoices webinars are all recorded and available to you as a slide deck with notes on the VSysVoices Resources page – we will circle back to that at the end, and hopefully have a little time for Q&A with, Joan, too!

https://www.volunteeralive.org/
https://allianceforengagement.org/


The current extremely 
challenging healthcare 
situations

VSys Voices are here 
for you.

We Understand...
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Dana on empathy and support of VSysVoices through challenging times - might cue Todd and Joan to add to Empathy statement.



What Do We Do? 

1. Keep the old if it 
works, but…

2. Adopt new ways of 
thinking

3. Adopt new practices 

Presenter
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Dana: [review from previous webinars, linkage to same]. Again, Todd is with us today to answer any questions about how VSysOne VMS can support the practices and action items Joan is sharing in this session.




Improve:

1. Patient experience
2. Population health
3. Provider satisfaction

While reducing per-capita 
healthcare costs.

Mission of Healthcare  

Presenter
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Joan:

Rhetorical Question: 
how does your department improve:
the patient experience? (CAHPS/HCAHPS) See October 2021 session
population health? (SDOH)
provider satisfaction /workforce initiatives) (maybe future sessions?

…while reducing per-capita healthcare costs?






Alignment. Alignment. Alignment!

1. Internal Surveys
2. HCAHPS
3. High Performance
4. Social Determinants of 

Health (SDOH)

Presenter
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Joan: Alignments with all of these mission elements is crucial and we’ll spend 1 webinar per quarter trying to help. We started with HCAHPS last October and today we are looking at Social Derterminants of Health (SDOH)



Today’s Journey Map

What are SDOH?

Valuation

Ideas To Action!

Why is it Important?

Why volunteers?
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Dana: So, here’s our roadmap today. You’ll see road signs along the way that will help but we’ll be moving at warp speed (that one is for Todd) so watch out! 





Determinants of Health

“The conditions in which 
people are born, grow, live, 
work, and age.  They may 
enhance or impede the ability 
of individuals to attain their 
desired level of health.”

-The World Health 
Organization

Presenter
Presentation Notes
There are many versions of the definition of social determinants of health.  The American Hospital Association defines SDOH as “   “.  There is a link to their SDOH website in the resources.  The American Hospital Association has very large amount of robust SDOH resources and case studies.



Examples of SDOH which can 
influence health equity in positive 
and negative ways:

• Income and social protection
• Education
• Unemployment and job insecurity
• Working life conditions
• Food insecurity
• Housing, basic amenities and the 
environment
• Early childhood development
• Social inclusion and non-discrimination
• Structural conflict
• Access to affordable health services of 
decent quality.

-World Health Organization

Social Determinants of Health

Presenter
Presentation Notes
	and go down another level to …transportation, broadband internet access




Social Determinants of Health

• Community Based Care
• Acute Care
• Recovery & Rehab Care

Presenter
Presentation Notes
BUILD. BUY. PARTNER.

Self-health groups
Community health volunteers: promotoras
Volunteers as social workers




Social Determinants of Health

The National 
Center for 

Complex Health 
and Social Needs 

(2016)
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The National Center for Complex Health and Social Needs (2016)

Camden Coalition

There is increasing recognition that the US healthcare system fails people with complex health and social needs.
These individuals repeatedly cycle through multiple healthcare, social service, and other systems without lasting improvements to their health or wellbeing.
Complex care serves these individuals. It is a person-centered approach to care delivery that address the needs of people whose combinations of medical, behavioral health, and social challenges result in extreme patterns of healthcare utilization and cost. Complex care works at the individual and systemic levels: it coordinates better care for individuals while reshaping ecosystems of services and healthcare.
At its heart, complex care seeks to be:
Person-centered: Care delivery is designed around the whole person, their needs, and their convenience.
Equitable: Complex care addresses the consequences of systemic issues such as poverty and racism, and ensures consumers have a strong voice in developing solutions.
Cross-sector: Complex care works at the system level to break down divisions between fields, sectors, and specialties.
Team-based: Complex care is delivered through interprofessional, non-traditional, and inclusive teams.
Data-driven: Timely, cross-sector data are freely shared across all care team members.
In 2016, Camden Coalition launched the National Center for Complex Health and Social Needs (National Center) to improve wellbeing for individuals with complex medical, psychological, and social needs. The Blueprint for Complex Care, developed by the National Center, the Institute for Healthcare Improvement, and the Center for Health Care Strategies, takes stock of the current state of the complex care field and recommends action for building on its momentum. Our definition of complex care is adapted from the Blueprint for Complex Care.

Refer to Plexus Institute and Todd’s work on Caring Circles, Sociocracy for All.




• Social 
• Moral 
• Behavioral
• Political
• Commercial
• Financial

Determinants of Health
SOCIAL

Financial 

????

Commercial

Behavioral

Political

Moral

????

Presenter
Presentation Notes
Over the past few years, the overall descriptive label has evolved from “Social Determinants of Health” to “Determinants of Health” and related expanding list branches of study/focus are evolving.  Today we are focused on the SOCIAL branch.

Health Leads: Health, well-being and dignity





Why SDOH and Volunteerism ?

Revenue Tied 
to Risk

Fee for 
Service

Presenter
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Bridging Margins and Missions

Impact Accounting: Shift from measuring a single “bottom line” of corporate profits, to a “triple bottom line” comprised of social, environmental, and financial impact

While Value Initiative ICD-10 Code Social Determinants of Health have existed since 2016, (Z Codes) they have been low priority and slow to adapt.

Funding for population health is still at odds with fee-for-service. Healthcare providers are still overwhelmingly paid on a per-transaction basis, which mutes some of the financial return they’re able to generate on population health management.

Year after year, surveys show the same thing: Healthcare providers’ evolution toward accepting risk to keep patients healthy—widely viewed as the holy grail of lowering healthcare costs—has been painfully slow.
So long as that’s the case, experts say the financial returns providers can expect to draw from population health management, where they gather patient data and use it to craft health improvement programs, will depend on how much of their revenue is tied to risk. If it’s not much, which is more than likely the case, they probably won’t see meaningful savings.
Not only that, providers’ population health teams often find themselves battling an entrenched, opposing strategy of growing per-transaction revenue. There have even been instances where a system’s fee-for-service spending goes on hyperdrive—adding more nursing homes or performing more procedures, for example—to compensate for savings achieved through population health programs.
“There are many stories where in the same organization, you literally have two executives battling it out in the CFO’s office: The fee-for-service executive says, ‘I’m your revenue source,’ and the population health person says, ‘I’m your future,’ ” said Dr. Mai Pham, a consultant who formerly served as CMS’ chief innovation officer. “So the organization as a whole ends up making a mishmash of decisions that aren’t internally consistent because they’re living in two worlds.”

Financial Terminology Related to Population Health
Payer Mix
Uncompensated care/supplemental programs that assist with uncompensated care
Underinsured
Public insurance
Commercial insurance
Revenue cycle
Aspire to break even at the Medicare rate.  While the payment rate is a bit less, it has a significant impact on what would have been no payment.
Safety net population
Medicaid population
Working with post-acute providers that meet certain cost and quality criteria 
	



• Volunteerism 
vs. Volunteers

• Community 
volunteers 
versus hospital 
volunteers

• Nonprofit focus

Why SDOH and Volunteerism?

Presenter
Presentation Notes
One of the core functions of volunteerism is to meet social needs that cannot/are not being met in any other way.  Until mainstream funding systems to address unmet social needs are normalized, volunteerism and nonprofits are one of our only tools/hope. 

Refer the resource article: Bridging the Divide Between Volunteer Management and Community Organizing: Engage 2015

This session is developed solely around the concept of volunteerism playing out to support a non-profit organization meet its mission including social determinants of health. Non-profit hospital: Community health needs assessments, community benefits – departments, statements, IRS Form 990





Presbyterian Healthcare Services | Community Health Implementation Goals and Outcome Measures 2020-2022

Priority Area 2: SOCIAL DETERMINANTS OF HEALTH

COMMUNITY

Reduce household 
food insecurity for 
patients, members 
and in the community.

household food 
insecurity rate by 
county

14.6% of households 
in the 10 counties 
Presbyterian serves 
currently experience 
Food Insecurity (2017,
NMIBIS Food Insecurity 
Report).

HEALTH SYSTEM

Identify  Health 
System Health Equity 
opportunities through 
better utilization of 
SDOH segmentation.

prevalence of SDOH 
measures among 
patients/members

Facilitate Presbyterian Equity Strategy

a. Make health equity a strategic priority.
b. Develop structure and processes to support health equity work.
c. Deploy specific strategies to address the multiple determinants of health on which healthcare 

orgs can have impacts.

# of patients screened, # of AHC beneficiaries screened; # of 
health-related social needs identified, % high risk enrolled in CHW 
navig ation; # of new PHS clinical locations screening for HRSNs,
# of NowPow active users; % patients, members and program
participants with identified social needs; # new state-certified
Community Health Workers

Lead Presbyterian through Comprehensive SDOH Plan

Address Health Related Social Needs of Patients

a. Implement Accountable Health Communities.
b. Support coordinated internal and community strategies to inform and connect individuals to 

social services and resources; resource directories.
c. Increase clinical opportunities to identify social needs.
d. Increase access to resources, referrals and navigation for persons who have low income, are on 

Medicaid and received financial assistance to pay for health services.
e. Increase number of Community Health Workers who are able to help address health-related 

social needs.
f. Provide continuing medical education, offer community health worker certification classes, and 

provide other opportunities to increase knowledge about social determinants of health.

Food Farmacy

a. Increase high-risk patient access to and consumption of healthy foods.
b. Increase # of high-risk patients who meet their health goals.
c. Increase patient and provider satisfaction.

total visits to the Food Farmacy; # of patients actively participating;
% served at Community Health Resource Center; % served at PMG 
at Las Estancias

Health Council and Local Support

Partner with the county and tribal health councils to impact specific social determinants of health 
prioritized by each community.

total funding provided; # of priority initiatives; # of community 
members reached

“The conditions in which people are born, grow, live, work, and age. They may 
enhance or impede the ability of individuals to attain their desired level of health.”

– World Health Organization

*These programs and measures are implemented and reported through other Presbyterian departments

Outcome 
Measures Performance Measures2020 – 2022

Goals Programs and Strategies

Presenter
Presentation Notes
Note:
I will use my touch screen to expand while presenting

Hospital System Example: emphasize state-certified Community Health Workers and draw the connection to volunteers

Refer to Enterprise Resource Planning graphic in “Ideas to Action”
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Note:
I will use my touch screen to expand while presenting

Hospital System Example: emphasize state-certified Community Health Workers and draw the connection to volunteers

Refer to Enterprise Resource Planning graphic in “Ideas to Action”






Volunteer Program Sampling 
in Support of SDOH Ideas To Action!

• Vaccine Ambassador
• Contact Tracing
• Angel Flights
• ElderLife
• Home care/ companions
• Food bank
• Reach to Recovery
• Transportation van
• Support groups
• Emergency corps
• Community health workers
• Books for Babies
• Car seat donations

And many more….

Presenter
Presentation Notes
This list should be viewed directly from the Excel volunteer assignment worksheet.

Volunteerism and community funding have always been used to address social determinants of health.  It is VERY important to note that every one of these programs existed way before this “new wave” of focus on Social Determinants of Health.  The programs  were developed to address unfunded social needs that affected our patients’ health and were obstacles to their recovery/well-being.

Angel Flights
Books for Babies
Car seat donation
Career exploration
Carewear
Clothes closet
Community garden
Community health and literacy center
Community Health Worker (Promotores)
Community organizations active in disaster
Computer loaner/donation program
Congregational health
Contact tracing
Discharge follow-up/home alone
Discharge with Dignity
Domestic violence support
Durable medical equipment recycling/cleaning
ElderLife
Emergency alert system loan/donation
Fee clinic
Food as Medicine
Food bank
Friendly visitors
Health coach
Health literacy educator
Home nursing/care/companions
Knots of Love
Mended Hearts
MOM Mobile
Music Therapy
Neighbors Helping Neighbors
No One Dies Alone
Organ donation
Patient transport
Prescription support
Project Linus
Reach to Recovery
Recuperative housing/care
Resource Centers (women, cancer, etc)
Safe Harbor
Safe Surrender
Seat belt safety
Support groups
Tot Track
Vaccine Ambassador
Van transport 
Vials of Life
Volunteers in Medicine
   






Partners in Volunteerism

• AARP
• 211
• American (health issue) Association 
• American Red Cross
• Feeding America
• Habitat for Humanity
• Health Leads
• Local schools, businesses, faith 

communities, government
• National Alliance on Mental Illness
• National Volunteer Caregiving Network
• National Volunteer Transportation 

Center
• Partners in Health
• Public Health Office
• United Way International
• Voluntary Organizations Active in 

Disaster (VOAD)

Ideas To Action!

Presenter
Presentation Notes

This list is tiny.  DO NOT BRANCH OUTSIDE YOUR ORGANIZATION UNTIL YOU HAVE RESEARCHED INTERNAL COMMUNITY PARTNERSHIPS ALREADY IN PLAY.  Remember, integration and alignment are key to your success.

To start, refer to your organization’s community benefit, community health and education, and/or determinants of health cohort leaders for their partners list.  Also, check in with your foundations/fundraisers to see if they are funding any community programs.  If you have a medical education department, see if they are serving any community organizations.  If you are university-based, do all of the above PLUS check with Human Resources, Allied Health and Nursing program cohort leaders.

Refer to process flow in Plan.Do.Check.Act.

At minimum, sign up on their mailing lists and follow them on social media

Pose question for chat room: who are your community partners in volunteerism?



https://www.aarp.org/
https://www.211.org/
https://www.redcross.org/volunteer/become-a-volunteer.html#step1
https://www.feedingamerica.org/
https://www.habitat.org/
https://healthleadsusa.org/
https://nami.org/home
https://nvcnetwork.org/wp/
https://ctaa.org/national-volunteer-transportation-center/
https://www.pih.org/
https://www.hhs.gov/ash/public-health-offices/index.html
https://www.unitedway.org/
https://www.nvoad.org/


Ideas To Action!
• Acquire funds to support every 

unfunded SDOH program $$$$
• Create a Volunteer SDOH 

Committee
• Advocate for a volunteerism 

representative on all 
organizational SDOH/DOH 
committees

Presenter
Presentation Notes
Unfunded SDOH programs are not sustainable until when/if healthcare payment system changes.  No time to wait for government – find a way now to create, partner, fund, manage, and sustain your organization’s volunteer SDOH programs.



This work takes a 
lifetime of 

commitment

Take your time

Ideas To Action!
COURAGE

Presenter
Presentation Notes
Joan: Have courage.
Take your time…this is not a sprint.
Unabashedly promote volunteerism.
Keep holding your colleagues accountable for meeting the mark.




Define your department’s data 
integration path(s) into your 
hospital’s Enterprise 
Resource Planning 
System.

Ideas To Action!

Presenter
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Joan:

Integration - You and your work/department/volunteers are invisible unless you can feed data into your hospital’s Enterprise Resource Planning systems.  Without the ability to do so, you do not exist. 

Key to success: integration of volunteer information into your organization’s EHR/EPR using real-time communication, data interface, and mobile apps.




Rethink and align 
everyday VRD practices 
with SDOH. 
(We have a .xlsx that might help. Download here).

Ideas To Action!

Presenter
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Joan:

Align Volunteer Resource Department (VRD) policies and practices to ensure that they align with and advance SDOH processes and result in key VRD policies and practices that are aligned with a quality improvement driven culture such as:
Recruitment, new volunteer orientation, job descriptions, expectations and performance review, performance management and accountability, training, annual performance review, reward and recognition, volunteer engagement processes, and volunteer communication. 
Standardized behavior-based interview process using competency- based questions, a standard form, and a standard peer engagement process.


https://docs.google.com/spreadsheets/d/1iLhJt_NZlxTa_EWR-wPZLzg2CDC0_Sbw/edit?usp=sharing&ouid=113586828651067122721&rtpof=true&sd=true
https://docs.google.com/spreadsheets/d/1iLhJt_NZlxTa_EWR-wPZLzg2CDC0_Sbw/edit?usp=sharing&ouid=113586828651067122721&rtpof=true&sd=true


Talk to VSys about:

• Definition tables
• Placement 

names/categories
• Placements options
• Placement groupings
• Integrations

Ideas To Action!

Presenter
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Todd would you please review using a SDOH program administration lens and update as needed?


Joan

To assist you along your journey, talk to your vendor... could be Vsys, could be your POS system, could be your annual report, could be (name other tracking systems you use)
VSys Tools for Recording/Reporting

Job tags:
Alignment to initiatives (or HCAHPS).
Reports to hours, positions, assignments.
Accounts/outcomes (metrics):
Counts of things tied to hours
Custom fields:
Text, date, multiple choice options tied to hours


Definition table where the placements are defined and�grouped. 
For each position there are options for requirements,�categorization, dollar value, position description text, etc. 
Then those placements can be grouped as makes sense for the organization -department, location, category. 
The program names/categories are defined by each customer. 




What is YOUR Journey Map?

Presenter
Presentation Notes
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Dana – might cue Todd, too, if we have time.

Develop and deploy toolkits for quality/process improvement and standardization across the enterprise.  ….and ultimately the quality/process improvement and standardization across your  enterprise.





• A Framework for Educating Health Professionals to Address the 
Social Determinants of Health

• A Playbook for Fostering Hospital-Community Partnerships to 
Build a Culture of Health

• Addressing Chronic Disease through Community Health 
Workers – A Policy and Systems Level Approach

• American Hospital Association: Social Determinants of Health
• Bridging the Divide Between Volunteer Management and 

Community Organizing
• Camden Coalition of Healthcare Providers
• Cityhealthdashboard.com
• Engaging Healthcare Volunteers to Pursue the Triple Aim

Additional Resources

Presenter
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Dana & Joan

IF there is time, a little Q&A with attendees via chat box.

Also mention : Health and Human Services Office of the National Coordinator for Health Information Technology

https://www.ncbi.nlm.nih.gov/books/NBK395983/
https://www.aha.org/ahahret-guides/2017-07-27-playbook-fostering-hospital-community-partnerships-build-culture-health
https://www.cdc.gov/dhdsp/docs/chw_brief.pdf
https://www.aha.org/social-determinants-health/populationcommunity-health/community-partnerships
https://engagejournal.org/volume-xvi-issue-1-october-january-2016/feature-articles/How_They_Overlap
https://camdenhealth.org/
https://www.cityhealthdashboard.com/
https://www.aha.org/system/files/2018-03/17engagingvolunteerstripleaim.pdf


(Continued)
• FindHelp: Our Social Care Network (formerly Aunt Bertha)
• Healthcare Anchor Network: A growing national collaboration of 

65+ leading healthcare systems building more inclusive and 
sustainable local economies

• Parish Nurse Volunteer Program
• PeopleKnowHow.org
• Social Determinants of Health: Overcoming the Greatest Barriers 

to Patient Care
• The National Center for Complex Health and Social Needs
• The World Health Organization
• Volunteers in Medicine

Additional Resources
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Dana & Joan

IF there is time, a little Q&A with attendees via chat box.

Also mention : Health and Human Services Office of the National Coordinator for Health Information Technology

https://company.findhelp.com/our-solutions/network/
https://healthcareanchor.network/
https://www.rwjf.org/en/library/research/2012/08/nurturing-body--mind--and-spirit.html
https://peopleknowhow.org/
https://healthleadsusa.org/resources/social-determinants-of-health-overcoming-the-greatest-barriers-to-patient-care/
https://www.nationalcomplex.care/
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://vimamerica.org/


Joan Cardellino
Joan.Cardellino@gmail.com

Visit the VSys Voices Webpage
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Dana, Joan & Todd

The resources on the Voices page [TODD navigate to this] are there for you, including the alignment chart and this presentation and some additional materials available for you within a week so please check back soon! If you’d like us to email these to you directly just put your address in chat. Finally, we’re happy to talk with you directly anytime. Just email Todd at tmcmullin@vsysone.com or Lisa at llavigna@vsysone.com. 




mailto:Joan.Cardellino@gmail.com
https://www.vsysone.com/pages/voices
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