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Targeted Cities Data
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• Identify areas of concentration for uncompensated 
emergency care – patients, encounters and costs

• Evaluate, by city, the trend of uncompensated care since 
2020

One City At a Time | Phase 1 Reporting



• Evaluate conditions, SDOH, Demographics for patients 
with uncompensated care

• Identify socio-economic areas of high need

One City At a Time | Phase 1 Reporting



One City at a Time | Phase 2 Reporting



One City at a Time | Phase 2 Reporting



One City at a Time | Phase 2 Reporting



One City at a Time | Phase 2 Reporting



One City at a Time | What’s Next?

• Evaluate the impact of the interventions
• Did more patients become insured?  
• Did we reduce avoidable ED visits, admissions or readmissions?
• Have we reduced the percent of patients with SDOH risk?
• What was the impact on chronic condition prevalence?

• Calculate the ROI for the program
• Did we reduce the total cost of care?
• Should we expand the program



SDOH Hub and Impact
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SDOH | HUB Model – Coordinated Follow-up

All screening and referral information will be DOCUMENTED IN THE EHR.



Location August September October November December January February YTD
MRH 19 41 60 51 43 93 26 333

MHP 5 20 12 11 12 19 3 82

MHW 2 5 3 5 6 40 10 71

MHM 4 4 5 4 10 4 1 32

MRHS 9 8 10 12 21 20 6 86

MPH (Pop health) 5 3 3 2 13

Outpatient 
Behavioral Health 

Center
11 19 8 38

Other (Lake worth 
& MPCMV (mobile 

Van)
3 3

Total 39 78 95 97 114 189 46 658
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Housing 
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Food Insecurity
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SDOH-HUB INTERVENTION 
COMMUNITY REFERRALS YTD 2023-2024

SDOH Risk February Referrals YTD

Housing 29 303

Financial 
Resources

13 141

Food Insecurity 3 114

Utilities 10 122

Transportation 7 45

Programs & 
others

14 269

Total 76 994



Referrals to Programs & Others 
Programs & Others  August September October November December January February YTD

LivWell (chronic illness, frequent ED utilizers) 2 2 4 8 8 8 4 36
ALLIES (Senior program) 3 3 4 1 7 1 19

HITS (Medicaid, food stamps and  financial assistance MPC) 9 17 24 21 26 43 7 147

HEAL (trauma and case management services for Dania 
Beach & West Park)

1 1

Case management 5 5
YMCA diabetes program 2 1 1 2 6
Healthy Start program (maternal-child health) 2 1 1 2 6 
MOMS (maternal depression and related stressors) 5 5

SHINE (Medicare information network) 8 1 1 10
Legal Aid (POA& Disability) 1 4 1 1 1 8
High Impacto (HIV) 1 1 2

Counseling (Individual, group and/or family counseling) 2 3 1 1 7

West Palm Beach resources 1 1

Continuum Care (hospice) 1 1

Area on Aging in Broward County (long term care) 3 2 5

Broward County Property Appraiser 1 1

Veterans 1 1

Wheelchair (seniors' program) 1 1

Second Chance Society 1 3 4

Victim advocate-Hollywood Police Dept. 1 1

Victim Compensation Fund (Broward County) 1 1

State Attorneys office (Victim Advocate) 1 1

Total 34 33 46 32 43 67 14 269



Patient Story – SDOH Impact
• Patient:  A 48-year-old male with no significant past medical history presented to the ER with a complaint 

of chest pain
• The patient lost a week of work. He is self-employed, and his income decreased to cover his monthly 

expenses.
• Onsite assessment was completed and identified areas of need including:

• Food insecurity, Financial Resource Strain, and Utilities assistance 
• Interventions Provided:

• Goodman Jewish Family Services (rental assistance)
• WeCare Food Pantry
• Community Enhancement (food pantry delivery)
• LIHEAP (Low Income Home Energy Assistance Program)

• Outcomes:
• FPL bill was paid in Full
• Groceries were provided
• Receiving partial rental assistance



1.Access to Resources:  
The patient was connected to different resources available in the community and educated on how to 
engage these services independently.

2. Psychosocial Factors: 
The patient reduces his stress due to the intervention of the SDOH program through connecting pt with food 
and housing resources.

3. Healthcare Access and Quality: 
Primary care and cardiologist  appointments for continued care to prevent more emergency visits.

How did this patient improve through the SDOH Health Hub interventions?



Patient Impact



One City at a Time Kickoff in Hollywood



Financial Impact – Serving the Community 
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Membership
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Payor Mix 
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Un-Insured Membership & PMPM 
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• Un-Insured Membership & PMPM 

FY2015 FY2016 FY2017 FY2018 FY2019 FY2020 FY2021 FY2022 FY2023 FY2024
Projected

$509 $613 $752 $817 $772 $745 
$1,293 

$1,801 $2,137 $2,291 
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6,832 
6,287 

6,651 6,895 
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Uninsured PMPM Membership



Referrals
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Questions?
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