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Overview

Source: Cigna Corporation, Bloomfield, CT; 

Advisory Board interviews and analysis.

How CareAllies Coordinates Interventions to Improve SDOH

The challenge

Social determinants of health (SDOH) have a major impact on people’s lives, 

including their well-being and quality of life—and differences in these factors 

across communities can contribute to wide health disparities. High poverty rates 

and inequitable distribution of resources in the Rio Grande Valley of Texas drew 

the attention of CareAllies and their independent physician association (IPA) 

client in the area—Valley Organized Physicians (VOP). 

The organization

CareAllies, a subsidiary of Cigna,  supports 66 provider organizations (over 455,000 

lives) to help simplify and accelerate growth in value-based care with solutions that 

help engage providers; optimize value-based contracts with multiple payers; and 

improve performance, efficiency and patient care. Working with VOP, an IPA 

located in the Rio Grande Valley in South Texas, CareAllies launched a pilot to 

better connect VOP’s patients to social resources in their community.

The approach

To help identify VOP patients’ social needs and connect them to appropriate 

educational resources and community-based organizations (CBOs), VOP and 

CareAllies launched an SDOH pilot program. CareAllies created a Health 

Advocate Team – an interdisciplinary team that includes social workers, nurses, 

and a registered dietician who limit the burden placed on practices by addressing 

needs in the patient population on behalf of the patient’s primary care physician.

The result

In 2020, more than 1,300 social needs (e.g. food access, financial assistance, 

transportation needs) were identified by the team. Multiple attempts were made 

to connect with patients, allowing the team to engage with 85% of the patients. 

The Health Advocate Team was able to address 97% of identified SDOH needs. 

The team continues to raise awareness around SDOH and build relationships in 

the community to increase engagement while identifying more resources to 

make a difference in the lives of VOP patients. 
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Approach

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis..

How CareAllies Coordinates Interventions to Improve SDOH

How CareAllies Approaches SDOH

CareAllies recognized that in the Rio Grande Valley community, the most 

immediate problem in addressing SDOH needs wasn’t the lack of relevant social 

resources, but the ability to link patients with organizations and partners they 

would trust. Despite the availability of certain resources, it was clear that 

managing all of these connections would be an enormous burden to place on 

providers and practices alone.

CareAllies’ SDOH partnership with VOP is successful for three main reasons. 

First, they utilize data and dedicated SDOH resources to support practices, 

avoiding additional burden. Second, the interdisciplinary team of Health 

Advocates has expertise, local knowledge and works closely with providers 

allowing them to identify and address SDOH needs in the best way possible. 

Third, the team follows through to close the loop and continuously reassesses 

processes to improve the program.

01 Proactive and Referral-Driven Outreach

02 Interdisciplinary Care Team

03 Tracking Outcomes
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Proactive and Referral-Driven 
Outreach01

CareAllies and VOP designed a pilot program to use data and analytics for 

proactive outreach to patients believed to have unaddressed social needs, while 

simultaneously fielding referrals from physicians. The pilot, now a fully-

implemented program, focuses on key SDOH areas to bridge the gap between 

patients and relevant resources and relies on CBOs and other partners to 

maximize access. Key areas include: food access, housing, financial assistance, 

social support, health education, psychosocial needs, and transportation.

The first step of a successful SDOH support program is to identify who in the 

population needs support—which can be more challenging than anticipated. 

CareAllies’ program finds VOP patients with SDOH issues by utilizing multiple 

sources of data and engaging in conversations at the point of care. Data and 

analytics are used for proactive outreach within VOP’s patient population, and 

physician-patient conversations lead to additional program referrals, which is an 

improved version of many common SDOH programs.

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis..
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1. PROACTIVE AND REFERRAL-DRIVEN OUTREACH

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis..

1. Protocol for Responding to and Assessing Patients’ 

Assets, Risks, and Experiences.

How CareAllies Coordinates Interventions to Improve SDOH

Referral-Driven Outreach

The CareAllies team fields referrals from internal sources like case managers, 

pharmacists, and medical directors, as well as external sources, like a patient’s 

PCP, who is seen as a key referral channel. CareAllies encourages VOP’s 

clinicians to utilize screening tools (like PRAPARE1) to identify SDOH needs and 

to inform patients of the CareAllies outreach. While patients may be suspicious 

of “out of the blue” outreach, they are more likely to accept help if their trusted 

PCP informs them of the call beforehand. This is a central concept to CareAllies’ 

program: build on trust where it already exists. 

Once a PCP screens a patient, they can use referral tools from CareAllies to 

connect the patient to the Health Advocate Team. Once the patient has been 

referred into the program, a CareAllies Health Advocate contacts the patient to 

perform a teleassessment designed to identify additional barriers and score 

patients based on SDOH needs and risk. The assessment helps the program’s 

staff better triage patients and link them to the appropriate interventions. 

PCP Screens for 

SDOH barriers and 

identifies a patient 

with needs

Patient referred to 

CareAllies Health 

Advocate Team 

CareAllies Health 

Advocate reaches 

out to patient on 

PCP’s behalf and 

performs SDOH 

assessment 

Patient is linked 

with resources 

available in their 

community

CareAllies team 

tracks outcomes 

until case can be 

closed

CareAllies Health Advocate Program Track
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1. PROACTIVE AND REFERRAL-DRIVEN OUTREACH

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis.
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Proactive Outreach

CareAllies also developed a proactive outreach system for patients with needs 

that aren’t detected through interactions with clinicians that identifies who might 

need help overcoming their SDOH barriers. 

The CareAllies Health Advocate Team developed this proactive outreach 

approach for several reasons. For PCPs, conversations about social needs can 

be difficult, taboo, or time-consuming, which makes it challenging to identify all 

patients with SDOH-related needs. In addition, patients may be hesitant to speak 

to their PCP about their needs or may not go to the PCP’s office at all; hence, 

many issues may go undetected.

In order to conduct this proactive outreach, CareAllies created a Whole Person 

Health Score algorithm used to prioritize patient outreach and predict success. 

The scoring algorithm is based on three main data sets: geographic information, 

individual data and future cost considerations. Not surprisingly, financial and 

economic factors play a significant role in the algorithm.

An analytics team is equipped to monitor data flows and identify appropriate 

outreach targets. This team identifies patients with predicted SDOH needs and 

stratifies these patients by their overall whole person health risk. 
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Interdisciplinary Care Team02
After identifying patients with social needs, the CareAllies team helps resolve 

their needs by educating them, sharing resources, and referring them to 

community resources. 

The program is operated by the Health Advocate Team, an interdisciplinary team 

of social workers, registered nurses, dieticians, licensed practical nurses, health 

equity consultants, pharmacists, and data and analytics experts. The program’s 

staff stresses cultural competency. Crucially, staff is hired from the community

and many speak Spanish to accommodate nearly 90% of the population that 

identifies as Hispanic in Hidalgo and Cameron counties. 

The teleassessment performed when patients are referred into the program 

mirrors existent screening tools like PRAPARE and helps glean more information 

for CareAllies and VOP to improve patient outcomes.

There is no “typical” case in terms of length or intervention, given that every 

patient has a unique set of needs that will need to be addressed. Generally, once 

the Health Advocate Team reaches out to a patient, connects the patient to a 

CBO or other resource, and confirms they’ve addressed the root problem of a 

patient’s SDOH issue – the case is closed. Should new SDOH needs arise in a 

patient who’s already gone through the program, a new case will be opened.

The program focuses on linking VOP patients with local resources in seven 

categories: food access, housing, financial assistance, social support, health 

education, transportation, and psychosocial needs

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis
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2. INTERDISCIPLINARY CARE TEAM

1. Name has been changed to protect the patient’s identity. 

How CareAllies Coordinates Interventions to Improve SDOH

Jane’s PCP was able to identify a barrier that could have been overlooked by 

data and analytics without considering the human perspective. In addition, 

CareAllies’ interdisciplinary staff experts were able to dig deeper, identifying 

additional barriers. By working together, utilizing both data and the physician-

patient relationship, the SDOH program has a more significant impact on health 

outcomes for VOP patients. 

• Jane has COPD. She’s single and lives with a 

roommate

• Jane was referred to the SDOH program after a 

conversation with her provider led to an 

understanding that her vehicle was stolen. Jane 

depends on her roommate for appointments, grocery 

store trips and all other errands

Background

• Jane was contacted by a CareAllies Health Advocate.

• The Health Advocate screens Jane for SDOH barriers 

and learned she also needed financial assistance, 

home modification, and disaster preparation 

Outreach and 

assessment

• Care Allies partnered with CBOs and connected Jane 

with a senior ride program, legal aid and emergency 

assistance.

• The health Advocate also helped Jane with her 

financial application. 

Connecting to 

resources

• Jane has reliable transportation to her appointments 

and will be contacted in case of an emergency or 

natural disaster.

• After review, her case was closed by the CareAllies

Health Advocate Team 

Follow up and 

tracking

Jane’s Journey: Real Patient Example1

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis

A real case example gives greater understanding of how the CareAllies

interdisciplinary team works in action.
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Tracking Outcomes03
CareAllies closely tracks patient outcomes and coordinates follow-up care with 

the patient’s PCP. The goal of the program isn’t just to connect patients with 

resources, but to also monitor the whole health of a patient and ensure referred 

resources are utilized properly. 

CareAllies gathers a myriad of data points throughout the care journey to 

optimize outreach and treatment of those patients in need, and then ensure 

those needs are being met. For example, the program carefully tracks the length 

of various processes throughout a patient’s care journey, from the identification 

of a need, to successful utilization of resources. This information is used by 

CareAllies to help identify trends and learn what works and what doesn’t, while 

establishing stronger relationships to better meet the needs of patients. 

Source: Cigna Corporation, Bloomfield, CT; Advisory Board interviews and analysis
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Results

CASE STUDY

• Does a reduction in identified needs mean the 

program is working?

• Does lower engagement indicate an increase in 

referrals for harder-to-reach patients?

• How many referrals were for new patients vs. 

closed cases where new barriers arose?

• Are there any trends that could help predict future 

SDOH needs? 

How CareAllies Coordinates Interventions to Improve SDOH

How we know it’s working

In 2020 CareAllies identitied more than 1,300 SDOH needs across VOP patients. 

The team was able to engage with 85% of the patients they reached out to and 

met 97% of the social needs of patients who were eligible and willing to 

participate. 

Early analysis of 2021 data showed fewer identified needs and lower 

engagement than the previous year; however, 98% of the needs were met for 

patients eligible and willing to participate. This raises the question – how should 

the success of an SDOH program be measured, and what can be learned by 

digging deeper?

CareAllies plans to continue to analyze available data to 

help answer questions like these to help shape the future of 

the program. In the meantime, the team continues to build 

relationships in the community and partner with providers to 

improve patient care. 

Rate of successful 

engagement through 

outreach to patients 

85%

Rate of social needs met 

for participating patients

97%

Source: Cigna Corporation, Bloomfield, CT; 

Advisory Board interviews and analysis
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LEGAL CAVEAT

Advisory Board has made efforts to verify the accuracy of the information it provides to members. This report relies on data obtained from many 

sources, however, and Advisory Board cannot guarantee the accuracy of the information provided or any analysis based thereon. In addition, 

Advisory Board is not in the business of giving legal, medical, accounting, or other professional advice, and its reports should not be construed as 

professional advice. In particular, members should not rely on any legal commentary in this report as a basis for action, or assume that any tactics 

described herein would be permitted by applicable law or appropriate for a given member’s situation. Members are advised to consult with 

appropriate professionals concerning legal, medical, tax, or accounting issues, before implementing any of these tactics. Neither Advisory Board 

nor its officers, directors, trustees, employees, and agents shall be liable for any claims, liabilities, or expenses relating to (a) any errors or 

omissions in this report, whether caused by Advisory Board or any of its employees or agents, or sources or other third parties, (b) any 

recommendation or graded ranking by Advisory Board, or (c) failure of member and its employees and agents to abide by the terms set forth herein.

Advisory Board and the “A” logo are registered trademarks of The Advisory Board Company in the United States and other countries. Members are 

not permitted to use these trademarks, or any other trademark, product name, service name, trade name, and logo of Advisory Board without prior 

written consent of Advisory Board. All other trademarks, product names, service names, trade names, and logos used within these pages are the 

property of their respective holders. Use of other company trademarks, product names, service names, trade names, and logos or images of the 

same does not necessarily constitute (a) an endorsement by such company of Advisory Board and its products and services, or (b) an 

endorsement of the company or its products or services by Advisory Board. Advisory Board is not affiliated with any such company.

IMPORTANT: Please read the following.

Advisory Board has prepared this report for the exclusive use of its members. Each member acknowledges and agrees that this report and

the information contained herein (collectively, the “Report”) are confidential and proprietary to Advisory Board. By accepting delivery of this Report, 

each member agrees to abide by the terms as stated herein, including the following:

1. Advisory Board owns all right, title, and interest in and to this Report. Except as stated herein, no right, license, permission, or interest of any 

kind in this Report is intended to be given, transferred to, or acquired by a member. Each member is authorized to use this Report only to the 

extent expressly authorized herein.

2. Each member shall not sell, license, republish, or post online or otherwise this Report, in part or in whole. Each member shall not disseminate 

or permit the use of, and shall take reasonable precautions to prevent such dissemination or use of, this Report by (a) any of its employees and 

agents (except as stated below), or (b) any third party.

3. Each member may make this Report available solely to those of its employees and agents who (a) are registered for the workshop or 

membership program of which this Report is a part, (b) require access to this Report in order to learn from the information described herein, 

and (c) agree not to disclose this Report to other employees or agents or any third party. Each member shall use, and shall ensure that its 

employees and agents use, this Report for its internal use only. Each member may make a limited number of copies, solely as adequate for 

use by its employees and agents in accordance with the terms herein.

4. Each member shall not remove from this Report any confidential markings, copyright notices, and/or other similar indicia herein.

5. Each member is responsible for any breach of its obligations as stated herein by any of its employees or agents.

6. If a member is unwilling to abide by any of the foregoing obligations, then such member shall promptly return this Report and all copies thereof 

to Advisory Board.
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