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Impact of Different Factors on Risk of Premature Death
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FIGURE 1.2: The COPC Process
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Figure 1. A framework for integrating social determinants of health (SDH) into primary care.
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Social determinants of health significantly impact morbidity and mortality; however, physicians lack ready access 10 this information
in patient care and population management. Just as traditional vital signs give providers a biometric assessment of any patient,
«community vital signs” (Community V/S) can provide an aggregated overview of the social and environmental factors impacting pa-
tient health. Knowing community VS could inform clinical recommendations for individual patients, facilitate referrals 0 community
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Making SDH data easier to digest for the providere

Table 3.4: Low Resource Deficit, Low Community Deficit
Social

Disadvantage

Index

L M
Neighborhood Disadvantage Index
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Ripple of Hope: Redux

“If you think you are too small to be effective, you
have never been in bed with a mosquito”
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