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Map of life expectancy: disparities in New Orleans, Louisiana. NOTE: The average life expectancy gap for 
babies born to mothers in New Or- leans can reach up to 25 years. SOURCE: RWJF, 2013b. 
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Identified 900 plus 
patients who did not 

have cancer 
screening and 

arrangements being 
made for same

Raised close to $3  
million last year for OOP 

cost or free drugs; 
Created insurance fund 
and already supported 

20 plus patients

Pilot already in place 
with a large lab with 
purpose to identify 

gaps in germline tests; 
paper expected soon 

Three large studies; 
reached NGS 

testing rate to 80% 
plus

Have started 
multiple phased 

studies









10

Principal Illness Navigation (PIN)

Providing tailored support as needed to accomplish the practitioner’s treatment plan—post-
chemotherapy or post-office visit follow up for side effects management;
Providing the patient with information/resources to consider participation in clinical trials/research

Identifying or referring patient (and caregiver or family) to appropriate supporting services including 
community resources for SDOH

Helping the patient contextualize health education, patient’s treatment team with the patient’s 
individual needs, goals, preferences and SDOH need(s)

Calling patients to act on abnormal labs, schedule follow-up appointments or additional tests as well as 
appointment to see another MD
Follow up after an emergency department visit; or discharges from hospitals and/or other healthcare 
facilities

Health care access/health system navigation: coordinating receipt of needed services as well as 
scheduling appointment with other healthcare practitioners, providers and facilities; home and 
community-based service providers and caregiver education

Where services can be usedDocumentation requirements
Informed consent; verbal should suffice
Care plan:
Include cancer, stage and co-morbidity
Mention specific HrSN and SDOH
Any findings from ROS
Assessment and plan to include cancer, stage and co-
morbidity, Any findings from ROS
Assessment and plan to include patient-driven goals 
aiming for remission and/or palliation, reducing 
symptoms burden
Maintain quality of life, care coordination, 
monitoring labs and medication side effects on 
regular basis, care coordination with other 
providers. Patient and/or family input was 
considered in preparation of comprehensive care 
plan. 
Use CPT code G0023 for initial visit 60-minute time 
(care plan) and plan for monthly follow up 
(increment of 30-minute CPT code: G0024). For 
elaborate information PIN algorithm
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Community resource health integration

Z55 education and literacy: coordinate appropriate health education. Follow common algorithm per 
central box

Z59 housing and economics: financial assistance, shelter and other OOP costs

Z60 social environment: problems related to social environment. Connect patient to support groups

Z62 upbringing

Z57: occupational exposure to risk factors: connect patient to local county resources

Zcodes:

Z63 primary support group, including family circumstances: coordinate support groups

Z56 employment: connect patient to local resources

Documentation requirements
Informed consent; verbal should suffice
Care plan:
include cancer, stage and co-morbidity
Mention specific HrSN and SDOH
Any findings from ROS
Assessment and plan to include Assessment and plan 
to include what resources are provided and which 
entity; Plan to call monthly 
Maintain quality of life, care coordination, care 
coordination with other providers
Patient and/or family input was considered in 
preparation of comprehensive care plan.
Use CPT code G0136 once for SDoH ; G0019 for 
initial visit 60-minute time (care plan) and plan 
for monthly follow up (increment of 30-minute 
CPT code: G0020); For elaborate information see 
CHI algorithm
Even if patient does not need any help, please use 
G0136 for SDoH assessment once every six 
months


