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Purpose of Module
This module contains a high-level overview of the social determinants of health (SDOH) related to hypertension,
diabetes, health outcomes, and ways that providers can address SDOH through patient assessment. It is meant
to be used to promote and improve your clinic or hospital quality improvement efforts.
Sections are highlighted according to DATA - Define, Assess, Tools, and Act:

DEFINE

What are SDOH? Why are they important to clinicians, healthcare organizations, and
patients?

ASSESS

What are the SDOH to consider and why? How can assessment be incorporated into a
busy medical practice?

TOOLS

What are the elements of the PRAPARE SDOH tool?

ACT

How can SDOH data be analyzed? What actionable steps can be taken to meet
identified needs?

Please note: Guidelines and recommendations referenced in this module are to be used along with
physician/clinician judgment and based on individual patients’ unique needs and circumstances.

DEFINE
What are social determinants of health?
According to the Centers for Disease Control and
Prevention (CDC), SDOH are the conditions in the places
where people live, learn, work and play, which affect a
wide range of health risks and outcomes. Examples of
SDOH include safe and affordable housing, access to
education, public safety, availability of healthy foods,
local emergency/health services, and environments free
of life-threatening toxins.
Source: Healthy People 2020

These factors exist “upstream” in that they occur and
inter-relate with each other to ultimately influence characteristics that manifest “downstream,” such as
health behaviors, health conditions, and health outcomes.
Healthy People 2020 highlights the importance of addressing SDOH by including “create social and
physical environments that create good health for all” as one of its overarching goals.

3

Healthcare must look inward to better address social determinants of health
In this December 2019 article from Fierce Healthcare, Donald Berwick,
president emeritus and senior fellow at the Institute for Healthcare
Improvement, describes the need to tackle social issues inextricably linked to
healthcare outcomes as a “moral imperative.”

How do SDOH assessments benefit patients?
Primary care providers and care teams are essential to optimizing
health for their patients by providing evidence-based, patient centered
care in medical homes. However, most providers are also intuitively
aware of the impact of SDOH on their patients. In fact, the Robert
Wood Johnson Foundation estimates that only 20% of health outcomes
can be attributed to clinical care, with the remaining 80% attributable
to upstream factors such as social and economic factors and health
behaviors.
When providers collect SDOH data, they get a clearer picture of the
needs of their patients both individually and as a population. Tools
and strategies can then be implemented to identify the upstream
socioeconomic drivers of poor outcomes and higher cost. Providers can use this data to transform care
with integrated services to meet the needs of patients.
SDOH data can help reduce disparities in care. As the American Medical Association points out,
“ensuring patients get equitable care is difficult if you aren’t sure who your patients really are.” That is
why its Commission to End Health Care Disparities is investigating best practices in collecting race,
ethnicity, and preferred language data from patients in ambulatory settings with the goal of integrating
services to meet identified needs of patients.
Primary care providers can help their patients and communities achieve improved outcomes by serving
as integrators among clinical care, public health, behavioral health, and community-based services.
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How do social determinant risks relate to clinical outcomes?
The NACHC PRAPARE pilot analyzed the relationship between SDOH and outcomes and found:
•
•
•
•
•

There is a positive correlation between the number of social
determinant risks a patient faces and having hypertension.
Stress levels affect the likelihood of having hypertension
control.
Patients’ ability to afford medicine affects the likelihood of
having diabetes control.
Patients with uncontrolled diabetes experience a greater
number of SDOH risks than those with controlled diabetes.
More complex patients face upward of 10 social determinant
risks.

SDOH Risk

Patients with Controlled
Diabetes

Patients with
Uncontrolled Diabetes

Stress

17%

33%

Food insecurity

13%

20%

Lack of housing

7%

12%

SPOTLIGHT: SDOH Scientific Statement from AHA
In 2015 the AHA published “Social Determinants of Risk
and Outcomes for Cardiovascular Disease,” in the
journal Circulation. This scientific statement noted the
consistent evidence of association of early-life
socioeconomic factors on the development of
conventional cardiovascular disease (CVD) risk factors,
such as blood pressure, lipid levels, BMI, smoking,
physical activity, and alcohol consumption.
More evidence is needed to determine the effect of
upward/downward socioeconomic mobility on CVD risk.

Although social determinants are most
often invoked in discussions of inequalities
or disparities in health, AHA takes a
broader view that social factors can and do
affect cardiovascular health in all. Thus,
they stated that “a consideration of the
role of social determinants is essential if
we are to achieve the American Heart
Association 2020 Impact Goals: to improve
cardiovascular health of all Americans by
20% while reducing deaths from CVD and
stroke by 20%.”
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How does SDOH assessment benefit providers and practices?
With the proliferation of value-based payment models, providers are increasingly held accountable for
reaching population health goals and lowering costs. To achieve these goals and be successful in the
value-based environment, providers need to better understand their patients’ health behaviors, health
outcomes, and health costs. They can use these data to demonstrate the value they bring to patients,
communities, and payers, achieving the goals of the Quadruple Aim of better health, lower cost, and
improved patient and staff experience. Over time, these data can also build the evidence base needed
to support holistic care that goes beyond the medical model and to advocate for policies that support
upstream community change.
In practical terms, collecting SDOH data helps providers to:
•
•

•

Improve clinical decision making. For example, patient race and ethnicity are important for
prescribing certain medications and determining when to initiate certain screenings.
Analyze differences in healthcare utilization and quality of care across different populations.
Data can be used to examine and stratify patient outcomes, diagnoses, and quality measures.
For example, data can be used to create a dashboard indicating the incidence of cancer among
specific populations.
Develop quality improvement initiatives that focus on identified & prioritized health care needs.
In the example of cancer incidence, interventions could include culturally relevant outreach
communications about preventive services. Collaboration with other health care providers and
community organizations can lead to specific action plans to eliminate health disparities.

What if we do not have the resources or services to
address identified SDOH needs?
Remember that your organization has to start somewhere, and data
collection is the first step. Collecting data on SDOH will help you figure
out if services can be provided in house and to which patients in order
to improve outcomes by uncovering root causes of health conditions
and health behaviors. For services that the organization cannot
provide in-house, the data will help inform which community
organizations you might partner with for needed services.
Source: NACHC PRAPARE Toolkit
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Pennsylvania Population Statistics
Below are some population statistics for Pennsylvania from U.S. Census Quick Facts.
Age (% > 65 years)

18.2%

Race (% white)

81.8%

Ethnicity (% Hispanic)

7.6%

Disability (% < 65 years)

9.8%

Median household income

$59,445

Proportion in poverty

12.2%

High school graduation

90.2%

Why are these statistics important?
Statistics like age, sex, income and education are part
of the Social Determinants of Health.
These factors have been shown to affect a person’s
health outcomes. Understanding these factors can
help organizations like the Delaware Division of Public
Health improve health for each citizen of our state.

Taking a Closer Look at Those with Chronic Conditions in Pennsylvania
Hypertension, high cholesterol, and diabetes are all risk factors for heart disease. These factors are often
related to and confounded by social determinants of health. According to the Pennsylvania Department
of Health, four of the top five leading causes of death among all Pennsylvanians are heart disease
related. For women, heart disease related deaths accounted for nearly 78% of all deaths in 2017, and for
black women, that number was close to 81%. However, that number is down from nearly 85% in 2013.
The Centers for Disease Control and Prevention (CDC) lists these conditions as the leading causes of
death in Pennsylvania in 2017:

Number
#1
#4
#7

Condition

Heart Disease
Stroke
Diabetes

Deaths

PA Rank in U.S.*

Urban PA

Rural PA

32,312
6,700
3,704

14th
30th
27th (tie)

*State ranking, per capita, from highest to lowest
Specific considerations for rural Pennsylvanians:
Poverty rate, 2018
Lack of high school diploma, 2014-2018
Unemployment rate, 2015

12.1%
9.6%
4.2%

13.6%
11.4%
4.8%
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ASSESS
Traditional ways of identifying complex patients are grounded in the
“downstream” medical model in terms of number of chronic conditions,
health outcomes, and hospital and Emergency Department (ED) utilization.
Because the social determinants influence such downstream factors, they
should be included in how providers identify and treat complex patients.
Care teams must have an understanding of their patients’ complexity—both
clinically and non-clinically--in order to make informed care decisions that are
patient-centered and interventions that are appropriately tailored. But what
data should be collected? How should it be used? And how can this process
be integrated into a busy clinical practice?

Data Collection
Some of the significant SDOH measures to be considered include:
•
•
•
•
•

Personal characteristics, such as race and ethnicity, language preference and veteran status
Family and home, such as housing status and stability, as well as neighborhood safety
Income and resources, including education, employment, insurance status, income, material
security, and transportation needs
Social and emotional health, with social integration and support, and reported stress
Other factors, such as incarceration history, refugee status, safety and domestic violence

Leverage the Care Team
Busy practices can customize SDOH data collection and
integrate both clinical and non-clinical staff to optimize
processes. Data can be collected in a number of ways, at the
point in the workflow and by the staff members you deem
most appropriate. Systemizing the process begins by
defining clear guidelines on roles and responsibilities. Below
are some examples:
•
•

Some practices request patients to complete questionnaires prior to the visit using the patient
portal, email, or standard mail.
Some organizations collect data at primary care visits using paper surveys filled out by patients
in waiting areas. Front office staff can distribute the questionnaire to patients, schedule or
arrange for appointments with community-based resources, and follow up with patients to
remind them of appointments with community-based resources.
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•

•

•

Other practices rely on clinical staff verbally interviewing patients, entering data directly into the
electronic health record (EHR) where the tool can be integrated. Nurses, physician assistants
and/or health educators can assess patients’ SDOH needs and their readiness to find help. They
can provide counseling on strategies to overcome barriers and reduce stress.
Some providers prefer to use the assessment tools themselves, capitalizing on the trusted
relationships built with patients. They can deliver strong, personalized messages about preferred
resources and follow up about patient experiences. Providers can refer patients to other team
members for supplemental counseling and referral, using a warm hand-off when possible.
Administrative staff can support integration of SDOH tools into the EHR, arrange for staff
training, ensure data are tracked for evaluation, and communicate outcomes to other members
of the health care team.

Make an Implementation Plan
The American Academy of Family Physicians recommends a teambased approach for addressing social determinants of health in
primary care and suggests a SDOH implementation plan that
includes:
•

•

•

•

Planning tasks, such as evaluating patient flow and staff
workflow, defining your system and making team
assignments
Establishing a culture of health equity, with training for
patients to better understand why the data are requested
and training for staff about the impact of SDOH, health literacy and cultural proficiency
Implementation tasks, such as:
o Selecting an assessment tool
o Integrating the selected tool into the EHR or developing an alternate documentation
process
o If implementing a pilot or focused intervention, identifying a target population for
screening
o Providing staff training on new protocols
o Creating a list of community-based resources or using the 211-dialing code
Ongoing tasks, including screening patients, matching needs to available resources, making
referrals, following up, and monitoring measures of success
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Tips for Integrating SDOH Assessment into Workflow
•
•
•
•
•

To minimize extending time to patient visits, utilize time when patients would otherwise be
waiting, such as in the reception area, or waiting for the provider in the exam room
Consider incorporating the assessment into other data collection or assessments, such as
patient intake, depression screening, etc.
Schedule sufficient time to respond to needs, including warm handoffs to referrals in a
community resource guide where possible
Create a reminder in the EHR for staff to complete the assessment
Ensure that all staff working with the patient can access the SDOH assessment so the patient is
not asked for sensitive information multiple times

Accountable Health Communities Model
In an effort to reduce expenditures and improve health outcomes, the Centers for Medicare & Medicaid
Services (CMS) is testing the Accountable Health Communities Model, which includes SDOH. The model
is based on emerging evidence that shows addressing health-related social needs through enhanced
clinical-community links can improve health outcomes and reduce costs. The model helps to foster
innovation to support connections between care, food and housing for patients in need.

How Early Adopter ACOs Integrated Social Services with Medical Care
Upstream with a small paddle: How ACOs are working against the current to
meet patients’ social needs, from the February 2020 issues of Health Affairs, is
an article that describes the experience of early adopter ACOs in integrating
social services with medical care.

TOOLS
PRAPARE Tool for SDOH Assessment
The Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences, or PRAPARE tool,
is a 21-question patient SDOH assessment. It was created by the National Association of Community
Health Centers (NACHC), The Association of Asian Pacific Community Health Organizations (AAPCHO)
and the Oregon Primary Care Association (OPCA). PRAPARE is a national effort to help health centers
and other providers collect and apply the data they need to better understand their patients’ SDOH. It is
both a standardized patient social assessment tool consisting of a set of national core measures as well
as a process for addressing the social determinants of health at both the patient and population health
levels. By using PRAPARE, providers can better target clinical and non-clinical care, often in partnership
with other community based organizations, to drive care transformation and delivery system integration
as well as improved health and cost reductions.
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The PRAPARE tool is evidence-based and tested/vetted by staff and patients
in the field. It is patient-centered, actionable and can be adapted to fit within
any workflow. The PRAPARE Implementation and Action Toolkit provides
abundant free resources to help practices understand, plan, train, implement,
analyze, and respond to SDOH data. These proven tools are designed to
support practices in every phase of SDOH work and include:
•
•
•
•
•
•

•
•
•
•
•

The PRAPARE
The PRAPARE Readiness Assessment Tool
Implementation
Implementation Strategy Work Plan; work plan to document tasks,
and Action Toolkit
roles and responsibilities, and report on progress
provides abundant
The patient assessment tool, available in paper or for integration into
free resources to
some EHRs
help practices
Translated versions of the patient assessment in 10 languages with
understand, plan,
additional under development
train, implement,
analyze, and
Multiple workflow aids adaptable to your practice and preferences
respond to SDOH
EHR templates for Cerner, eClinicalWorks, Epic, Centricity, and
data.
NextGen, with more to come (signed End User License Agreement
required to access)
Excel data collection templates for practices on other EHRs
When integrated into the EHR, PRAPARE automatically links to relevant ICD-10 Z codes (where
applicable) that can be added to the diagnostic or problem list
Free webinars and sample staff trainings available on the PRAPARE YouTube Channel
Aids to develop a data strategy, including goal setting; data documentation, coding, and
reporting; analysis methods; and data sharing and integration
Suggestions for developing resources to respond to identified SDOH needs, including how to
build partnerships with community resources

PRAPARE 101 Webinar
PRAPARE 101 is a free one-hour webinar that describes the tool, its
development and evidence base. The webinar will help providers
understand the PRAPARE process, how it can be used, and how
PRAPARE data can add value to existing efforts.
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ICD-10 Z Codes: Linking SDOH to Diagnoses/Problem Lists
According to the American Hospital Association, one tool available to capture data on the social needs of
patients is the ICD-10 Z codes, which identify non-medical factors that may influence a patient’s health
status. Existing Z codes identify issues related to a patient’s socioeconomic situation, including
education and literacy, employment, housing, lack of adequate food or water or occupational exposure
to risk factors like dust, radiation, or toxic agents. Using Z codes allows for better tracking needs and
identification of solutions to improve community health.
AHA notes that any clinician involved in a patient’s care can document a patient’s social needs,
according to a 2018 coding rules clarification. “Clinician” is defined here as anyone who meets the
requirements to document in the official medical record, including but not limited to social workers,
community health workers, case managers, nurses, or other providers.

ICD-10-CM Code
Category

Z55 – Problems r/t
education and literacy
Z56 – Problems r/t
employment and
unemployment

Z57 – Occupational
exposure to risk factors
Z59 – Problems r/t housing
and economic
circumstances
Z60 – Problems r/t social
environment
Z62 – Problems r/t
upbringing

Z63 – Problems r/t primary
support group, including
family circumstances

Problems/Risk Factors Included in Category
Illiteracy, schooling unavailable, underachievement in a school,
educational maladjustment and discord with teachers and
classmates.
Unemployment, change of job, threat of job loss, stressful work
schedule, discord with boss and workmates, uncongenial work
environment, sexual harassment on the job, and military deployment
status.
Occupational exposure to noise, radiation, dust, environmental
tobacco smoke, toxic agents in agriculture, toxic agents in other
industries, extreme temperature, and vibration.
Homelessness, inadequate housing, discord with neighbors, lodgers
and landlord, problems related to living in residential institutions,
lack of adequate food and safe drinking water, extreme poverty, low
income, insufficient social insurance and welfare support.
Adjustment to life-cycle transitions, living alone, acculturation difficulty,
social exclusion and rejection, target of adverse discrimination and
persecution.
Inadequate parental supervision and control, parental
overprotection, upbringing away from parents, child in welfare
custody, institutional upbringing, hostility toward and scapegoating
of child, inappropriate excessive parental pressure, personal history
of abuse in childhood, personal history of neglect in childhood,
Z62.819 Personal history of unspecified abuse in childhood, Parentchild conflict, and sibling rivalry.
Absence of family member, disappearance and death of family
member, disruption of family by separation and divorce, dependent
relative needing care at home, stressful life events affecting family
and household, stress on family due to return of family member from
military deployment, alcoholism and drug addiction in family.
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Note: The PRAPARE tool, when integrated into the EHR, automatically links to relevant
ICD-10 Z codes (where applicable) that can be added to the diagnostic or problem list.

ACT
Once your practice has collected SDOH data, it is important to analyze findings and develop action plans
to respond to identified needs specific to your population.

Data Analysis
To understand if your SDOH screening is being implemented effectively at
your practice, you must evaluate your data and data collection process.
PRAPARE describes evaluation as “an ongoing process in which
quantitative or qualitative data may be used to assess whether the
program is being implemented effectively. It is a systematic method for
collecting, analyzing, and using information to answer questions about the
effectiveness and efficiency of the implementation.” For example, you will
want to determine whether you are reaching your targeted population,
whether your practice is implementing the tools as intended in your
workflow, and whether patients are receiving the intended services. Strategies and tools that can be
used include:
•
•
•

Data validation to understand how well the process is capturing accurate and meaningful
information
Stakeholder interviews – including patients and executive leadership
Staff process evaluation surveys

Samples are included in the PRAPARE Implementation and Action Toolkit.

Building Capacity to Respond to Identified Social Needs
Once you have implemented SDOH screening and identified social risks impacting your patient
population, it is important to have a plan for action to meet the needs. But where should you begin?
While understanding the SDOH needs may assist in understanding patient stressors, having a
mechanism to assist with a need will provide more benefit to the patient, the clinician and the
community.
Every patient, practice and community is different, and there is no one-size-fits-all approach to
addressing social needs. Inclusion of a social worker or community health worker in the care team is
helpful but not essential to provide appropriate community referrals.
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You may need to build capacity to address the social determinants of health before actual interventions
can be developed.
Consider your internal capacity in the following domains:
•
•

•

People – Do you have staff dedicated to SDOH initiatives?
Processes – Are referral workflows in place to connect patients with resources? Has your
practice formed partnerships with external organizations, such as state service centers or food
banks?
Technology – Does your EHR support or systematize social services? Can data be shared with
external organizations?

How a New Wave of Technology Startups is Tackling Social Determinants of Health Challenges
As the impact of SDOH becomes more widely recognized, a new wave of technology
startups is tackling the challenges in innovative and exciting ways, as described in
this February 2020 article from Fierce Healthcare.

Pennsylvania Resources to Help You Get Started
•
•
•
•
•
•

Supplemental Nutrition Assistance Program Education (PA SNAP-Ed)
Expanded Food and Nutrition Education Program (EFNEP)
211 Helpline Center – United Way of Pennsylvania
Pennsylvania Department of Human Services
Pennsylvania Department of Aging
Pennsylvania Food Pantries

Additional Resources
Aunt Bertha: Aunt Bertha is a free online social services
search engine. It lists available services, including food,
housing, transportation, health care, finances, education,
employment, legal aid, and goods/supplies. The services
are based on zip code and allow for electronic referrals.
State Public Health Departments and Resources: The
Centers for Disease Control and Prevention (CDC) offers
public health resources to connect with your state and/or
local agencies and find useful community resources.
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U.S. Department of Health and Human Service Community Guide: The Community Guide offers
community stakeholders tools and resources that aim to improve population and community health.
Community Tool Box: The Community Tool Box is a free online resource with tools for learning and
assessing community needs and resources, addressing social determinants of health, engaging
stakeholders, action planning, building leadership, improving cultural competency, planning an
evaluation, and sustaining efforts over time.

American Hospital Association Resources
•

•
•

•

Screening for Social Needs: Guiding Care Teams to Engage Patients: This tool helps facilitate
sensitive conversations with patients about their nonmedical needs that may be a barrier to
good health.
Addressing Social Determinants of Health Presentation: This adaptable presentation deck gives
you the tools and talking points to start the social determinants of health discussion.
Social Determinants of Health Curriculum for Clinicians: To help clinicians address social
determinants, the AHA’s Physician Alliance created a web-based virtual expedition to train and
equip staff with how-to actions and companion resources.
The Value Initiative Issue Brief 3: Connecting the Dots: Value and Health Equity: This issue brief
frames the connection between equity and value and affordability.

Success Stories
•

Visit the Medical Society of Pennsylvania’s Building Healthy Communities page to:
o View a two-minute video in which Theodore Christopher, MD, Past President of the PA
Medical Society, discusses how PA hospitals and medical practices are exploring ways to
partner with social services to ensure patients gain the support they need and
physicians can provide more effective care.
o Learn how a Pittsburgh-area family physician makes the business case for SDOH, noting
that partnering with agencies such as United Way can promote healthier home
environments and decrease hospital readmissions.
o View a video describing how Meals on Wheels Pittsburgh incorporates technology in the
form of a mobile app to connect senior
citizens in need to medical professionals. This
enables them to maintain independence,
remain in their own homes, and prevent
avoidable hospitalizations, ER visits and
lengthy nursing home admissions.
o Read about the efforts at Penn Medicine
Lancaster General Health to screen patients
and connect those in need to organizations
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•

•

•

that have the ability to assist them.
o Discover how the Hospital and Healthsystem Association of Pennsylvania partnered with
Philadelphia-area hospitals and nonprofits to create a model for identifying patients
who suffer from food insecurity and connect them to resources.
This 2019 Modern Healthcare article describes how Uber and Lyft are helping providers address
transportation needs for patients. Both of the ride-sharing services are offering non-emergency
medical transportation. In some cases, providers can schedule rides directly from the ER.
These case studies detail the experience of eight California health centers successfully
implementing the PRAPARE tool with different populations. Each case study includes what went
well, impacts, and next steps.
This compilation from NACHC showcases ten health centers from around the nation and their
innovative programs to serve the veteran patient population, to advance collaboration with the
Veterans Administration, and to support providers and workforce in caring for veterans and
their families.
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Workflow Modifications: Actions Your Practice Can Take
to Improve Social Determinants of Health Assessment
As an active participant in our Hypertension, Diabetes and Cholesterol project, Quality Insights is
requesting that your practice implement at least ONE workflow improvement related to social
determinants of health (SDOH) assessment.
Quality Insights is available to support your workflow modification efforts – at NO COST to your
practice. Please contact your Quality Insights Practice Transformation Specialist if any of the below
workflow modifications and/or training opportunities are of interest to your practice.

Electronic Health Record (EHR) Actions
•

•
•

Assess your EHR’s capability of running reports
based on clinical quality measures. Determine
ability to report at race and ethnicity levels.
Explore your EHR’s ability to integrate with the
PRAPARE SDOH assessment tool.
Develop and implement structured data fields to
track referrals to community resources and ensure
feedback is received.
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Protocol & Workflow Actions
•
•

•
•
•
•

Collect race, ethnicity, and preferred language data from your patients.
Identify other SDOH measures to help identify your patients’ social needs, such as housing
status and stability, neighborhood safety, income, educational attainment, transportation
needs, and employment.
Consider assessing social and emotional health measures such as social support and stress.
Determine implementation plan for SDOH assessment, including staff roles and training, team
communication, data collection and analysis.
Build workflows to connect patients with resources and follow up.
Develop external partnerships to enable warm hand-offs where possible.

Practice & Clinical Solutions
•

•
•

Initiate use of the PRAPARE tool as a standardized patient social assessment tool consisting of a
set of national core measures as well as a process for addressing SDOH at both the patient and
population levels.
Utilize ICD-10 Z codes to link SDOH to diagnoses/problem lists.
Build capacity to refer patients to social resources. Start with state-specific resources linked in
the learning module.

Patient Education Actions
•

•

Plan and implement communications with your patients to help them understand why they are
being asked about social determinants of health and ways in which they can benefit from the
assessment.
Survey patients to follow up and get feedback about their experiences with referrals

Please contact your Quality Insights Practice Transformation Specialist if you need assistance with
implementing any of these workflow modifications.

Funding provided by the Pennsylvania Department of Health through the Improving the Health of Americans
Through Prevention and Management of Diabetes and Heart Disease and Stroke federal grant from the Centers for
Disease Control and Prevention. Publication number PADOH-HD-060520A
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