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Social Needs Data in the North State

County Food Insecurity Physical Inactivity Severe Housing Cost Children in Poverty

California 11% 18% 20% 16%

Del Norte 17% 33% 15% 26%

Humboldt 14% 16% 22% 21%

Lake 16% 23% 18% 25%

Lassen 13% 34% 13% 15%

Mendocino 14% 16% 21% 20%

Nevada 11% 14% 19% 14%

Shasta 14% 17% 19% 17%

Siskiyou 16% 25% 15% 26%

Source: County Health Rankings and Roadmaps, 2021; Rates shaded in green indicate higher than CA rate.



Income and Poverty

Rural communities have higher 
rates of poverty and income 
instability than more urban 
communities in Northern 
California

Source: https://www.neighborhoodatlas.medicine.wisc.edu/mapping



Screening for Social Needs

Identifying social needs and making referrals will play an increasingly 
important role in primary care:

● Social Determinants of Health (SDOH) projects and grants

● CalAIM Implementation - Enhanced Care Management (ECM), 
Community Supports

● Alternative Payment Methodology (APM) 
Readiness

● Enhanced care quality and improvement on 
Quality Incentive Program (QIP) 

● Improved encounter data



Social Needs - Core domains

Source: Health Leads Social Needs Screening Toolkit, www.healthleadsusa.org

http://www.healthleadsusa.org


Social Needs - Optional domains

Source: Health Leads Social Needs Screening Toolkit, www.healthleadsusa.org

http://www.healthleadsusa.org


Social Needs Screening in FQHCs

Source: https://www.sciencedirect.com/science/article/abs/pii/S0749379721006036 (2019)

● 71% of FQHCs nationally collect social risk data
○ 43% of FQHCs that screen for social needs use PRAPARE tool
○ 22% of FQHCs that screen for social needs use a non-standardized screener

● Smallest FQHCs were 14.3% less likely to screen for social needs compared to 
largest FQHCs

● FQHCs in states with active Medicaid ACO were 15.2% more likely to screen for 
social needs

● FQHCs that participated in a Medicaid managed care contract were 9.5% less 
likely to screen for social needs

https://www.sciencedirect.com/science/article/abs/pii/S0749379721006036


How Do SDOH Interventions Work?

Evidence is showing that SDOH interventions improve health and reduce 
healthcare costs by:

● Reducing patient social needs
● Improving care personalization and quality
● Reducing patient stress
● Increasing patient hope and optimism
● Reducing provider and staff burnout

And

Increased awareness of the prevalence of social needs may spur investments in 
community-based social services and resources.

Source: Fichtenberg et al. (2019). Improving Social Needs Intervention Research: Key Questions For Advancing the Field. 
Am J Prev Med. https://pubmed.ncbi.nlm.nih.gov/31753279/



Screening for Social Needs

Assess if patients 
want help addressing 
needs or any priority 
needs

Determine Patient 
Preference

Use a standardized 
tool or set of 
questions to assess 
social needs

Screen for Social 
Needs

Collect and analyze 
data to inform service 
delivery and to 
monitor quality

Monitor Screening 
and Referrals

Identify and refer patients 
to community services to 
address social needs

Connect Patients to 
Community Supports

What 
screening tool? 
How to 
administer?

Who follows 
up? How is this 
documented?

What resources 
are available, if 
any? How to 
make referrals?

How do we use 
the data? How 
do we measure 
quality? 

How will 
patients feel 
about these 
questions?



Evidence on Screening for Social Needs

● Some research shows that patients prefer 
self-administered screening

● Some patients may need assistance in 
completing screening (e.g., literacy, language)

● Staff-administered approach allows entry of 
results directly into EHR; Medical Assistants are 
often tasked with asking screening questions

Source: https://www.ahrq.gov/sites/default/files/wysiwyg/evidencenow/tools-and-materials/social-needs-tool.pdf

● On-site (e.g., waiting room) allows for 
immediate referrals, but could miss 
patients without frequent visits

● Patient portal (electronic), phone or 
mailed screenings eliminates need to 
integrate into clinic workflow; but results 
in lower response rate (may require 
follow-up phone call)

Self-administered or 
staff-administered screening?

On-site or at-home screening?



SDOH Screening Tools

PRAPARE 

● Standardized screening 
tool to better understand 
and act on individuals’ 
social determinants of 
health (available in 25 
languages). Available at: 
www.prapare.org

● Approximately 60 health 
centers in CA are using 
PRAPARE

● 51% of CA health centers 
that screen for SDOH use 
PRAPARE

Accountable Health 
Communities (AHC) 
Health-Related Social Needs 
Screening Tool

● CMMI developed 
screening tool with 
10-core questions. 

● Available at: 
https://innovation.cms.gov/files/wo
rksheets/ahcm-screeningtool.pdf

Health Leads Social 
Determinants of Health Toolkit

● Screening tool with 10 
questions (available in 
English and Spanish). 
Available at: 
https://healthleadsusa.o
rg/resources/the-health-l
eads-screening-toolkit/?t
fa_next=%2Fresponses%
2Flast_success%26sid%
3Df6889c307ab06e759b
c2a9f73787250c

AAFP Social Needs Screening 
Tool - The EveryONE Project

● Screens patients for 
social determinants of 
health for 5 core needs 
(housing, food, 
transportation, utilities, 
safety) and 4 addn’l 
needs (employment, 
education, child care, 
financial strain). 

● Available at: 
https://www.aafp.org/family-physic
ian/patient-care/the-everyone-proje
ct/toolkit/assessment.html

http://www.prapare.org
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/?tfa_next=%2Fresponses%2Flast_success%26sid%3Df6889c307ab06e759bc2a9f73787250c
https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit/assessment.html
https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit/assessment.html
https://www.aafp.org/family-physician/patient-care/the-everyone-project/toolkit/assessment.html


What to consider when patients identify needs?

● Make sure patients want assistance (they may not or some 
needs may be more urgent)

● Identify trusted organizations in your community

● Establish the process for referrals (may differ by type of need)
○ Direct referrals (health center contacts community partner directly through 

formal referral or information-sharing agreements)
○ Indirect referral to a specific organization (using a standard form provided to 

patient)
○ Tailored resource list

● Plan for how to close the loop on referrals

Source: https://www.ahrq.gov/sites/default/files/wysiwyg/evidencenow/tools-and-materials/social-needs-tool.pdf

“Would you like to have your social needs addressed today?”



Collecting and Reporting SDOH Data

Additional Poll Questions:

What are the most important social determinants of health affecting your health center’s patient population? (Housing insecurity, Income insecurity, 
Transportation, Food insecurity, Education needs, don’t know).

If you are using or considering using a tool, which tool? (PRAPARE, Accountable Health Communities HRSN, AAFP Social Needs Screening Tool, 
Health Leads Social Needs Screening Toolkit, Other, Don’t know)

Poll
Are you screening 
patients for social 

needs?



Collecting and Reporting SDOH Data

● DHCS has communicated the importance of consistent and reliable 
collection of SDOH data towards success of the Population Health 
Management initiative of CalAIM.

● DHCS has issued a list of 18 Priority SDOH Codes, based on the 
International Classification of Diseases, Tenth Revision, Clinical 
Modification (ICD-10-CM) for providers to utilize when coding for 
SDOH.  (View codes here)

Additional Coding Resources:

● Using ICD-10 z-codes to capture and document SDOH (view CMS 
resource)

● Oregon PCA Social Determinant of Health ICD-10 Z Codes Chart (view 
OPCA resource)

Poll Questions:
● Does your health center capture and report SDOH risk factors using ICD-10 z-codes? (yes, no, don’t know)
● Who documents social risks in the EHR? (MA, Provider, RN, Social Worker, other, don’t know)

http://www.partnershiphp.org/Providers/Claims/ProviderNotices/MCPN0431.pdf
https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.orpca.org/files/OPCA%20SDH%20ICD%2010%20Z%20codes%204.27.18.pdf
https://www.orpca.org/files/OPCA%20SDH%20ICD%2010%20Z%20codes%204.27.18.pdf


Panel Discussion

Marcelle Scramaglia
Quality Improvement Coordinator, Anderson Valley Health Center

Raven Hoopes
Complex Care Coordinator, Hill Country Health & Wellness Center



Where to Begin?

● Align SDOH screening workflow with other routine screenings (e.g., PHQ, SHA, etc.)

● Consider how SDOH screening can support complex care management programs or 
services

● Review research on other SDOH screening and intervention programs 

● Involve patients from the start in designing and evaluating (e.g., discuss with Patient 
Advisory Council, Board Members, patient focus groups, etc.)

● Create a small test of change with a survey focused on one social need category 
(e.g., food insecurity or housing insecurity)

“The consumer is the most underutilized resource in health care, and they need to 
be engaged at every level, including as citizen scientists.” 

~ Parinda Khatri, Chief Clinical Officer, Cherokee Health Systems (view blog post)

https://www.bettercareplaybook.org/_blog/2022/18/applying-research-evidence-support-complex-care-program-design-seven-lessons-field?utm_source=CHCS+Email+Updates&utm_campaign=70b6f789be-Natl%27+Center+Panel+Takeaways+%28CHCS%29+-+1%2F18%2F22&utm_medium=email&utm_term=0_bbced451bf-70b6f789be-152135213


Resources to Consider

● Resource: The Better Care Playbook is a resource to find evidence-based and promising 
practices to improve care for people with complex needs (view The Playbook)

● Resource: Guide to Implementing Social Risk Screening and Referral-making developed 
by KP Center for Health Research and OCHIN (view the toolkit)

● Resource: The Kaiser Permanente COVID-19 Social Health Playbook offers guidance, 
job aids, and screening tools to care for patients with social needs within a COVID-19 
context. (view toolkit)

● Webinar: Using Patient Segmentation and Data on Health-Related Social Needs to 
Identify People with Complex Needs, The Better Care Playbook (view webinar)

● Gravity Project: a national public collaborative that develops consensus-based data 
standards to improve how we use and share information on social determinants of health 
(SDOH) (view website).

https://www.bettercareplaybook.org/
https://sirenetwork.ucsf.edu/guide-implementing-social-risk-screening-and-referral-making
https://permanente.org/wp-content/uploads/2021/04/KP-COVID-19-Social-Health-Playbook_April-2021.pdf
https://www.bettercareplaybook.org/resources/using-patient-segmentation-and-data-health-related-social-needs-identify-people-complex
https://thegravityproject.net/


Resources (under development)

Additional Links to Some Great Resources:

https://anchor.ucsf.edu/sites/g/files/tkssra1391/f/UCSF-anchor-institution-report.pdf?mc_cid=f060edbcee&mc_eid=40040fb72a

https://rethinkhealth.org/Resource/anchoring-to-strengthen-your-regions-case-for-systems-change/

https://rethinkhealth.org/wp-content/uploads/2018/11/RTHV-TransformationStrategy_v11152018.pdf

https://rethinkhealth.org/wp-content/uploads/2018/10/RTH-WellBeingPortfolio_InstructionsSummary_10222018.pdf

https://www.ajpmonline.org/article/S0749-3797(19)30323-X/fulltext

https://www.pcori.org/sites/default/files/social-needs-interventions/index.html

https://www.pcori.org/sites/default/files/PCORI-Social-Needs-Interventions-to-Improve-Health-Outcomes-Scoping-Review-Evidence-Map-Report.pdf

https://innovation.cms.gov/data-and-reports/2020/ahc-first-eval-rpt

www.findhealth.org

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8282291/

https://anchor.ucsf.edu/sites/g/files/tkssra1391/f/UCSF-anchor-institution-report.pdf?mc_cid=f060edbcee&mc_eid=40040fb72a
https://rethinkhealth.org/Resource/anchoring-to-strengthen-your-regions-case-for-systems-change/
https://rethinkhealth.org/wp-content/uploads/2018/11/RTHV-TransformationStrategy_v11152018.pdf
https://rethinkhealth.org/wp-content/uploads/2018/10/RTH-WellBeingPortfolio_InstructionsSummary_10222018.pdf
https://www.ajpmonline.org/article/S0749-3797(19)30323-X/fulltext
https://www.pcori.org/sites/default/files/social-needs-interventions/index.html
https://www.pcori.org/sites/default/files/PCORI-Social-Needs-Interventions-to-Improve-Health-Outcomes-Scoping-Review-Evidence-Map-Report.pdf
https://innovation.cms.gov/data-and-reports/2020/ahc-first-eval-rpt
http://www.findhealth.org
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8282291/

