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Housekeeping

• Phones have been muted to prevent background noise

• Use the chat box to type questions during the webinar 

• This webinar is being recorded and will soon be available to all 

participants

• Tell us how we did in the evaluation, at the end of each session, and 

a follow-up evaluation will be sent 3 months from today
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Zoom Meeting Controls 

1. Manage your audio: 

• Dial *6 to mute your phone, if your phone does not have a "Mute" button. Dial *6 
again to unmute.

• Tap the "Mute" button on your phone or computer. Tap the "Mute" button again 
to unmute when you want to speak.
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2. Use the chat box throughout the webinar



Part I: 
Social Determinants of Health 
Standardized Assessment 
Tools Overview
March 19, 2021



Agenda

I. Welcome

II. Social Determinants of Health - Terminology Review

III. Overview of 5 Social Risk Screening Tools

IV. Questions & Answers

V. Closing Remarks 
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Learning Objectives 

To provide a comprehensive review of the 
most popular social needs screening tools 

among NY Community Health Centers

To discuss the benefits of integrating social 
and clinical care and standardized 

documentation

To share implementation resources, and 
action steps to begin or expand Social 

Determinants of Health work
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https://dev-sfsu-healthequity.pantheonsite.io/health-equity-infographics


“Improving population health requires partnership and breaking down silos among 
health care, public health and social services.” 

Meeting Individual Social Needs Falls Short Of Addressing Social Determinants Of Health, January 2019.
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https://www.healthaffairs.org/do/10.1377/hblog20190115.234942/full/?_lrsc=32f741e3-faaa-4a8c-8c22-16f98db5be58&utm_source=Elevate&utm_medium=social&utm_campaign=Associates


Terminology Overview
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Training Resource 



What are Social Needs? 

Social needs are individual needs. Social needs are
the patient's role in identifying and prioritizing social
interventions.
Examples:

• food/water/utilities

• shelter/stable housing

• safety

• employment/job

• transportation, etc. 

• access to care/medications

• access to mass media and emerging technologies (e.g., cell phones, the 
Internet, and social media)
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What are Social Risk Factors? 
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Social risk factors are defined as the adverse social conditions associated with poor health.
These make up the underlying factors in the arena of Social Determinants Of Health (SDOH).

SDOH: Economic 
Stability

• Employment
• Food Insecurity
• Housing Instability
• Poverty

SDOH: Education 
Access and 
Quality

• Early Childhood 
Education and 
Development

• Enrollment in Higher 
Education

• High School Graduation
• Language and Literacy

SDOH: Health Care 
and Quality 

• Access to Health Care
• Access to Primary Care
• Health Literacy

SDOH: Social and 
Community 
Context

•Civic Participation
•Discrimination
•Incarceration
•Social Cohesion
•Social Integration

SDOH: 
Neighborhood and 
Built Environment

•Access to Foods that 
Support Healthy Eating 
Patterns
•Crime and Violence
•Environmental 
Conditions
•Quality of Housing

Source: A Social Determinants of Health Lexicon for Health Care Systems, June 2019. 

https://www.milbank.org/quarterly/articles/meanings-and-misunderstandings-a-social-determinants-of-health-lexicon-for-health-care-systems/


Social Determinants of Health Domains

• Economic Stability refers to any measure of a person’s finances and the ability 
or inability of an individual or family to afford basic life necessities.

• Education refers to the degree to which an individual has completed various 
levels of schooling or formal education. This could include public, private, or 
technical school or an extracurricular course or apprenticeship.

• Health Care Access refers to health and wellbeing of individuals and whether 
they have access to quality clinical care.

• Social & Community Context refers to the immediate social setting in which 
people live or in which something happens or develops. It includes the culture that 
an individual was educated or lives in, and the institutions with whom they 
interact.

• Neighborhood & Physical Environment refers to the land, air, water, plants, 
animals, buildings, other infrastructure, and all-natural resources that provide our 
basic needs and opportunities for social and economic development.
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Overview of 5 Standardized 
Social Risk Screening Tools

Sources: 
1. Social Needs Screening Tool Comparison Table | SIREN
2. Systematic Review of Social Risk Screening Tools | Kaiser Permanente 

https://sirenetwork.ucsf.edu/SocialNeedsScreeningToolComparisonTable
https://sdh-tools-review.kpwashingtonresearch.org/screening-tools


Poll Question #1

What tool, if any, are you currently using at your health centers? 

Please select all that apply

➢ Protocol for Responding to and Assessing Patient Assets, Risks, and Experiences (PRAPARE)

➢ Health Leads

➢ Accountable Health Communities Health-Related Social Needs (AHC-HRSN)

➢WeCare

➢Montefiore Social Determinants of Health Screen

➢My organization is not screening at this time

➢ Other
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1. PRAPARE Tool
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The Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences 
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PRAPARE Overview

It is a 13-36-item questionnaire that addresses needs across 5 SDOH domains:
economic stability, education, social & community context, health and clinical care, and
neighborhood & physical environment.

• Year Created: 2016

• Reading Level: 8th grade

• Reported Completion Time: 11 minutes

• Patient or Clinic Population: Community Health Centers/FQHCs

• Languages: English plus 25 other languages (PDF)

• Electronic Health Record Availability: Yes & Comprehensive Reporting

• Reporting Capabilities: most EMRs, eBO PRAPARE for eCW users, Cognos, Azara DRVS (CPCI) & more

• Website & Implementation Toolkit: https://www.nachc.org/research-and-data/prapare/toolkit/

www.chcanys.org 17

https://www.nachc.org/research-and-data/prapare/toolkit/
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“What is PRAPARE?” Infographic

http://bit.ly/PRAPAREInfographic221


2. Health Leads Tool

It is a 7-item questionnaire assessing needs across 4 SDOH domains: economic
stability, education, social & community context, and neighborhood & physical
environment.

• Year Created: 2016

• Reading Level: 6th grade

• Reported Completion Time: Not Reported

• Patient or Clinic Population: Primary Care

• Languages: English & Spanish

• Electronic Health Record Availability: Yes

• Reporting Capabilities: w/ EMRs, Azara DRVS (CPCI)

• Website & Implementation Toolkit: https://healthleadsusa.org/resources/the-health-leads-screening-
toolkit/
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https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/
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Health Leads Overview



3. Accountable Health Communities 
Health-Related Social Needs (AHC-HRSN)
It is a 10-item screening tool, with 16 supplemental questions, to identify patient
needs that can be addressed through community services in 3-5 SDOH domains:
economic stability, education, social & community context, health and clinical care, and
neighborhood & physical environment.

• Year Created: 2017

• Reading Level: 8th grade

• Reported Completion Time: Not Reported

• Patient or Clinic Population: Primary Care/Medicare & Medicaid

• Languages: English

• Electronic Health Record Availability: Yes

• Reporting Capabilities: w/ EMRs, Azara DRVS (CPCI)

• Website & Implementation Toolkit: https://innovation.cms.gov/files/worksheets/ahcm-
screeningtool.pdf
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https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf


www.chcanys.org 22

AHC-HRSN Overview



4. WeCare Tool

Well Child Care, Evaluation, Community Resources, Advocacy, Referral, Education (WE 
CARE) is a clinic-based screening and referral system developed for pediatric settings. 
The 12-question WE CARE screening tool assesses needs, including parental 
educational attainment, employment, child-care, risk of homelessness, food security, 
and household heat and electricity. 

• Year Created: 2007

• Reading Level: 9th grade

• Reported Completion Time: 5 minutes

• Patient or Clinic Population: Pediatrics & Primary Care

• Languages: English 

• Electronic Health Record Availability: Not Reported

• Reporting Capabilities: Not Reported

• Website & Implementation Toolkit: https://sirenetwork.ucsf.edu/tools-resources/mmi/we-care
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https://sirenetwork.ucsf.edu/tools-resources/mmi/we-care


www.chcanys.org 24

WE CARE Overview



5. Montefiore Social Determinants of Health 
Screen Tool
It is a 7-item questionnaire assessing needs across 5 SDOH domains: economic 
stability, education, social & community context, health and clinical care, and 
neighborhood & physical environment.

• Year Created: 2018

• Reading Level: 6th grade

• Reported Completion Time: Not Reported

• Patient or Clinic Population: Adults

• Languages: English & Spanish

• Electronic Health Record Availability: Yes

• Reporting Capabilities: w/ EMRs, Azara DRVS (CPCI)

• Website & Implementation Toolkit: 
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/docs/montefiore_sna.pdf
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https://www.health.ny.gov/health_care/medicaid/redesign/sdh/docs/montefiore_sna.pdf
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Montefiore SDOH Screen Tool Overview

Disclaimer: This screening tool is a derivative of a 
Recommended Screening Tool by Health Leads 
(https://healthleadsusa.org/) licensed under a Creative 
Commons Attribution-Share Alike 4.0 International License 
(https://creativecommons.org/licenses/by-sa/4.0/) and was 
adapted by Montefiore Health System’s Office of Community 
and Population Health 
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Poll Question #2

What additional information and resources does your health center need 
to more effectively use the PRAPARE/other SDOH tool? 

Please select all that apply
➢ Training or resources on effective processes for data collection

➢ Resources to help patients address identified needs

➢ Assistance with reporting, using, and/or acting on the data

➢ EMR Vendor support (e.g., EMR, ICD-10 Z coding)

➢ Technology to support data capture (e.g., iPads, patient kiosks)

➢ Training or resources on getting support/buy-in from organizational leadership, governing board, patients, and/or 

clinical staff

➢ Other
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PRAPARE & ICD-10 Z Codes Crosswalk Tool
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https://bit.ly/3tAvKOr



Key Factors 
for Success

Understand the WHY

• Health Equity lens 

Standardized SDOH Screening

• Have patient-centered screening principles for all screenings such as empathy, 
respect, trust, autonomy – tool agnostic

Team-based Care Approach

• Deploy a social need screening and intervention workflow and co-design the 
workflow with leadership and care team members

Document and Monitor Performance 

• Screening tool & ICD-10 Z codes in the EMR

Social Intervention & Close the Loop

• Have a process for positive screens/social interventions

Develop a Data Strategy

• Analyze and develop a robust SDOH data strategy

Act

• Use SDOH data to drive transformation and community partnerships
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https://www.youtube.com/watch?v=ZPVwgnp3dAc
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Announcement

PRAPARE Smart Form Subsidy for eClinicalWorks Users:

CHCANYS has a limited-time opportunity expiring in June 2021 to 
support health centers’ systematic collection and response to 
patients’ social needs by subsidizing the PRAPARE smart form in 
eClinicalWorks for a limited number of health centers. 

If your health center is interested, please contact Gabriela Gonzalez 
at ggonzalez@chcanys.org.
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Webinar Evaluation- Part I
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Link: https://bit.ly/3erZZmh

https://bit.ly/3erZZmh


Link: 
https://bit.ly/2OKEMJn

Closing Remarks

• April 16: Part II - Leading with Empathy: Organizational 
Strategies for Effective Leadership and Patient Care  
• Presenters: Ariel Singer, the lead designer of Empathic Inquiry 

& Laurie Francis, Executive Director at Partnership Health 
Center 

• May 21: Part III - Promising Practices to Address SDOH for 
Patients with Chronic Diseases   
• Presenter: Laurie Levasseur MSN/MHA, Practice 

Administrator at Hometown Health Centers 

https://bit.ly/2OKEMJn


Social Determinants of Health Resources
• CHCANYS’ Social Determinants of Health Webpage 

• NACHC Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE) 

• Healthy People 2030, U.S. Department of Health and Human Services, Office of Disease Prevention and Health 
Promotion. https://health.gov/healthypeople/objectives-and-data/social-determinants-health

• HITEQ Resource | Federal Activities and Approaches to Advance Social Determinants of Health Data Use and 
Interoperability in Support of Community Health Centers

• San Francisco State University| Health Equity Institute Resources

• Research on Integrating Social & Medical Care | SIREN https://sirenetwork.ucsf.edu/

• Kaiser Permanente Washington Health Research Institute

• The Gravity Project | A consensus-driven standards on Social Determinants of Health 
https://confluence.hl7.org/display/GRAV/The+Gravity+Project

• Centers for Medicare & Medicaid Services | State Health Official (SHO) letter: Opportunities in Medicaid and CHIP to 
Address Social Determinants of Health
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https://sdh-tools-review.kpwashingtonresearch.org/about
https://confluence.hl7.org/display/GRAV/The+Gravity+Project
https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
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