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PURPOSE 
Examining and mitigating the impact of health-related  
social needs on health outcomes has been a growing 
area of interest nationally, particularly for the Centers 
for Medicare & Medicaid Services (CMS). In this policy 
brief, we examine differences in collection and use of 
health-related social needs data among Critical Access 
Hospitals (CAHs) and non-CAHs.

BACKGROUND
Despite heavy investment historically in health care and 
biomedical research, non-medical and non-biological 
factors have far greater impacts on health.1 These factors 
are often referred to as “social drivers of health”, “social 
determinants of health” or “health-related social needs.” 
Though the terms are often used interchangeably, there 
are distinct differences in their meaning. We under-
stand social drivers or determinants of health (SDOH) 
to be underlying social and economic factors impact-
ing the health and well-being of an entire community, 
whereas health-related social needs (HRSN) are an in-
dividual’s necessities for essentials such as food, hous-
ing, transportation, and other resources.2 Throughout 
this brief, we primarily use the term “HRSN” but will 
sometimes use “SDOH” to align with quality measures 
collected by CMS. 

An individual’s access to resources such as stable, safe 
housing and reliable transportation have far-reaching 
impacts on their ability to practice healthy behaviors, 
seek and access routine preventive medical care, and 
avoid injury and disease.3–5 Given the well-established 
link between these social needs and health outcomes, 
hospitals and other health care providers have begun to 
shift their attention to identifying patients with unmet 
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•	 In results from national hospital survey 
data, Critical Access Hospitals (CAHs) 
were less likely than non-CAHs to report 
collecting data on patients’ health-related 
social needs. 

•	 A higher percentage of system member 
CAHs, Epic electronic health record (EHR) 
users, and Meditech EHR users reported 
routinely collecting data on health-related 
social needs. 

•	 A lower percentage of CAHs reported 
screening for each of the five key health-
related social needs when assessed 
individually compared to non-CAHs, and  
this gap persisted for programs available  
in CAHs to address these social needs  
as well. 

•	 When compared to CAHs that collect 
health-related social needs data but not 
routinely, those that reported collecting 
these data routinely were more likely  
to use these data for population health 
analytics, quality management, and to 
inform community needs assessment or 
other equity initiatives. 
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needs and developing interventions to address HRSN 
and SDOH. New measures were added to CMS’ Hos-
pital Inpatient Quality Reporting (IQR) program for 
2024 for hospitals to report the percentage of patients 
screened for five key “social drivers of health” (housing 
insecurity, food insecurity, utility needs, interpersonal 
violence, and transportation) and the percent of those 
patients that screen positive for these needs.6 Begin-
ning in 2025, these measures will also be added to 
the Medicare Beneficiary Quality Improvement Proj-
ect (MBQIP), which is the quality reporting program 
for CAHs. Challenges in collecting these data remain, 
however, particularly for rural hospitals and CAHs. A 
study using the National Survey of Healthcare Organi-
zations and Systems found that most hospitals (92%) 
report screening for at least one HRSN, though few 
(24%) screen for all five key social needs.7 While this 
study did not find significant differences related to ru-
rality of hospitals screening for all social needs, rural 
hospitals and CAHs were more likely to not screen for 
any social needs.7

Additionally, there are many components that are of-
ten included in the definitions of SDOH or HRSN. In 
this brief, we focus on the five drivers that are included 
in the CMS measures: housing insecurity, food inse-
curity, utility needs, interpersonal violence, and trans-
portation, while acknowledging that there are other 
HRSN and SDOH that have a significant impact on 
health and wellbeing. 

Available literature on the impact of HRSN screening 
and interventions on health presents some positive 
impacts.8 Some significant health outcomes include an 
increased likelihood of quitting smoking,9 better (low-
er) blood pressure during pregnancy,10 and improved 
self-rated health,11 while other studies have seen no 
significant changes.8 In terms of health care financial 
and utilization outcomes, some studies have found de-
creased 30-day hospitalization readmission rates12 and 
improvement in routine visits for preventive care and 
lower emergency department (ED) visits among chil-
dren.13 Most of this prior research, however, has been 
focused on urban populations and health care settings, 

and more work is needed to understand how outcomes 
may differ in rural areas. At a population level, track-
ing patients’ social needs data can help identify larger 
trends in social needs across the country and influence 
state or federal programs to meet those needs.14

Some actions that hospitals have taken in response to 
collecting HRSN data include connecting patients to 
resources related to their needs and integrating pa-
tient navigators, social workers, or case managers into 
the process to help patients access services outside of 
the hospital.8 Several studies have demonstrated that 
hands-on, longitudinal interventions (such as two 
years of home-based care management for older adults 
with low incomes) are more effective than a single in-
teraction providing resources to the patient without 
follow up.15–17 These programs vary in structure, but 
often involve a community health worker (CHW) or 
case manager providing ongoing support to patients 
for at least several weeks or even years.15 

While research on the efficacy of HRSN screening and 
interventions in hospital settings continues, standard-
izing the collection of these data is also a priority for 
CMS and other organizations,14,18 and may assist in the 
efforts to understand the impacts of screening. CMS 
and the American Hospital Association (AHA) recom-
mend hospitals use the International Classification of 
Diseases, Tenth Revision, Clinical Modification (ICD-
10-CM) codes known as “Z codes” to capture the social  
needs of their patient population in their EHR.14,19 Z 
codes identify nonmedical factors that may influence 
a patient’s health, including housing issues, food in-
security, and poverty as well as other factors such as 
employment concerns, childhood neglect, and legal 
issues.14 Compared with urban hospitals, rural hospi-
tals are less likely to use Z Codes to report social needs 
data, and CAHs are even less likely to use Z Codes 
compared with rural and urban prospective payment 
system (PPS) hospitals.20,21 Currently, hospitals are en-
couraged to move to ICD-11, which retains these diag-
nostic codes, though they are no longer called Z codes, 
but are instead in a section called “Factors influencing 
health status or contact with health services”.22 
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While previous research has assessed the HRSN 
screening rates of rural hospitals and CAHs, there re-
mains a lack of information about these practices in 
CAHs. This brief uses national hospital survey data to 
identify hospital characteristics that may facilitate or 
hinder screening practices, describe how CAHs com-
pare with non-CAHs in screening for specific social 
needs, and assess differences between CAHs that rou-
tinely screen patients and those that screen patients 
but not routinely.  

APPROACH
Data for this project comes from the 2022 Ameri-
can Hospital Association (AHA) Annual Survey and 
the 2022 AHA Information Technology Supplement 
(AHAIT). To identify CAHs in both datasets, we 
merged in a list of hospitals designated as CAHs as of 
December 31, 2022, from lists maintained by the Flex 
Monitoring Team (FMT).23 Because the AHAIT data 
does not include data on system membership, this 
characteristic was identified in both datasets using  
responses from the AHA Annual Survey. 

In this brief, results from both the AHA Annual Survey  
and AHAIT are described, but it is important to note 
that results are not directly comparable between the 
two datasets as some respondents were only in one or 
the other. There were 547 CAHs in both datasets, 387 
CAHs in the AHA Annual Survey only, and 173 CAHs 
in the AHAIT data only. For non-CAHs, there were 
1,249 respondents in both datasets, 1,126 in the AHA 
Annual Survey only, and 600 in the AHAIT data only. 
Data sources and denominator values are listed with 
each figure in the results below. 

Newly added for 2022, the AHAIT survey asked par-
ticipants several questions about their practices for 
screening patients for HRSN including whether they 
collect these data routinely or not routinely, how 
needs are recorded, and how the data are used. We 
first analyzed the frequency of data collection on indi-
vidual patients’ HRSN for CAHs and non-CAHs. The 
AHAIT data included responses of “Yes, routinely”, 
“Yes, but not routinely”, “No”, and “Don’t know” for 

frequency of HRSN data collection. For our analyses, 
we combined the “No” and “Don’t know” responses. 
We then compared the frequency of HRSN data collect- 
ion in CAHs with and without system membership,  
based on the AHA Annual Survey. The AHA designates  
hospitals as “system members” if they belong “to a cor-
porate body that owns and/or manages health provider 
facilities or health-related subsidiaries”. We also ana-
lyzed the frequency of HRSN data collection in CAHs 
by Electronic Health Record (EHR) vendor for the four 
most common EHR vendors reported by CAHs: Epic, 
Cerner, CPSI/Evident, and Meditech. 

In addition to reviewing the frequency of data collec-
tion, we analyzed how CAHs use the data on individu-
al patients’ HRSN. We compared the use of HRSN data 
in CAHs that responded that they routinely collected 
data to CAHs that responded that they collected data, 
but not routinely. Potential uses of data enumerated in 
the survey included referrals to social service organiza- 
tions, population health analytics, quality management,  
community needs assessment or other equity initia-
tives, clinical decision making, and discharge planning. 

In the AHA Annual Survey data, we analyzed responses  
to questions where respondents were asked which 
HRSN they assess (screen for) as well as which HRSN 
their hospital or health system has a program or strat-
egy to address, with participants instructed to select 
all that apply from the same list for both questions. 
Our analyses focused on responses to the five HRSN 
that are a part of the new CMS measures: housing, 
food insecurity or hunger, utility needs, interpersonal 
violence, and transportation. 

We used chi-square tests throughout our analyses to 
detect significant differences in frequency of collection 
of patients’ social needs data between CAHs and non-
CAHs and among CAHs with differing frequencies 
of collection of patients’ HRSN (e.g., routinely vs. not  
routinely). We report the comparison between CAHs  
and non-CAHs as well as the comparison of system- 
member CAHs to independent CAHs and compari-
sons between CAHs with different EHR vendors. 
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RESULTS
We first compared hospital collection of HRSN data 
broadly among CAHs and non-CAHs as reported in 
the AHAIT, shown in Figure 1. A higher proportion 
of non-CAHs (statistically significant, p-value <0.001) 
reported that they routinely collect data on HRSN 
compared to CAHs, and non-CAHs were also more 
likely to select “yes, but not routinely”. Nearly a quarter 
of CAHs (23%) reported that they do not collect these 
data or selected that they didn’t know. In the AHA  
Annual Survey, among CAHs that collect data on 
HRSN, 93% reported that screening results are record-
ed in their EHR, which was lower than non-CAHs at 
96%, and this difference was statistically significant 
(p-value = 0.03). 

To better understand differences among CAHs, we  
assessed responses to this question among only CAHs 
by two key characteristics: system membership and 
EHR vendor, as shown in Table 1. A higher propor-
tion of system members (62%), Epic EHR users (65%), 
and Meditech EHR users (60%) selected that they 
routinely collect data on patients’ HRSN compared to 
non-system members (37%), Cerner EHR users (40%), 
and CPSI/Evident EHR users (30%). These differences 

TABLE 1: Hospital Collection of HRSN Data Among CAHs, by System Membership and EHR Vendor 

CAH Characteristic Yes, routinely Yes, but not routinely No or don’t know 

System Membership 

System Member 231 (62%) 93 (25%) 49 (13%)

Not a System Member 98 (37%) 70 (27%) 96 (36%)

EHR Vendor

CPSI/Evident 33 (30%) 35 (32%) 42 (38%)

Cerner 46 (40%) 43 (37%) 26 (23%)

Epic 183 (65%) 61 (22%) 36 (13%)

Meditech 58 (60%) 19 (20%) 19 (20%)

Source: AHAIT 2022, AHA Annual Survey 2022 for system membership
Note: There was a statistically significant difference in the distribution of these responses between system members and non-system members  
(p-value <0.001) and between the four EHR vendors (p-value <0.001)

FIGURE 1: Hospital Collection of HRSN Data Among 
CAHs and Non-CAHs
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were statistically significant, with p-values < 0.001 for 
comparison between system members and non-system  
members, as well as comparisons between EHR  
vendors. Note that system membership data was not 
available for CAHs that only completed the AHAIT 
survey (n=173); thus, those CAHs were not included 
in the system membership analysis in the table. 

In the AHAIT survey, respondents were also asked 
about receiving external data on HRSN, which we com-
pared to their responses about internal screening for 
HRSN. The external data sources listed on the survey 
included health information exchanges, other health-
care organizations, community/social service organi- 
zations, social service or community-based referral 
platform, or other external sources. The vast majority 
(80%) of CAHs that reported screening patients rou-
tinely also received HRSN external data. Of the CAHs 
that reported screening patients but not routinely, a 
majority (53%) received external data, and 41% of 
those that did not report internally screening patients 
received external data. 

Figure 2 shows which types of HRSN are assessed 
by CAHs and non-CAHs, as reported in the AHA 
Annual Survey. Hospitals were only prompted to 
answer this question if they answered “yes” to a pre-
vious question: “Does your hospital or health sys-
tem screen patients for social needs?” (including a 
response of “yes, for all patients” and “yes, for some 
patients”). For each of these HRSN categories, a low-
er proportion of CAHs responded that they assessed 
these social needs compared to non-CAHs, and all 
differences were statistically significant. Interestingly, 
these categories also followed slightly different pat-
terns between CAHs and non-CAHs, with the most 
CAHs assessing food insecurity, followed by housing, 
interpersonal violence, transportation, and utility 
needs. Food insecurity was the largest category for 
non-CAHs as well, but there was slight variation in 
the response to other HRSN.

There were also statistically significant differences 
between CAHs and non-CAHs in terms of their pro-
grams or strategies to address these same five HRSN, 
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FIGURE 2: Types of HRSN Assessed by CAHs and Non-CAHs

Source: AHA Annual Survey 2022
Note: All CAH and non-CAH comparisons were statistically significant. 
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with non-CAHs more likely to report having a pro-
gram or strategy in each area compared to CAHs (Fig-
ure 3). For both CAHs and non-CAHs, transportation 
was the social need facilities were most likely to have 
a program to address, whereas utility needs were the 
least likely to have a program or strategy to address. 
This question was asked of all respondents, regardless 
of their responses to other survey questions. 

Lastly, we analyzed how CAHs reported using their  
internal data on HRSN, with specific attention to dif-
ferences by those that reported they routinely collect 
these data compared to those that collect it, but not rou-
tinely (Figure 4). For both groups, the most common 
responses were “to inform discharge planning”, “for  
referrals to social service organizations”, and “to inform 
clinical decision making”. For these three activities, we 
did not find statistically significant differences between 
the two groups of CAHs. However, for the remaining 
three categories, there were substantial and statistically  
significant differences between CAHs that routinely 
collect data and CAHs that collect it but not routinely. 

For example, 70% of CAHs that routinely collect these 
data reported they use it “for population health ana-
lytics”, compared to only 37% of CAHs that collect it 
but not routinely. This remained true for the activities 
of “quality management” and “to inform community 
needs assessment or other equity initiatives”. 

DISCUSSION
Hospital collection of patients’ HRSN can impact  
hospital-level utilization and finances,8 patients’ health 
outcomes,8 and broader initiatives and policies ad-
dressing social needs.14 These data can help inform the 
needs of a community or specific populations within  
a community, particularly when screening is done  
systematically and data are used thoughtfully. Using 
two national hospital surveys, we found several differ-
ences in CAH and non-CAH practices for collection 
of these data, as well as differences between CAHs that 
routinely collect patients’ HRSN data and those that 
collect it but not routinely. 
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In this analysis, CAHs were less likely than non-CAHs 
to report screening for HRSN, either routinely or not 
routinely. This seemed to be mitigated somewhat by 
system membership and EHR vendor, with more sys-
tem member CAHs, and CAHs using Epic or Meditech 
EHRs selecting that they conduct routine screening for 
HRSN. There are many factors that may explain these 
differences. First, screening patients for HRSN requires 
many resources, particularly if it is a new process.  
This includes financial and staff resources to develop 
workflows, select and administer a screening tool, and 
establish or strengthen partnerships with community 
organizations or other referral routes and resources.24 

These resources may be easier to access for CAHs that 
are members of a system, where there may be  manda-
tory, system-wide practices that are routine in all facil-
ities including CAHs. Some common screening tools 
used by hospitals include the Protocol for Responding 
to and Assessing Patient’s Assets, Risks & Experiences 
(PRAPARE), the CMS HRSN Screening Tool, and 
HealthBegins.25 These and other resources can be 
found in the Appendix. 

As EHR vendors (including different packages within 
vendors) all have different capabilities, some vendors 
and/or packages may be better equipped to facilitate 
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FIGURE 4: Use of Internal Data Among CAHs, by Routine Versus Not Routine Collection

Source: AHAIT 2022
* indicates statistically significant differences between “Yes, routinely” and “Yes, but not routinely” at p<0.05 
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HRSN screening and/or data management without re-
quiring additional customization or cost. Our analysis 
found that while the vast majority (93%) of CAHs that 
screen patients for HRSN recorded these data in their 
EHR, this was lower than the percentage of non-CAHs 
at 96%. Thus, even among hospitals that are screen-
ing nationally, a technology gap persists in recording 
the screening results electronically in CAHs. Further, 
this analysis may underestimate the technology gap as 
this was only among hospitals that responded to the 
AHAIT survey and screen for HRSN in some capacity. 

We also assessed the frequency of CAHs that received 
HRSN data from external sources (such as health infor-
mation exchanges, community organizations, and other  
healthcare organizations) compared to their internal 
screening practices. Our findings demonstrate that 
80% of CAHs that routinely screen patients for HRSN 
received external data, compared to 41% of those that 
do not screen patients. This suggests that some CAHs 
appear to be very engaged in these activities, demon-
strated by both routinely screening their patients and 
utilizing external data on HRSN. It is also encouraging 
that over 40% of CAHs that do not screen their patients 
receive external data on HRSN; suggesting they may  
be starting to engage in assessing HRSN by obtaining 
and utilizing data from other sources. Further research 
on the type of external HRSN data CAHs receive and 
utilize may offer additional insight.   

A deeper dive into the specific HRSN for which hospitals  
screen revealed that a smaller proportion of CAHs re-
ported screening for each of the five HRSN compared 
to non-CAHs. Though this question was only asked 
of respondents who said their hospital screens some 
or all patients for HRSN, this finding indicates that  
CAHs may be more likely to focus on screening for 
fewer specific needs rather than for all five. It may 
be important to consider this difference in screening 
reported in 2022 when examining reporting among 
CAHs for the new HRSN CMS quality measures start-
ing in 2024. CAHs may be in a very different starting 
place with HRSN and may need different resources 
to implement screening or take their screening to the  
level expected by CMS.

Additionally, fewer CAHs reported having “programs 
or strategies to address” each of the five social needs 
compared to non-CAHs. While this is an important 
comparison, it is also not the expectation that CAHs 
have hospital-based programs to address each of these 
HRSN, but rather that they have a process in place to 
refer out to other community partners or state, re-
gional, or national organizations as immediate steps 
for providing resources to their patients who screen 
positive for an HRSN. One such example is 211 - the 
national network that operates through national and 
regional partners (including United Way and Com-
munity Action Partnerships) and aims to help people 
identify, navigate, and connect with local resources  
including housing, utility assistance, and food.26 Other  
organizations focus on a specific HRSN; for example, 
the Housing Assistance Council,27 a national organi- 
zation that focuses on rural housing, and Feeding  
America, a national network of food banks.28  

For both CAHs and non-CAHs, utility needs were the 
least likely HRSN to be screened for or have a program 
to address. The decision not to screen for an HRSN  
and the decision not to develop a program to address  
that HRSN may be closely related due to provider or  
facility hesitancy. This is consistent with previous re-
search that shows providers are hesitant to screen for 
something they cannot attend to,29 and starting an 
initiative to address a specific social need is challeng-
ing without baseline data to demonstrate it is a need 
in the community. 

Our final finding was that there were some key differ-
ences in the use of data between CAHs that routinely 
screen for HRSN compared to those that screen but 
not routinely. CAHs in both groups were very likely 
to report using data for referrals to social service or-
ganizations, to inform clinical decision making, and 
to inform discharge planning, with 73%-83% report-
ing these activities. While these are distinct activities,  
they are all primarily focused on individual patient 
care and would occur during or shortly after a patient’s 
visit or hospitalization. Prior literature on clinician 
perspectives suggests that HRSN screening can be 
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used to facilitate a more holistic view of patients and 
help inform their clinical decisions.29 For example, a 
provider may consider a broader range of treatment 
options for a patient who is housing insecure, know-
ing they may not have reliable access to a refrigerator 
for medication that needs to be refrigerated. Com-
pared to CAHs that screen but not routinely, CAHs 
that routinely screen patients were more likely to re-
port the remaining three activities: population health 
analytics, quality management, and inform communi-
ty health needs assessment or other equity initiatives, 
indicating some additional work beyond individual 
patient care. Some examples of these activities could 
include identifying trends in transportation needs by 
age or racial identity (population health analytics), 
identifying which social needs have the lowest rates 
of screening and improving these processes (quality 
management), and using HRSN data to inform hos-
pital or community-based needs assessment and their 
Community Health Improvement Plans (CHIPs) with 
goals to improve identified HRSN in their commu-
nity (community needs assessment or other equity 
initiatives). These differences suggest that consistent, 
routine collection of these data may be important to 
facilitate initiatives that are broader in scope, address 
a larger population rather than an individual patient, 
and are typically long-term and/or ongoing projects. 

It is important to acknowledge that processes to collect 
and use HRSN data require resources and planning to 
implement. All health care settings, including CAHs, 
should do so systematically and thoughtfully, rather 
than rushing to do so just to fulfill a requirement or 
“check a box”. Failure to do so may cause greater harm 
to their communities, including contributing to patient 
distress, perpetuating stigma, and other unintended 
consequences.15 CAHs and other rural hospitals should 
aim to collect accurate data on their patients’ HRSN 
and provide appropriate clinical care adjustments, re-
sources, and follow-up. Depending on the hospital and 
community, this may include providing the patient  
with brochures including information on relevant 
community resources, a number for a state or national  

hotline devoted to relevant resources, a referral and 
“hand off ” to a partner organization, a hospital-based 
program addressing the need, or a combination of these 
responses. Community members’ trust in the hospital 
and their providers is essential for successful and sus-
tainable HRSN interventions, as well as continued  
patient care, and this may present a unique opportunity 
for CAHs to seek input and support from their patients 
and local residents. State Flex Programs (SFPs) can  
facilitate these efforts through sharing resources such 
as screening tools, training for clinicians, and methods 
for using the data collected. SFPs may also consider 
creating cohorts or learning collaboratives for CAHs to 
share best practices related to collecting, reporting, and 
addressing HRSN. This may include sharing ideas for 
hospitals to provide resources through their own initi- 
atives as well as referrals to other community organiza-
tions better suited to address these needs. Additionally, 
the Small Rural Hospital Improvement Program (SHIP)
may be another source of support and funding for 
CAHs to help address HRSN screening. For additional  
reference, some suggested resources for use by SFPs  
and/or CAHs are included in the Appendix.

CONCLUSION
This brief underscores the important role of HRSN 
data collection in shaping broader health care initia-
tives, and provides important data on the current state 
of CAH engagement in this work. With growing atten-
tion to screening patients for HRSN in CMS quality 
reporting, this is a critical time for CAHs and SFPs 
to assess the state of their practices and where there 
are opportunities for growth. CAHs should continue 
to prioritize providing appropriate resources and fol-
low-up based on accurate HRSN data, while fostering 
trust and engagement with patients and local residents. 
SFPs are valuable facilitators in supporting CAHs’ ef-
forts through resource sharing and collaborative learn-
ing opportunities. By leveraging these resources and 
engaging with local partners, CAHs can effectively 
identify and address HRSN needs and contribute to 
improved health outcomes of their communities.

https://www.hrsa.gov/rural-health/grants/rural-community/ship
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For more information on this report, please contact Madeleine Pick, pickx016@umn.edu. 

This report was completed by the Flex Monitoring Team with funding from the Federal Office of Rural Health Policy (FORHP), 
Health Resources and Services Administration (HRSA), U.S. Department of Health and Human Services (HHS), under PHS Grant 

No. U27RH01080. The information, conclusions and opinions expressed in this document are those of the authors and no  
endorsement by FORHP, HRSA, or HHS is intended or should be inferred.
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APPENDIX: Resources for Collecting and Recording HRSN

Resource Name Description

USING Z CODES:
The Social Determinants of Health (SDOH)
Data Journey to Better Outcomes

This infographic from CMS provides information about how 
to use Z Codes effectively to address Social Determinants  
of Health.

Social Needs Screening Tool Comparison Table This resource from the Social Interventions Research & 
Evaluation Network compares 15 different screening tools 
including how many social needs questions they have and 
which of the five HRSN included in the new CMS measures. 

Tools to Assess and Measure Social 
Determinants of Health

This resource from Rural Health Information Hub provides 
descriptions and links to download three screening tools: 
Health-Related Social Needs Screening Tool, PRAPARE 
Implementation and Action Toolkit, and HealthBegins.

Social Determinants of Health (SDOH) Toolkit This toolkit from the State Innovation Model of Iowa 
provides a step by step guide for health care providers and 
organizations on how to collect and use SDOH data,  
from picking a tool to getting feedback from patients to 
developing new partnerships. 

Improving the Collection of
Social Determinants of Health (SDOH)
Data with ICD-10-CM Z Codes

This infographic from CMS provides information about what  
Z Codes are, why organizations should collect them, and  
how to use Z Codes for SDOH.

SDOH & Practice Improvement AHRQ’s SDOH & Practice Improvement page provides 
several tools and resources to help organizations including 
information about screening tools and clinical-community 
linkages.

The Health Leads Social Health Data Toolkit This toolkit from Health Leads provides manager- and 
director-level staff with information concerning setting up a 
social needs program.

The Health Leads Screening Toolkit This toolkit from Health Leads provides information about 
how to screen for social needs including which domains to 
address, tips to create a screening tool, a recommended 
screening tool, and question banks for each social needs 
domain. 

https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.cms.gov/files/document/zcodes-infographic.pdf
https://www.cms.gov/files/document/zcodes-infographic.pdf
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.ruralhealthinfo.org/toolkits/sdoh/4/assessment-tools
https://www.ruralhealthinfo.org/toolkits/sdoh/4/assessment-tools
https://www.ihconline.org/filesimages/Tools/Pop%20Health/SIM/SDOH%20Toolkit/SIM_SDOH_Toolkit_1.pdf
https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
https://www.cms.gov/files/document/cms-2023-omh-z-code-resource.pdf
https://www.ahrq.gov/sdoh/practice-improvement.html
https://healthleadsusa.org/news-resources/social-health-data-toolkit/
https://healthleadsusa.org/news-resources/the-health-leads-screening-toolkit/

