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Executive Summary

Change InSight is an information clearinghouse for the nation’s Asian American, Native Hawaiian, and 
Pacific Islander (AA and NHPI)1 communities as well as other underrepresented communities (e.g. immigrant 
communities, communities of color, racial minority groups, vulnerable populations, etc.). Change InSight 
leverages data to understand minority communities at a deeper level, empowering these communities by:

• Identifying and addressing the social risks and needs unique to AA and NHPI populations through 
targeted data collection infrastructure;

• Challenging misconceptions about the AA and NHPI populations using the collected data;
• Increase awareness of the shortfall in foundation funding for AA and NHPI organizations relative to 

these communities’ population size and growth; and
• Informing decision-making at a broader scale through data-backed policy insights.

This report shows how Change InSight is working to eliminate health and funding disparities for AA and NHPI 
communities. For far too long, the AA and NHPI communities have been categorized as a single entity (i.e. 
“Asians” or “Asian Americans”), leading to a critical lack of culturally-responsive interventions, solutions, and 
resources. To understand what these communities need, it’s important to consider how environmental and 
personal conditions impact health outcomes. These conditions are known as social determinants of health 
(SDOH/SDH)2.

From April 1st to June 24th, 2022, Change InSight partner agencies collected social determinants of health data 
from 2,244 AA and NHPI individuals. Findings from this sample were then compared with public narratives from 
multiple sources and supplemented by anecdotal evidence from all involved stakeholders. This new research 
initiative offers policymakers, nonprofit leaders, community health workers, philanthropic organizations, and 
civic centers a better understanding of their clients and constituents. This report is a product of a year-long 
collaboration by nonprofit leaders, providers, and community advocates seeking to identify, educate, and fund 
targeted social service solutions addressing the needs of AA and NHPI and other immigrant communities.

Background
Although the effects of the COVID-19 pandemic were felt across the U.S., communities of color were 
disproportionately impacted3. During this difficult time, AA and NHPI communities in the US also experienced a 
224% increase in anti-Asian4 hate crime in 20215.  This rise in hate crimes, fueled by violent rhetoric and actions, 
underscores the need for greater protections. One way to do that is through purposeful data-driven decision-
making. Change InSight focuses on amplifying the voices of underrepresented communities by collecting 
data through targeted risk assessments, analyzing the findings, and offering unique policymaking insights 
and recommendations. This report maps the conditions and risks associated with selected socioeconomic 
indicators, personal characteristics, environmental conditions, and cultural norms.

Methodology
Using a nationally validated and standardized social screening tool called PRAPARE®6, (Protocol for Responding 
to & Assessing Patients Assets, Risks, & Experiences) participants7 were selected using convenience sampling. 
More than 500 clinical and non-clinical staff was trained to administer the assessment. The assessment was 
administered in English and 12 non-English languages (Cantonese, Korean, Mandarin, Urdu, Tagalog, Hindi, 
Gujarati, Nepali, Arabic, Bengali, Vietnamese, and Spanish) to ensure greater accessibility. Sample participants 
varied by race, age, household composition, location, educational attainment, and social integration. Future 
assessments using more comprehensive outreach8 methods will help gather more data to ensure a continued 
commitment to improving the lives of individuals in these communities. 
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Results 

Change InSight’s findings are broken down by response category, identified risks, and by similarities and 
differences between ethnic groups, as well as by other categories, including: age, gender, educational 
attainment, spoken language and so much more. The accompanying dashboard offers users an interactive 
experience to learn more about each individual community, multiple filter settings, and an opportunity to 
visualize this data like never before. Although this work is just beginning, the results paint a rounded picture of 
the participants’ lives, as seen through the lens of social determinants of health.

In our sample, the top five ethnic groups were Chinese, Asian Indian, Korean, Filipino, and Pakistani, in that 
order. The top five risks identified among our top AA and NHPI population include the following:

• Limited English proficiency
• Unemployment
• Low social integration
• Elevated stress
• Living in poverty

This pilot helps establish a benchmark for measuring needs, assets, and risks within the AA and NHPI community 
in a way that focuses on the unique diversity of this population instead of viewing it as a monolithic whole. 
From here, we will grow Change InSight partnerships, expand and deepen our investigation into the needs 
of our communities. Together, we will advance this initiative and begin utilizing the findings for programming, 
policymaking, and philanthropic efforts. 

Recommendations Moving Forward
Responses from this sample portray AA and NHPI communities as a mosaic of unique individuals, rather 
than one monolithic group. The conditions identified as risk factors from one ethnic group may be completely 
different from those of another group, but the need for continued disaggregation efforts remains the same. 
How individuals experience risks vary from person to person, but looking at these experiences in a broader 
community helps stoke the embers for widespread change. Being able to differentiate between meeting the 
needs of the individual and the community requires taking time to listen, reflect, and act accordingly. Eradicating 
health inequities also requires a similar commitment from:

• Funders and Philanthropists to financially support efforts to address barriers to resource development 
and access;

• Policymakers to recognize the need for fair representation and promote laws and protections directed 
at addressing the needs of communities with increased risk;

• Civic and Social Leaders to eliminate barriers to collaboration between specific community groups;
• Community Health Workers and Direct Service Providers to educate clients on where to find 

support and how to be heard;
• Business Communities to expand their investment horizons and increase economic mobility in their 

respective neighborhoods;
• Researchers to identify culturally-appropriate, ethical, and inclusive methods of reaching community 

groups with historical trauma.

Executive Summary
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Background

As one of the fastest-growing racial groups in the U.S.,9,10 Asian American, Native Hawaiian, and Pacific 
Islander (AA and NHPI) communities have distinct needs, assets, and experiences. However, federal data sets 
often group these communities into a single entity, despite their ethnic ties to over 30 countries across Asia, 
Micronesia, and Polynesia.11  This hides meaningful differences among these communities that could mean 
the difference between surviving and thriving.12 This report seeks to address this problem, starting with a group 
of community-based organizations (CBOs) serving AA and NHPI populations in the greater Chicagoland area. 
The first group of Change InSight partners includes six organizations: Apna Ghar, the South Asian American 
Policy & Research Institute (SAAPRI), the Indo-American Center (IAC), the Alliance of Filipinos for Immigrant 
Rights and Empowerment (AFIRE), the Hanul Family Alliance, and the Chinese American Service League 
(CASL). These organizations engage local AA and NHPI communities through culturally-relevant services, 
advocacy, and research.

Changing Tides highlights some of the most overlooked issues facing the AA and NHPI community today 
including language and cultural barriers, which greatly affect well-being and access to high quality care.13 This 
is why Change InSight is focused on targeted data collection concerning social conditions. Change InSight is 
leveraging data to eliminate the disparities in funding that have stood in the way of underserved AA and NHPI 
communities by:

• Addressing the social risks and needs of AA and NHPI populations through targeted data collection 
infrastructure;

• Challenging misconceptions about the AA and NHPI populations using data;
• Increasing awareness of the shortfall in foundation funding for AA and NHPI organizations relative to 

these communities’ population size and growth; and 
• Informing decision-making at a broader scale through data-driven policy insights.

Current evidence on the impact of screening for these conditions still requires more supporting data, even 
more so when it comes to the 16 AA and NHPI ethnic groups represented in this report.14 This work seeks to 
combat blanket statements like “all Asians are smart and successful,” or “all Asian immigrants are healthy,” by 
using data to tell a different story. By understanding the root cause of inequities in AA and NHPI communities, 
Change InSight is dismantling lies like the “perpetual foreigner” stereotype and the “Model Minority Myth.”15

Source: U.S. Census Bureau 2017 population projections for 2020-2060. For 2011 through 2019, American Community Survey 1 year estimate (via Census 
Bureau data). For 2000 and 2010, census counts from Census Bureau, “The Asian Population: 2010” Census Brief, Table 6. For 1990, U.S. Census Bureau, 
“Asian Population 2000” Census Brief Table 2. For 1980 and earlier years, Campbell Gibson and Kay Jung. “Historical Census Statistics on Population 
Totals by Race. 1790 to 1990, and by Hispanic Origin, 1970 to 1990, for the United States, Regions, Divisions and States.” U.S. Census Bureau.

https://www.apnaghar.org/
http://www.saapri.org
http://www.saapri.org
https://indoamerican.org/
https://www.afirechicago.org/
https://www.afirechicago.org/
https://hanulusa.org/
https://www.caslservice.org/
https://www.caslservice.org/
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Who are AA and NHPI Individuals?

The term “Asian Americans and Pacific Islanders” (AAPI) originated as early as 1968 but the U.S. Census 
Bureau formally separated the categories “Asian” and “Pacific Islander” in 1997.16

Today, there are about 25.6 million17 AA and NHPI individuals in the U.S., according to the most recent Census 
estimates—or approximately 7% of the general U.S. population. Asians and Asian Americans (A/AA) represent 
more than 20 different countries of origin18 alone and Native Hawaiians and Pacific Islanders (NH/PI) have 
origins in more than 14 countries and a sea of islands dotted across Australia, New Zealand, Melanesia, 
Micronesia, and Polynesia.19

More than half of all AA and NHPI individuals were born outside the U.S. and immigrated for many reasons such 
as work, school, and asylum.20 Projected to surpass 46 million by 2060,21 with over 100 spoken languages, 
this vibrant community has diverse needs, dreams, and challenges. 

Sources: U.S. Census and Pew Research Center
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Who are AA and NHPI Individuals?

“We’re not all the same!”
Despite the “AAPI” (and “AA and NHPI”) moniker, Asians and Pacific Islanders are more likely to identify with 
their national origins or ethnicity instead of seeing themselves as a member of a single racial group.22 Recent 
studies23 show that individuals born outside the U.S. identify this way for a number of reasons. Some have 
concerns about their citizenship and residency status. Others feel more deeply connected to their family 
origins. Many speak the same language, and most find it easier to belong when surrounded by people who 
look, speak, and act as they do.

When portrayed as a single group, important differences are masked. For example, some AA and NHPI 
subgroups learn English natively in their countries of origin, but others do not. Therefore, grouping these 
communities in terms of linguistic ability could impede progress for some individuals striving to achieve 
language equity. This example demonstrates why we cannot afford to generalize the unique experiences 
among this group. Changing Tides, by soliciting disaggregated data, highlights these diverse experiences, and 
helps reshape misconceptions about this diverse diaspora.

Breaking down data by racial and ethnic subgroups makes it easier to spot differences, trends, and patterns 
not visible when viewing the data as one big group. The risk of using data as a single group heightens the 
possibility of overlooking issues before they become problems. For instance, Filipinos, South Asians, and 
Pacific Islanders (PIs) tended to have higher rates of chronic conditions like obesity, diabetes, hypertension, and 
coronary artery disease (CAD), but these conditions are masked by their relative absence in the Asian American 
community as a whole.24 Although this report does not directly address mortality or morbidity outcomes, the 
implications for disaggregating health data are clear.

Other misconceptions, like the assumption that all Asians are high income-earners, actively reinforce a myth that 
poverty is not an issue within AA and NHPI communities. In fact, data indicates that poverty rates vary widely 
across AA and NHPI households. Further disaggregation reveals glaring differences. When looking at poverty rates 
by ethnic group, Filipino Americans had a poverty rate of 6% compared to 31% for Micronesian Americans.25
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Who are AA and NHPI Individuals?

There are also vast differences in educational attainment and employment status when looking at individual 
ethnic groups, but stereotypes inspired by popular culture and a lack of meaningful data disaggregation have 
made it increasingly difficult to address these disparities.26 Popular culture has generally portrayed Asians 
and Pacific Islanders with traditional stereotypes; in a national poll, the top three adjectives used to describe 
Asian Americans were “Smart/Intelligent,” “Hard-working,” and “Kind/Nice/Thoughtful.”27 Assumptions like 
these feed false narratives that all Asians are successful (aka, the “Model Minority Myth”28) which undermines 
the discrimination these populations have long endured. As agencies nationwide come together in combating 
these harmful stereotypes, it is important to remember that these barriers are the product of structural racism 
and historically-rooted oppression.29

Barriers to Access
Health equity is defined as “the state in which everyone has a fair and just opportunity to attain their highest 
level of health.”30 In that same framework, “health disparities’’ are preventable differences that affect some 
populations more than others.31 Despite significant efforts to reform and improve the landscape of healthcare 
in the U.S., stark inequities remain evident among minority communities. AA and NHPI individuals have one of 
the highest rates of being uninsured,32 some of the highest suicide rates33, and have a higher risk of negative 
health outcomes such as cancer, heart disease, stroke, diabetes, hepatitis B, smoking, tuberculosis, and liver 
disease.34,35
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Social Determinants of Health 
Data Matters

Language access has often been cited as one of the primary barriers facing AA and NHPI communities. In 
health-care settings, it is estimated that nearly one out of four patients is best served in a language other than 
English.36 Change InSight seeks to identify those other languages, thereby supplying AA and NHPI and other 
minority communities with necessary data to address these barriers. Targeted solutions for this dilemma might 
include specialized training and/or culturally-appropriate translation or interpretation services. However, getting 
to this point requires understanding the patterns that contribute to these barriers—these are often referred to 
as “social determinants of health.”

Social determinants of health are the conditions in the environments where people are born, live, 
learn, work, play, worship, and age that affect a wide range of health, functioning, and quality-of-life 
outcomes and risks.37

Social determinants of health are often grouped into focus areas such as: health care access and quality, 
neighborhood and built environment, social and community context, economic stability, and education access 
and quality.

National goals for transforming community health include “creating social, physical, and economic environments 
that promote attaining the full potential for health and well-being for all.”38 Change InSight is focused on 
addressing these conditions by measuring social determinants, specifically within AA and NHPI populations.

Source: Social Determinants of Health Domains. Healthy People 2030, U.S. Department of Health and Human Services, Office of Dis-
ease Prevention and Health Promotion. Retrieved from: https://health.gov/healthypeople/objectives-and-data/social-determinants-health

Social Determinants of Health

https://health.gov/healthypeople/objectives-and-data/social-determinants-health
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Another way to picture this is to think of social determinants of health as a river of conditions. Upstream 
factors include socioeconomic and environmental conditions, institutional power, and social networks,39 
while downstream factors consist of health behaviors and outcomes.40 As much as 50% of health outcomes, 
such as morbidity, mortality, life expectancy, health expenditures, health status, and functional limitations, are 
impacted by these upstream and downstream factors.41 

With robust social determinants of health data, better decisions can be made at multiple places along the 
stream, effectively breaking the cycles of health inequities that have plagued AA and NHPI communities for so 
long. As for why this matters, “Everyone’s well-being is community business.”42

Source: A “river of conditions.” Author’s modification of “Meeting Individual Social Needs Falls Short Of Addressing Social Determinants Of 
Health”, Health Affairs Blog, January 16, 2019. Retrieved from: https://www.healthaffairs.org/do/10.1377/forefront.20190115.234942

Social Determinants of Health 
Data Matters

https://www.healthaffairs.org/do/10.1377/forefront.20190115.234942
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Methodology

To better understand the social determinants AA and NHPI communities encounter, we looked for culturally-
responsive needs assessments. The process of selecting an instrument, determining who to distribute it to, 
and collecting and analyzing the data took several months to complete and offered a wealth of lessons for 
future research endeavors.

Selecting a Measurement Instrument
For this report, the screening instrument needed to be valid, reliable, practical, and versatile. We chose a 
nationally recognized and standardized patient social risk assessment tool developed by the Association 
of Asian Pacific Community Health Organizations (AAPCHO) and the National Association of Community 
Health Centers, Inc. (NACHC): The Protocol for Responding to & Assessing Patients’ Assets, Risks & 
Experiences (PRAPARE®) is designed to engage patients in assessing & addressing social determinants 
of health.43 Although PRAPARE® is one of the most widely used social determinant measures today, the 
landscape of needs assessments is  constantly evolving, which warrants special care when tailoring data 
collection efforts to the population of interest.

Meet PRAPARE®
The ultimate goal stated by PRAPARE® is to improve the health of individuals and communities by transforming the 
approach to high quality care. Health clinics using PRAPARE® have been able to use this data to improve individual 
health outcomes, tailor specific interventions, and reduce overall costs associated with care.44 PRAPARE® is also 
credited with creating better relationships with clients/patients, by practicing a screening method called Empathic 
Inquiry, which empowers the client to tell their own story and describe their own social conditions.

PRAPARE® is available in over 25 languages45 and translation requests have been made to include more AA 
languages in the future such as Hakha, Hmong, and Urdu. The assessment46 consists of 21 questions covering 
four core question domains including: personal characteristics, family and home, money and resources, and 
social and emotional health. Other measures include incarceration history, refugee status, safety, and domestic 
violence. A rationale for all items in the assessment can be found in Appendix A. As of 2021, 54% of health 
centers reported using PRAPARE®47, making it one of the most common social determinant screening tools 
used in the U.S.

https://aapcho.org/
https://aapcho.org/
https://www.nachc.org/
https://www.nachc.org/
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Methodology

Timeline
After selecting an instrument to document social determinants data, we needed to consider where the data 
would live, who to recruit, how long it would take to collect the necessary information, and how to present 
our findings. Planning for Change InSight was divided into four main phases: training, data collection and 
analysis, and report writing and publishing. The year-long project timeline took this form, consistent with 
general recommendations from various toolkits and public health experts:48

Administering PRAPARE®
Training focused mostly on administering PRAPARE® using Empathic Inquiry, a conversational approach that 
promotes engagement through motivational interviewing and trauma-informed care.49 The curriculum was 
centered on client autonomy, mutual respect, privacy, strengths-based thinking, and trust. Training also offered 
staff the chance to familiarize themselves with the assessment tool, ask questions, and practice asking sensitive 
questions.50 Staff had the chance to better understand their clients and clients could learn how to more 
effectively express their concerns, strengths, and hopes. Unlike a traditional survey, this approach promotes a 
deeper level of engagement between providers and clients. In other words, the very act of administering the 
tool helps remind us of the individual agency each client holds. At the conclusion of training, all staff involved 
in administering PRAPARE® received a certificate as qualified assessors, contingent upon active engagement 
and participation.

PRAPARE® was administered from April 18, 2022 and June 24, 2022. Participation was entirely voluntary 
and all participants were recruited from the client pools of each partner organization. All partner organizations 
received an English copy of the assessment along with instructions on how to download versions of the tool 
in other languages. Between April and June, a total of five support sessions were readily available for staff to 
resolve issues and discuss procedural updates.

Change InSight sample timeline
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Methodology

Sample
At Change InSight, the sample is skewed towards individuals and families that utilize community-based social 
service organizations, not towards the general population or the broader AA and NHPI community. Change 
Insight sample participants were solicited by staff and voluntarily agreed to take the assessment. These clients 
may come to the agencies represented in this pilot for any number of reasons,including: case management, 
legal advocacy, mental health counseling, transitional housing, crisis intervention, elder care, child care, public 
benefits assistance, immigration counseling, civic engagement, community health engagement, workforce 
development, and advocacy.

As a result, participants have additional exposure to higher risk factors than the general population. However, 
Change Insight’s interest focuses on the correlation of risk factors. Change Insight wants to know whether 
the presence of certain risk factors is correlated with additional risk factors. Change Insight is attempting to 
address both the needs of the broader community and each individual, recognizing that those two might not 
be the same. 

Limitations
Despite a fairly robust sample size, data is community-level and should not be used to draw conclusions about 
the general population, due to sampling limitations. However, this report includes supplemental information, 
drawn from publicly available sources (e.g., the US Census Bureau), to provide additional context. 

Scoring PRAPARE®
Scores (0-24) were calculated based on the number of risks present.51 Lower scores indicate low risk and 
higher scores indicate higher risk. Each response was assigned a numerical value of 1 or 0, which was tallied 
as a ‘risk condition.’ All the “1s” were added to reach a final score. That score would fall within ranges offered 
by PRAPARE®, which would correspond with levels of risk: low, rising, high, and highly complex. Participants 
with scores between 0-3 had “low” to “rising” levels of risk and “high risk” was considered any score above 4. 
You can see which responses counted towards the score in Appendix C.

Table: Risk stratification scoring

Risk Level # Conditions (tallies)

Highly Complex 6+

High-Risk 4-5

Rising-Risk 2-3

Low-Risk 0 or 1
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Methodology

Using this scoring method, over three-fifths (62%) of all participants screened had highly complex risks, 
followed by over a quarter (28%) reporting high levels of risk. The questions with the lowest responses included 
topics around income, incarceration history, access to employer-sponsored health insurance, and access to 
resources. A more detailed explanation of risks and how they factor in with select characteristics is provided 
in the following section.
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Results

After data collection ended, Change Insight staff cleaned and analyzed the data, breaking it down by 
response.52 Change Insight staff used statistical modeling53 to map responses by select characteristics and 
grouped them into corresponding domains. Below is an outline of general demographic characteristics, 
followed by a description of the top five risk factors and how they are relevant to health outcomes. “Risks” 
refers to the conditions that increase the likelihood of developing negative health outcomes. Identifying risks 
helps determine which problems to address first.

As a community-level data collection, the work focuses on the social determinants of health at play in the 
communities sampled. Former U.S. Secretary of Health and Human Services Alex Azar made the distinction 
between individual needs and community-level determinants during a speech in 2018: 

How can someone manage diabetes if they are constantly worrying about how they’re going to afford 
their meals each week?[...]This can feel like a frustrating, almost fruitless position for a healthcare 
provider, who understands what is driving the health conditions they’re trying to treat, who wants to 
help, but can’t simply write a prescription for healthy meals, a new home, or clean air.
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Results

Top 5 Risks in a National Sample Versus Change Insight’s Sample
In 2019, 85% of all AA and NHPI individuals living it the U.S. consisted of six ethnic groups: Chinese, Asian 
Indian, Filipino, Vietnamese, Korean, and Japanese (ranked by size)54.  In Illinois, the largest groups are Asian 
Indian, Filipino, and Chinese55.  In our sample, the top five ethnic groups were Chinese, Asian Indian, Korean, 
Filipino, and Pakistani, in that order. Each of these groups has distinct attributes, strengths, and risks. These 
distinctions would be impossible to make out had all of these groups been clustered as one.

The risks for a national sample and Change Insight’s sample were similar. However, since the top five ethnic 
groups in the Change Insight sample accounted for 94% of participants, this report only focuses on the 
greatest needs for these ethnicities. Some ethnic groups did not have enough initial participants to include in 
this ranking, so as more data is gathered, the top risks (or how they are ordered) could look different. 

Even though the Change Insight sample is locally-based, the risks shared encompass a greater need for better 
linguistic access, behavioral health supports, vocational/job training, and social integration. The following 
section outlines the rationale for measuring risks and illustrates how the public narrative discussing risks 
impacts the AA and NHPI community.

*income by itself offers little to no value as a social determinant of health risk. In other words, it requires looking at income in context or 
relation to other risk factors. More on this on page 21.

Table: Top social determinant risks for a national PRAPARE® cohort and Change InSight’s pilot sample

Risk Level National sample55 (n=2,982)
Change InSight sample filtered by top 5 ethnic 

groups (n=2,101)

1 Limited English proficiency Limited English proficiency

2 Low educational attainment Unemployment

3 Stress Low social integration

4 No insurance coverage Stress

5 Unemployment Higher poverty rates*
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Results

1. Limited English Proficiency
When asked “What languages are you most comfortable speaking?” 80% of sample participants indicated a 
language other than English57. This is an important question because higher English proficiency is tied with 
better access to health care. People who speak a language other than English were less likely to see a health 
provider, understand the point of certain medical procedures (i.e. age-dependent cancer screenings), and 
report poorer mental and physical health than their English-speaking counterparts58. English proficiency is 
related to acculturation, the process of adapting to a new culture59,60. Despite widespread interest in the topic 
of acculturation, the experience of Asian Americans has largely gone unnoticed61,62. Several reasons for this 
may include (1) small sample sizes from which it is difficult to draw conclusions or (2) the assessments are only 
conducted in English63. 

In addition to health outcomes, acculturation affects the degree to which someone can access health care, let 
alone pay for it. According to recent (2021) national population estimates, 72% of people identifying as Asian 
alone spoke a language other than English64.  Although PRAPARE® does not ask how well someone speaks 
English, 31% of the Asian population in the U.S. was considered having “limited English proficiency.”65  Spoken 
language is used in this initiative because of the distinct nuances associated with native-born English speakers 
and health-related oral literacy. The vocabulary, pronunciation, grammar, accents, slang, or other cultural 
elements present in a person’s speech influence the degree to which medical outcomes are affected (e.g. “15” 
sounds like “50” when spoken aloud). Comparatively, 40% of all Native Hawaiian and Pacific Islanders in the 
U.S. spoke a language other than English and 12% were considered to have limited English proficiency.66  To 
put these statistics into perspective, one in five people (22%) in the total U.S. population (in 2021) spoke a 
language other than English and less than one-tenth (8%) spoke English less than “very well.”67 

Although more data is needed to make conclusions about the larger context, the findings indicated the need 
for more targeted language support. In other words, limited English proficiency affects the Change Insight 
sample, but to what extent? Speaking a language other than English does not automatically mean that the 
risk looks the same for each community. For instance, 98% of Chinese participants in the Change Insight 
sample spoke a language other than English, compared to 97% of Korean participants, 49% of Asian Indian 
participants, 60% of Filipino participants, and 42% of Pakistani participants. Here, the value of disaggregated 
data reveals key differences among AANHPI sub-groups. 



Changing Tides: Defining Social Needs                    Page 19

Results



Changing Tides: Defining Social Needs                    Page 20

Results

2. Unemployment
Everyone has the right to work, to free choice of employment, to just and favorable conditions of work 
and to protection against unemployment.68

—Article 23, Paragraph 1 of the Universal Declaration of Human Rights

There is ample evidence69 that unemployment is associated with lower psychological well-being, more unhealthy 
behaviors, and higher morbidity and mortality. Aside from the indirect health value of gainful employment, 
benefits like health insurance coverage and sick leave often depend on employment status. People without 
health insurance are more likely to delay or forgo medical care. Consequently, they are more likely to be 
hospitalized70 with a worse prognosis than people with health coverage.

Change Insight results, as seen in figure 8, describe a varied employment landscape. These figures demonstrate 
the heterogeneity of our sample. Employment connects health outcomes, access to healthcare, and social 
integration, but there are many things still unknown. 

For instance, in what conditions do our participants work? Stressful work conditions have been shown to have 
a negative effect on employee health.71  In the Change Insight sample, two-thirds of (69%) adults (18-64 years 
old) were employed part- or full-time, but less than one-third (31%) reported having health insurance through 
their job. If being employed and having adequate health coverage is indeed correlated with better health 
outcomes, then it is concerning that the majority of working adults in the Change Insight sample did not have 
insurance coverage.
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3. Low Social Integration
Research72 shows that social relationships have short- and long-term effects on health, health behaviors, and 
mortality risks. Isolation can lead to psychological distress, severe mental illness and even death. On the other 
hand, studies have also shown that people who are more connected to others are healthier overall and live 
longer than their isolated counterparts. While the effects of feeling disconnected are well-documented, it is 
more than just having relationships, but how engaged people are with others. Just because someone has a lot 
of social relationships does not mean those connections are also high quality. Social integration refers to how 
involved someone is with a person or groups of persons.73 

Some evidence even suggests that low levels of social integration have an equal or greater impact on mortality 
than socioeconomic status, health behaviors, or other social determinants.74  Similarly, low quality relationships 
were also associated with negative health outcomes.75,76 With regards to this study’s sample, there is little 
data specifically directed at understanding the levels of social integration among AA and NHPI individuals and 
communities. In a recent poll conducted by public opinion researchers between May and June of this year, 
nearly one quarter of Asian adults reported feeling unwelcome in their own neighborhood and 1 in 10 shared 
that they have no relatives, friends, or neighbors to rely on for social support.77 

To measure social integration, PRAPARE® asks: “How often do you see or talk to people that you care about 
and feel close to?” Following up to this question, participants were asked to share with whom they felt close. In 
the Change Insight sample, 2,135 participants chose to answer this question. Of those individuals, more than 
three-quarters (79%) had some regular contact with someone they felt close to (e.g. partner, spouse, friends, 
family, religious institution, or volunteer organization). This means over 20% of participants in this community 
sample do not have contact with trusted relationships. Considering what is known about the impact of social 
relationships during times of celebration and sorrow, 449 people are at risk of becoming (or being) isolated. 
As a result of this work, these individuals are now visible. This data can be used to start conversations about 
what it would take for individuals in the AA and NHPI communities served by the participating Change Insight 
organizations to feel more socially connected and supported.
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4. Stress
“How stressed are you?” (PRAPARE® question 17)

“Stress” can mean something different for everyone. PRAPARE® does not ask respondents to define or 
describe their stress but provides an opportunity for them to speak freely about the subject.  The assessor 
asks each participant to rank their level of stress from “not at all” to “very much.” Like social integration, there is 
a lack of data on true stress levels within specific race/ethnic groups. This data provides a baseline for further 
exploration.

Perhaps more importantly, there is a lack of culturally appropriate (or relevant) interventions for underrepresented 
communities on managing stress. Because everyone has a different stress threshold, even a little bit of pressure 
can have negative effects on individuals without the proper resources. Everyday stressors, the environments in 
which people live, the jobs they have, the support systems they have (or lack) contribute to how stress affects 
the body. Just because one group is resilient does not mean that any level of stress should be “okay” for some 
and not others.
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5. Living In Poverty
Only the top five social risks identified using PRAPARE® were used in the Change Insight report. Some 
participants might have all five risks while others have one or two. When looking at the Change Insight sample 
compared to state or national data, Change Insight data depicts something very different. That is because the 
focus of Change Insight was to assess and respond to the risks of Change Insight participants, not just to 
compare statistics.

Nearly half (46%) of Change Insight participants were considered “living in poverty” according to federal poverty 
guidelines, based on self-reported income and calculated by the number of people living in a household. 
However, income by itself offers little value as a social determinant risk. Having a lower income means being 
able to afford fewer resources like food, housing, healthcare and public benefits. However, the opportunities to 
obtain food, get healthcare, or find housing are not cost-dependent in and of themselves. Having low income 
does not necessarily mean automatic disqualification from participating in any of these activities. For example, 
if someone is eligible for Medicare, that is an age-dependent factor, not an income factor. Now, if that person 
does not have a way to get to their health appointments, that may be linked to a lack of transportation due to 
cost, not because they do not have health coverage.

Superficially, poverty rates for Asian Americans as a whole were lowest among major race groups in the U.S., 
but closer examination reveals significant differences when poverty rates are compared by age or ethnicity. For 
instance, Asian seniors had higher poverty rates than NHPI and White seniors.78 

Change InSight participants living in poverty (based on the U.S. Department of Health and 
Human Services poverty measures. Households with an annual income at or below 100% 
of this threshold are considered to be “living in poverty”)



Changing Tides: Defining Social Needs                    Page 24

Results

Risk Profiles by Ethnicity
Next, we looked at the top five risks by ethnicity. Please note that only the top five ethnic groups are depicted 
here, out of 16 total AA and NHPI groups represented in the Change Insight sample. The following risk 
profiles demonstrate an interesting pattern: When English Proficiency is not the foremost concern, as with 
Asian Indian and Pakistani Americans, it drops to a lower level of risk, while stress becomes the predominant 
social determinant risk. Also, low social integration is also common to all groups. However, unemployment, 
homelessness, poverty, insufficient educational attainment, and unmet medical needs each round out the 
different ethnic groups.

1. The top risk factor for Asian Indian participants in the Change Insight sample was elevated stress 
levels at 75%. Participants with any indication of stress when asked “How stressed are you?” were 
considered to have ‘elevated stress.’

2. The second highest risk factor for Asian Indian participants was low social integration at 57%. 
Participants who reported talking to people they care about less than five times a week were 
categorized as having low social integration.

3. The third highest risk factor for Asian Indian participants was limited English proficiency at 49%. 
Participants whose primary language was not English were categorized as having ‘limited English 
proficiency.’79

4. The fourth highest risk factor for Asian Indian participants was living in poverty80 at 41%.

5. The fifth highest risk factor was unemployment at 25%.
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1. The top risk factor for Chinese participants in this sample was limited English proficiency at 98%. 
Participants whose primary language was not English were categorized as having ‘limited English 
proficiency.’81

2. The second highest risk factor for Chinese participants in this sample was elevated stress levels at 
70%. Participants with any indication of stress when asked “How stressed are you?” were considered 
to have ‘elevated stress.’ 

3. The third highest risk factor for Chinese participants in this sample was living in poverty82 at 65%.

4. The fourth highest risk factor for Chinese participants in this sample was low social integration at 
56%. Participants who reported talking to people they care about less than five times per week were 
categorized as having low social integration. 

5. The fifth highest risk factor was a lack of housing at 27%.
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1. The top risk factor for Filipino participants in this sample was elevated stress levels at 78%. 
Participants with any indication of stress when asked “How stressed are you?” were considered to 
have ‘elevated stress.’ 

2. The second highest risk factor for Filipino participants in this sample was unmet medical care needs 
at 66%. This refers to participants that reported not being able to get medicine or health care (medical, 
dental, mental health, vision) in the past year. 

3. The third highest risk factor for Filipino participants in this sample was limited English proficiency 
at 60%. Participants whose primary language was not English were categorized as having ‘limited 
English proficiency.’83 

4. The fourth highest risk factor for Filipino participants in this sample was living in poverty84  at 57%.

5. The fifth highest risk factor was low social integration at 52%. Participants who reported talking to 
people they care about less than five times per week were categorized as having low social integration. 
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1. The top risk factor for Korean participants in the Change Insight sample was limited English 
proficiency at 97%. Participants whose primary language was not English were categorized as 
having ‘limited English proficiency.’85

2. The second highest risk factor for Korean participants was low social integration at 91%. Participants 
who reported talking to people they care about less than five times per week were categorized as 
having low social integration. 

3. The third highest risk factor for Korean participants in our sample was elevated stress levels at 59%. 
Participants with any indication of stress when asked “How stressed are you?” were considered to 
have ‘elevated stress.’ 

4. The fourth highest risk factor for Korean participants was living in poverty86 at 55%.

5. The fifth highest risk factor for Korean participants was having less than a high school education 
at 31%.
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1. The top risk factor for Pakistani participants in the Change Insight sample was elevated stress 
levels at 71%. Participants with any indication of stress when asked “How stressed are you?” were 
considered to have ‘elevated stress.’ 

2. The second highest risk factor for Pakistani participants was low social integration at 68%. 
Participants that reported talking to people they care about less than five times a week were categorized 
as having low social integration. 

3. The third highest risk factor for Pakistani participants was limited English proficiency at 42%. 
Participants whose primary language was not English were categorized as having ‘limited English 
proficiency.’87 

4. The fourth highest risk factor for Pakistani participants was living in poverty88 at 31%.

5. The fifth highest risk factor for Pakistani participants was having less than a high school education 
at 28%. 
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Lessons Learned

Over the past year, Change InSight learned about what worked and what did not, both in terms of data 
collection and analysis. The findings acknowledged that disaggregating data for any population relies on 
consistent collection methods and is easily accessible. Change InSight partners reached out to clients during 
their visits or by phone and integrated PRAPARE® into their day-to-day workflow by streamlining clinical intake 
processes. When recruiting participants, our priority was to leverage established (or developing) relationships 
between staff and clients. This made administering PRAPARE® convenient, but still kept the focus on capturing 
as much of clients’ experiences as possible. This meant keeping all administration methods the same to limit 
the chance that the data would reflect circumstantial information not relevant to social determinants of health. 

For instance, if Change InSight employed a range of survey methods, this could help facilitate screening in a 
variety of settings. Consistent procedures for data collection help reduce the amount of bias introduced when 
administering assessments. In other words, if staff is trained differently in how they administer the assessment, 
the reliability of responses would be negatively affected. If some participants are interviewed and others fill 
out the assessment on their own, that could also affect the integrity of the data collected. After this collection 
round, we asked staff at each agency what their experience was like in terms of:

Several staff participated in the feedback evaluation, but several repetitive themes offered prudent information. 
Coding responses by particular words or phrases, the feedback from staff involved in the project was consistent. 
In general, most partner agency staff members were satisfied with the project as a whole. With regards to 
areas warranting attention, staff shared that additional clarity was needed when explaining the purpose of 
PRAPARE® to clients. They noted that several questions in the assessment felt irrelevant and some clients 
expressed resistance. Feedback provided also found that staffing concerns needed to be addressed.

Some staff shared that clients felt uncomfortable responding to certain questions, citing reasons like “shame” 
and being “too personal.” This indicates that additional guidance is needed to address sensitive topics, including 
those that are influenced by cultural or traditional norms. Taking these suggestions into account when planning 
for subsequent data collection campaigns, upcoming procedures will be updated with an emphasis on how to 
make the most out of limited resources (time, staff, money, and scope). Other feedback we received included 
having a better explanation for both staff and clients on how social determinants screening is relevant to them. 
Perhaps the most important lesson learned during this initiative was to be flexible and adapt.

The whole point of this project is to better understand AA and NHPI communities and other underrepresented 
groups, so what good is data when the questions themselves pose a risk when asked? Collecting data for the 
sake of data accomplishes nothing. This pilot initiative directly addresses the repercussions of the failure to 
disaggregate, to look deeper, and get specific. As Change InSight continues to address both community- and 
individual-level barriers, having this kind of input is crucial to developing and implementing targeted solutions 
that address the roots of inequity.

• Overall satisfaction
• Clarity of objectives
• Timeframe for completing objectives
• Quality of training sessions
• Process of administering PRAPARE®

• Data collection
• Data entry
• Areas for improvement
• Other useful insights
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Someone who is stably housed today might not be tomorrow. Someone who has trouble obtaining medication 
for a chronic condition might forgo other expenses if cost is the primary risk factor. An individual who has trouble 
securing reliable transportation is more likely to miss medical appointments, let alone other commitments like 
work, school, or childcare. Using the data collected in the PRAPARE® assessments, staff at Change InSight 
partner agencies can act on these risks and priorities with in-house resources or through referrals. Utilizing 
social determinants data in this way, for the purpose of affecting client well-being, can extend the value of 
these risk screenings. By connecting the dots between so-called non-medical, social determinants of health 
information and data routinely collected in a patient’s health record, our work will result in improved patient health 
outcomes. For example, patients discharged from a medical facility may now be able to receive transportation 
support to return for follow-up care, which they might otherwise forgo without adequate attention to their social 
determinant risk(s).

A successful continuum of care relies on having both medical and non-medical support, which includes 
recognizing and addressing social determinants of health factors at play. In the case of an individual who 
cannot afford medication, there are many scenarios where community-based organizations are well-suited 
to provide needed patient support. Thus, a high-quality service model for preventative care and treatment 
must rely on having both medical and non-medical information, and the infrastructure for gathering social 
determinants of health information will play a vital role. If data disaggregation efforts at the national level are any 
indication, then consistent collection and analysis at the community and individual levels must become a top 
priority. That is why Change InSight is applying a significant amount of time and resources to make it happen. 

A key lesson we learned during the past year was that disaggregating data relies on strong and consistent 
data collection methods, to ensure that clients are screened, paired with ready access to support when 
administering the assessment. With consistent screening and patient access, we will be able to disrupt 
dysfunctional patterns that impede patient healthcare access, and as a result promote highly personalized care 
and improved outcomes. High-quality data, when paired with a commitment to both community and individual, 
leads to improved care and service delivery. Our findings reflect a deep-seated desire to connect people with 
care that works for them. Other lessons include clarifying why social determinants screening is relevant for 
providers and clients/patients.
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Recommendations Moving Forward

We recommend further examination into what social determinants data means for immigrant and minority 
communities. In other words, now that there is a compelling basis for needing targeted data, the next step is 
to identify how to leverage that data and act on it.

What social determinants’ data represents for AA and NHPI individuals is being able to understand the unique 
experiences these communities face—experiences often overlooked when grouped together. This pilot offered 
a wealth of insight into how needs are communicated, how to address risks, and how to ensure that all voices 
are heard. Some of the data collected communicated trends similar to what is already known. However, it also 
magnifies who is missing and illustrates the need for sustained data collection efforts at both individual and 
community-wide levels.

Examples of how this data has been used in the past include mapping referrals, funding requests, shaping 
state and federal policies, and establishing a return on investment (ROI). Already, several Change InSight 
partners have used the data to help inform efforts to promote client health. Some agencies flagged certain risks 
associated with scoring to inform their referral process. Others shared that the data would be used to address 
community-level conditions contributing to barriers felt at the individual-level (e.g. lack of transportation, lengthy 
wait times for care/services, cost, etc.).

Another opportunity Change InSight offers is partnering with formal health entities on documenting/coding 
PRAPARE® into medical recordkeeping systems. Because non-medical social determinants of health data 
rarely make its way into standardized health data collection, the findings from this initiative would help articulate 
the need for data sharing more clearly. For instance, hospitals and other managed care organizations use what 
are known as ICD-10 (International Classification of Diseases) codes which translate into billable services. 
Since current Change InSight partner agencies do not yet offer formal health screenings and other medically-
based interventions, this kind of partnership could help facilitate intra-agency efficiency and improve the level 
and quality of care provided to consumers.

Tools like the PRAPARE® ICD-10 crosswalk, developed by the Community Health Care Association of New 
York State (CHCANYS) were specifically designed to help different data management systems communicate 
with each other. For instance, someone who reports feeling stressed “quite a bit” or “very much” on PRAPARE® 
would correspond with ICD-10 Z Code Z73.3, which translates to a diagnosis of “stress, not elsewhere 
classified.” This is just one way that PRAPARE® scores can directly inform the continuum of care efforts and 
promote a seamless integration between community-based organizations and hospitals.
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Issues like limited English proficiency, unemployment, stress, and isolation were named as some of the top 
risks identified in the Change InSight sample, but the order of risks varied for every ethnicity. The degree of risk 
was different too. Asian Indians, Filipinos, and Pakistanis all indicated stress as their top risk, but the proportion 
of participants who were “a little” stressed compared to “very much” stressed varied widely. Most participants 
indicated turning to family or friends when they were stressed, but there were also a number of individuals who 
either refused to answer altogether or expressed that they had no one to talk to.

When looking at any single issue, like stress in this case, it is crucial to ask why someone might be stressed. 
Despite being translated in multiple languages, anecdotal evidence from agency partners demonstrates that 
more needs to be done for needs assessments like PRAPARE® to be culturally competent. In the example 
referenced above, merely asking how stressed someone is could be potentially triggering or all together lost 
in translation (i.e. individual does not have a working definition of “stress”). Several agency staff shared similar 
levels of discomfort when asking participants on potentially sensitive topics like educational attainment, income, 
refugee status, migrant and/or farm worker status, domestic violence, and safety.

Based on this observation, the Change InSight team is currently seeking to address oversights and gaps 
in assessor training to ensure the highest level of care when delivering assessments, discussing individual-
level interventions and programming. The importance of validated data collection notwithstanding, it does not 
change the fact that the utility of data must never outweigh the needs of the client. This feedback serves as a 
much-needed reminder to always consider our biases. We must always be mindful of the many identities that 
intersect in any community.89 None of the data presented here lives in a vacuum. Identities like age, gender, 
or race play a part in the way people see and interact with the world around them. As leaders in ethical, 
participatory methods of data-driven solutions, Change InSight is committed to championing the ideals where 
health and funding disparities do not exist.

As trusted messengers within their respective communities, each organization has a unique relationship with 
those they serve in a way that distances this project from other data collection efforts. Akin to the complexity 
of risks and needs of this sample, Change InSight’s data collection efforts will undoubtedly evolve in scope and 
size. Based off these initial findings, Change InSight recommends the following action steps:

Snapshot of Community Health Care Association of New York State Social Determinants of Health (SDOH) - Technical Assistance ICD-
10 Z Code and PRAPARE crosswalk (click to HERE TO view full-size)

https://www.chcanys.org/document/prapareicd10-z-codesmarch-2021pdf


Changing Tides: Defining Social Needs                    Page 33

Recommendations Moving Forward

For Funders and Philanthropists…
...to financially support efforts to address barriers to resource development and access. With 
time and resources cited as some of the main issues affecting screening progress, investing in 
social determinants requires patience.90 Returns can take years to realize and long-term change 
starts by celebrating early wins. Just as conditions leading to health deficits have existed for 
a long time, Change InSight encourages interested stakeholders to proceed with patience 
and an understanding that improved health outcomes do not have a price tag. Furthermore, 
establishing trust relies on full participation from all parties involved. While some degree of 
financial risk is unavoidable when caring for socially vulnerable91 populations like some in this 
sample, the success of sustainable funding models relies on careful selection of a trusted 
‘broker.’ The broker plays several roles, from managing finances, mediator, and advisor.92

For Policymakers…
...to recognize the need for fair representation and promote laws and protections aimed 
at addressing higher-risk target communities. Even though Change InSight participating 
organizations can implement individual-level interventions using the initial data, efforts 
must go beyond local interventions and craft social policy that addresses broader systemic 
inequities. Elected officials need to acknowledge the contributions of the rich and vibrant AA 
and NHPI community. If health and funding disparities are the results of a lack of appropriate 
systems-level care (e.g. affordable housing, food assistance programs, childcare, etc.), then 
it must ask why preventative measures were not addressed. Policy actions at any level93 have 
the potential to move the needle toward a brighter tomorrow, but to get there, we need to 
start looking at the bigger picture of how social determinants impact health and well-being.

Based on the initial findings in this report, along with the lack of AA and NHPI representation 
politically94, policymakers would be wise to make social determinants a key legislative priority. 
Equitable policies call for multi-sector input95, including organizations like the ones that make 
up Change InSight. Furthermore, policymakers and providers must also remember that as 
social conditions change, so do determinants warranting updated infrastructure.

For Civic and Social Leaders…
...to address barriers to collaboration between specific community groups. Civic engagement 
is important and necessary for cross-collaboration when addressing social determinants. In 
this sample, Change InSight does not ask participants whether they are registered to vote, 
or if they feel like they have an active voice in their communities. Investing in upstream 
interventions also requires active participation from community leaders and respected 
figures that mirror the values and aspirations of that particular setting.

Community engagement is for everyone. As the needs of immigrant communities and other 
minority groups continue to be captured, the solutions developed must go farther than just 
the individual. As individual change agents, it takes a collective responsibility for naming the 
cultural, social, and behavioral factors96 contributing to health inequity.
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For Community Health Workers and Direct Service Providers…
...to educate clients on where to find support and how to be heard. Gathering social 
determinants of health data can be confusing and appear burdensome. While the importance 
of social determinants of health data is well known and even promoted by clinical staff, 
understanding how to make data work for them is the key to taking appropriate action steps. 
Using the Five Rights Framework of Clinical Decision Support (CDS)97,  community health 
workers and providers in primary care settings and social service organizations can improve 
the relationships they have with clients. This includes gathering the (1) right information in 
the (2) right format to the (3) right people through the (4) right channels at the (5) right time. 
Having good data relies on knowing what works and providers offer first-hand accounts that 
inform workflow decisions.

For Business Communities…
...to expand their investment horizons and increase economic mobility in their respective 
neighborhoods. When mapping where to establish businesses, market value analyses 
sometimes deem some neighborhoods as economically disadvantaged and therefore not 
worth investing in. This effectively stunts the economic growth of these communities, often 
leading to poorer health outcomes. Whether business owners have five or 500 employees, 
investing in social determinants produces positive change, not just from a societal or 
environmental viewpoint, but for the community at large. 

For Researchers…
...to identify culturally-appropriate, ethically rigorous, and participatory methods of reaching 
community groups with historical trauma. Health disparities are well-documented in the 
U.S.98 However, these inequities are manufactured and strengthened when other aspects of 
society permit them to thrive. Addressing social determinants of health and disaggregating 
public narratives by ethnicity are just the first steps towards making opportunity a reality 
for AA and NHPI communities and other special and vulnerable populations (SVP)99. 
Researchers must continue to engage groups of interest from a lens of intersectionality, 
always recognizing individuals as their own best advocates.
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A Final Note

Further consideration should be given to process-based standardization of procedures. Caution is warranted 
when interpreting the results of this study. Additional context is needed for this sample to be representative 
of the AA and NHPI population served in an urban setting. The contributors of this report will revisit work 
plans, communication schedules, and training manuals to ensure the greatest care when it comes to ethical, 
participatory outreach methods. Changing Tides embarks on an epic course in which better data leads to 
better decisions and opportunities become reality. Together, Change InSight is changing the way information is 
collected, synthesized, and shared to understand and empower individuals and communities to thrive where 
they are.



Appendix A: Terminology

Here are the rationales cited by PRAPARE® for each specific measure along with other useful definitions:

AA and NHPI: Acronym that recognizes the fact that 
Asian American and NHPI are separate racial categories 
per the 1997 OMB standards.

Asian100: A person having origins in any of the original 
peoples of the Far East, Southeast Asia, or the Indian 
subcontinent including, for example, Cambodia, China, 
India, Japan, Korea, Malaysia, Pakistan, the Philippine 
Islands, Thailand, and Vietnam.

Culture: Set of shared attitudes, values, goals and 
practices that characterize an institution, organization 
or group. Culture is transmitted and reinforced through 
tradition, art, language and ritual, among other practices. 
It has also been defined more broadly as a social system 
of meaning and custom by a group of people to assure 
its adaptation and survival.

Diversity: Refers to the identities we carry. There 
are many kinds of diversity, based on race, gender, 
sexual orientation, class, age, country of origin, 
education, religion, geography, physical or cognitive 
abilities, or other characteristics. Valuing diversity 
means recognizing differences between people, 
acknowledging that these differences are a valued 
asset, and striving for diverse representation as a 
critical step towards equity.

Downstream/upstream: Upstream refers to 
acknowledging and addressing the structural, societal, 
community and individual-level factors that influence 
health. Whereas downstream refers to the dominant 
approach of treating individual-level factors and/
or contributors without wholly addressing structural, 
societal and community factors. “Moving upstream” 
involves continuously seeking to address the root 
causes of health inequities and improving the structural 
and social drivers of health for all people.

Education: Education is a widely used measure of 
socio-economic status and is a significant contributor to 
health and prosperity. Higher education is associated with 
longer life span and fewer chronic conditions. Parental 
education is a determinant of child health outcomes

Employment: There is evidence that unemployment 
is associated with lower psychological wellbeing, more 
unhealthy behaviors, and higher morbidity and mortality. 

English proficiency: English proficiency is related to 
acculturation, which is associated with health outcomes. 
It affects access to health care and is also related to 
higher cost of care.

Ethnicity: a socio-political construct that is a proxy for 
religion, culture, common history, and shared genetics. It 
is associated with a wide range of health disparities, and 
including it in the tool allows for the identification of these 
disparities and for health care quality assessment. 

Farm worker status: Farmworkers have unique toxic 
exposures related to pesticides and farming chemicals. 
They may also spend significant amounts of time away 
from their family. Additionally, there are social conditions 
related to temporary housing communities for seasonal/
migrant work that may adversely affect workers and their 
families, like an increased risk for violence.

Federal Poverty Level (FPL): The Federal Poverty 
Guidelines are based on the U.S. Department of Health 
and Human Services poverty measures. The poverty 
guidelines reference a household’s annual income 
and the number of people living in that household. 
Households with an annual income at or below 100% 
of this threshold are considered to be “living in poverty.” 
U.S. Federal Poverty Guidelines Used to Determine 
Financial Eligibility for Certain Federal Programs.
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https://www.federalregister.gov/documents/1997/10/30/97-28653/revisions-to-the-standards-for-the-classification-of-federal-data-on-race-and-ethnicity
https://www.federalregister.gov/documents/1997/10/30/97-28653/revisions-to-the-standards-for-the-classification-of-federal-data-on-race-and-ethnicity
https://www.ama-assn.org/system/files/ama-aamc-equity-guide.pdf
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Health care inequities: A measurable, systemic, 
avoidable and unjust difference in health care access, 
utilization, quality and outcomes between groups, 
stemming from differences in levels of social advantage 
and disadvantage.

Health disparities: Refer to a higher burden of illness, 
injury, disability or mortality experienced by one group 
relative to another.

Health equity: Defined by the WHO as “the absence 
of avoidable, unfair, or remediable differences among 
groups of people, whether those groups are defined 
socially, economically, demographically or geographically 
or by other means of stratification. ‘Health equity’ or 
‘equity in health’ implies that ideally everyone should 
have a fair opportunity to attain their full health potential 
and that no one should be disadvantaged from achieving 
this potential.

Household income: Income is a well-documented 
factor related to health outcomes. For example, low-
income is associated with a lower life expectancy.

Household size: This information is used to calculate 
%FPL. Income is a well-documented factor related to 
health outcomes. For example, low-income is associated 
with a lower life expectancy.

Housing stability: Housing insecurity is associated 
with poor health and nutrition and lower ability to 
manage chronic conditions. Homelessness is associated 
with frequent emergency department use. Housing 
interventions can reduce emergency department visits, 
hospital days, and hospitalizations.

Insurance: Insurance coverage affects access to care 
and quality of care.

Living in poverty: see “Federal Poverty Level (FPL)”

Material security: Material security encompasses 
both presence of resources and presence of skills 
and knowledge to manage resources. It is common in 
households that have material insecurity that patients 
must make tradeoffs to meet their needs. Overall material 
security has been linked to many disparities. Material 
insecurity has a validated relationship with forgoing care 
and with cost outcomes.

Native Hawaiian or Other Pacific Islander101: A 
person having origins in any of the original peoples of 
Hawaii, Guam, Samoa, or other Pacific Islands.

Neighborhood: Population level data on risks and 
assets can be used to estimate risk for individuals living 
within that population. Patient addresses can be used 
with geocoded data sets, which have been rapidly 
growing and will likely expand much further in the next 
few years. Geocoded information on risk reduces the 
burden of primary data collection.

OMB: Office of Management and Budget, part of the 
Executive Office of the President, is responsible for 
developing the federal budget, managing work across 
federal agencies, and coordinating and reviewing all 
significant federal regulations.102

Race: Race is a documented predictor of risk for many 
health outcomes and access to care. It is a combination 
of social and biological factors. Race is associated with 
health disparities and disparities in risk and assets, such 
as psychosocial, behavioral, and environmental factors. 
Including race allows for the identification of racial disparities.

Social integration: Social relationships impact 
health103 as much or more than some major biomedical 
and behavioral factors. Social integration, or the number 
of relationships and frequency of contact, has more 
evidence supporting its role in health outcomes than 
subjective measures of loneliness.
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Stress: Stress has negative health consequences when 
a patient has insufficient resources to cope with it. Long-
term exposure to chronic or severe stressors increases a 
patient’s allostatic load, which is the biological mechanism 
by which stress produces negative health outcomes. 
Stress management interventions can prevent stress 
from becoming toxic to the body and contributing to the 
development of chronic health conditions.

Transportation: Transportation plays a vital role in an 
individual’s life and a critical role in one’s ability to sustain 
a healthy livelihood by determining one’s ability to get 
to and from work, accessing healthy food options, and 
visiting healthcare providers.

Veteran status: Veterans are at heightened risk for 
certain health outcomes, including Post-Traumatic 
Stress Syndrome and joint replacement surgery. 

Domestic violence: Domestic violence is a known 
contributing factor to mental health and well-being, 
and can lead to other chronic conditions such as heart 
disease and stroke. Providing access to resources for 
support and actively creating & engaging in preventative 
practices will allow for a safer, healthier livelihood.

Incarceration: Legal problems are inextricably linked 
to health problems. Oftentimes, people are made ill or 
have their access to healthcare threatened because laws 
are not enforced or poorly written and because benefits 
are wrongfully denied.

Refugee: Healthcare providers need to be aware of, 
and sensitive to, cultural diversity, life situations, and 
other various factors that shape a person’s identity 
to provide safe and quality care to all patients. These 
factors include refugee status, sexual orientation, 
cultural and linguistic background, sex and gender, 
disability, religious beliefs, homelessness, and 
incarceration history among other factors.

Safety: Physical and emotional safety in the community 
can allow for a better understanding of how individuals 
and their communities, resources, and others interact. 
Domestic violence is a known contributing factor to 
mental health and well-being and can lead to other 
chronic conditions such as heart disease and stroke. 
Providing access to resources for support and actively 
creating & engaging in preventative practices will allow 
for a safer, healthier livelihood. 
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Below are the 21 questions in the original assessment. With permission from PRAPARE® staff, we were able to add 
a few questions, namely age and gender. Each question is followed by a set of multiple-choice answers that can 
be found in the full assessment available at prapare.org/the-prapare-screening-tool/. Some questions are edited for 
brevity or clarity.

Personal characteristics include five questions about 
race, ethnicity, farmworker status, language preference, 
and veteran status:

1. Are you Hispanic or Latino?
2. Which race(s) are you? Check all that apply.
3. At any point in the past two years, has seasonal or 

migrant farm work been your or your family’s main 
source of income?

4. Have you been discharged from the armed forces of the 
United States?

5. What languages are you most comfortable speaking?

The Family and Home measure contains four questions 
that document neighborhood attributes and housing 
status and stability:

6. How many family members, including yourself, do you 
currently live with?

7. What is your housing situation today?
8. Are you worried about losing your housing?
9. What is your current address?

The six questions and three optional features in the 
Money and Resources measure ask about education, 
employment, insurance status, income, material security, 
and transportation needs:

10. What is the highest level of school that you have finished?
11. What is your current work situation?
12. What is your main insurance?
13. During the past year, what was the total combined 

income for you and the family members you live with?
14. In the past year, have you or any family members you live 

with been unable to get any of the following when it was 
really needed? (Answers include food, utilities, medicine 
or healthcare, phone, clothing, and child care.)

15. Has lack of transportation kept you from medical 
appointments, meetings, work, or from getting things 
you needed for daily living? 

Social and Emotional Health measures stress levels 
and social integration and support. There are two 
questions in this measure, with one optional feature:

16. How often do you see or talk to people that you care 
about and feel close to?

17. How stressed are you?

Other measures in PRAPARE® ask about incarceration 
history, safety, refugee status, and instances of domestic 
violence. This measure consists of four questions and 
one optional feature. All items in this measure are 
considered optional when administering the tool.

18. In the past year, have you spent more than two nights 
in a row in a jail, prison, detention center, or juvenile 
correctional facility?

19. Are you a refugee?
20. Do you feel physically and emotionally safe where you 

currently live?
21. In the past year, have you been afraid of your partner or 

ex-partner?

Additional questions added with permission from 
PRAPARE®
Two questions added for context include:

I. What is your age as of today?
II. What is your gender?

Most questions contain response categories such as, 
“Yes,” “No,” and “I choose not to answer this question.” 
There are some optional features that build on previous 
logic and several spaces for open text responses. 
Designed with a flexible administration protocol, all 
responses were recorded on paper by providers. We 
chose to utilize a modified interview-style approach per 
best practices outlined by PRAPARE® staff.

https://prapare.org/the-prapare-screening-tool/
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Appendix C: Scoring PRAPARE®

RESPONSE CATAGORIES PRAPARE® TALLY POINTS 
BY RESPONSE CATAGORY

No 0

Yes 1

Asian 1

Native Hawaiian 1

Pacific Islander 1

Black/African American 1

American Indian/Alaskan Native 1

White 0

Other 1

Multiple Races 1

No 0

Yes 1

No 0

Yes 1

English 0

Language other than English 1

ETHNICITY: Are you Hispanic or Latino? (maximum of 1 tally)

RACE: Which race(s) are you? (maximum of 1 tally)

FARM WORKER STATUS: At any point in the past 2 years, has seasonal or migrant farm work been your or your 
family’s main source of income? (maximum of 1 tally)

VETERAN STATUS: Have you been discharged from the armed forces of the United States? (maximum of 1 tally)

ENGLISH PROFICIENCY: What language are you most comfortable speaking? (maximum of 1 tally)
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Appendix C: Scoring PRAPARE®

RESPONSE CATAGORIES PRAPARE® TALLY POINTS 
BY RESPONSE CATAGORY

100% or below 1

101-150% 1

151-200% 1

200% or more 0

Unknown 0

I have housing 0

I do not have housing 1

Yes (unstable housing) 1

No (unstable housing) 0

Less than high school degree 1

High school diploma or GED 1

More than high school 0

Unemployed and seeking work 1

Part-time work 1

Full-time work 0

Otherwise unemployed but not seeking work 1

None/uninsured 1

Medicaid 1

CHIP Medicaid 1

GENERATE %FPL (maximum of 1 tally)

HOUSING SITUATION: What is your housing situation today? (maximum of 1 tally)

HOUSING STABILITY: Are you worried about losing your housing? (maximum of 1 tally)

EDUCATION: What is the highest level of school that you have finished? (maximum of 1 tally)

EMPLOYMENT: What is your current work situation? (maximum of 1 tally)

INSURANCE: What is your main insurance? (maximum of 1 tally)
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Appendix C: Scoring PRAPARE®

RESPONSE CATAGORIES PRAPARE® TALLY POINTS 
BY RESPONSE CATAGORY

Medicare 1

Other public insurance (Non-CHIP) 1

Other public insurance (CHIP) 1

Private insurance 0

Food 1

Clothing 1

Utilities 1

Child care 1

Medicine or health care 1

Phone 1

Other (enter written answer) 1

No unmet needs 0

Yes, it has kept me from medical appointmens or from getting my 
medications 1

Yes, it has kept me from non-medical meetings, appointments, 
work, or from getting things that I need 1

No transportation needs 0

Less than once a week 1

1 or 2 times a week 1

3 to 5 times a week 1

More than 5 times a week 0

MATERIAL SECURITY: In the past year, have you or any family members you live with been unable to get any of 
the following when it was really needed? Check all that apply. (maximum of 7 tallies)

TRANSPORTATION: Has lack of transportation kept you from medical appointments, meetings, work, or from 
getting things needed for daily living? Check all that apply. (maximum of 2 tallies)

SOCIAL INTEGRATION: How often do you see or talk to people that you care about and feel close to? (Example: 
talking to friends on the phone, visiting friends/family, going to church or club meetings) (maximum of 1 tallies)
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Appendix C: Scoring PRAPARE®

RESPONSE CATAGORIES PRAPARE® TALLY POINTS 
BY RESPONSE CATAGORY

Not at all 0

A little bit 1

Somewhat 1

Quite a bit 1

Very much 1

STRESS: Stress is when someone feels tense, nervous, anxious, or can’t sleep at night because their mind is 
troubled. How stressed are you? (maximum of 1 tallies)
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