
SDOH Screening 
and Initiatives to 
Address Food 
Insecurity in Adults 
with Diabetes



Initial SDOH 
Screening 
Project 
Timeline/PDSA 
Cycles 

• PDSA #1- Initial pilot program began (Aug 2021): 
Two clinicians (1 in-person visits/ 1 
telemedicine visits). 8 questions/ 4 domains 
(food, housing, transportation insecurities, and 
general financial strain)

• PDSA #2- Rolled out to entire clinic (Oct 2021)

• PDSA #3 – (Dec 2021) Implemented a BPA for 
those that screened positive for at least one 
domain → Referral to social worker.

• PDSA #4 – Oct 2022 Created a paper form to 
answer questions instead of LPN verbally asking 
questions during rooming



Used 8 SDOH Screening Questions Available in Epic



NOTE: Medication Financial Assistance question was used to refer to our pharmacy program that 
provides low cost or free medications to eligible patients; results not included in analyses.
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Lessons Learned 

• More patients report insecurities when SDOH questions are answered in 
writing privately at visit vs being asked the questions by LPN during rooming.

• Suspect underreported insecurities

• Greater acceptance of social work (SW) referral when those with insecurities 
were asked if they would like to receive support or resources (vs would they 
like to meet with SW).

• Majority (75%) declined SW.

• Variability of LPN in compliance with screening and documenting reasons 

for declining referral, requiring frequent re-education.

• Screening burnout of both staff and patients.

• SW availability at time of visit is insufficient.

Challenges



New 
Questions



Next Steps
• See if there are changes to positive response 

rate of new housing domain questions

• Collect baseline data on new questions 
(employment, education, interpersonal safety)



Food 
Pantry

Nov 2023: Implemented a 
process to begin providing 
food from pantry located in 

clinic building

Aim is to provide food for those 
that screen positive for FI to 

relieve in short term and refer 
out to regional food bank to 

connect and sign up for 
programs to address 

insecurities long term.
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Monthly 
Produce 
Program

Also in Nov 2023, in 
coordination with Regional 

Food Bank of CNY those 
eligible (living w/ diabetes + 
HbA1c >7.0%) can receive 
a monthly box of produce. 

Either pickup (near clinic) 
or if participant lives within 

10 miles can have box 
delivered (via Doordash).  
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Correlation ≠ Causation 

• 29.6% of those living in Syracuse live in poverty1

• 45.6% of children in Syracuse live in poverty (highest in nation for cities >100000 pop)2

• Reluctance to go through SW process again
• ~ 2/3 of T1D and ~ 50-55% of T2D no longer screened positive for insecurities at follow-up 

regardless of having/not having SW referral at baseline.

Screening fatigue + underreporting

• ~7/10 positive FI did not meet with SW same day in clinic after clinician visit.

Previous analysis of those who 
accepted a referral to SW vs those 
that did not showed no significant 
differences in follow-up outcome 

measures. 

• Need for more follow-up analysis.
• Small n created limitations.

Early analysis of those that used the 
food pantry vs those that experienced 
FI but did not use the pantry showed 

no significant difference as well. 

*1,2 Source: U.S. Census Bureau



Other 
Challenges

• Need for community resources for those that are 
FI but live outside of delivery radius. 
• Rural poverty also significant outside of city of 

Syracuse limits. 
• Our clinic sees individuals across much of 

CNY.

• Use of third-party delivery service is imperfect. 

• Uncertainty in program future. 



Next Steps

• Conduct a satisfaction survey for those that used 
the pantry and participate in the produce program
• Pantry: We would like to know if Food Bank 

connected with individual and if they were set 
up with other resources (what those 
resources are, usefulness, etc.)

• Produce Program: Is there enough food? Too 
much? Household size, compare that to those 
that are running out of food or have a surplus. 

• Continue to study long term outcome measures 
(HbA1c, CGM metrics, follow-up screenings) to 
determine efficacy of programs.
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