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What is the purpose of this guide?

This guide aims to support community-based organizations (CBOs), health care organizations

(HCOs) and primary care practices as they implement routine screening and referral of patients to
needed services to address health-related social needs (HRSN). This guide demonstrates how
specific publicly available GIS tools can be used to better understand social needs that may
negatively impact health outcomes, health equity and the distribution of environmental factors,
community factors and resources that could help address HRSN in your patient or client populations.

While HRSN are addressed through individual screening and referral to services, understanding
community-level Social Determinants of Health (SDOH) factors can help providers identify potential
resources, collaborations and partnerships that would be most helpful to their patients or clients.

GIS Tools Use Scenario

Clinical Practice

Practice A has decided to develop workflows around HRSN screening and referrals to help patients

meet pressing needs in their life, negatively affecting their ability to address their health care needs
and improve their health.

Questions to consider:

What are the common community-level SDOH and possible HRSN in your service area?

What screening tools should you use to screen for most common HRSN in your patient population?
(i.e., PRAPARE; AHC)

Given the many questions in these screening tools, which ones make sense to select?

To form partnerships with community organizations, which ones should be prioritized

based on SDOH and HRSN your patient population may be facing?

Community Organization

Community organization A is deciding whether to partner with or get certified to deliver lifestyle
modification services for chronic conditions, such as diabetes or hypertension.

Questions to consider:

What is the community-level diabetes or hypertension prevalence in the communities you serve?
What screening tools should you use for assessing need for diabetes or hypertension management
services?

What is GIS and how can it help providers screen and refer for social needs?

A Geographic Information System (GIS) is a computer-based instrument that can be employed to
capture, create, store, interpret, analyze, and visualize spatial data overlayed with information from
various sources. GIS allows interaction and visualization of data to understand better how context,
location, and geography impact health. Using multiple databases, surveys, and maps, it becomes
possible to identify the pathways of health inequities and plan targeted interventions. For example, GIS



can illuminate deficiencies in patients’ built environments, such as access to reliable
transportation, and visualize barriers to health in their local community.

This guide aims to support community-based organizations (CBOs), health care organizations
(HCOs) and primary care practices to use datasets and GIS tools to effectively tailor their HRSN
screening and referral workflows.

Social Determinants of Health (SDOH)

SDOH are broad, community-level conditions, in which
people are born, grow, work, live, and age. These are
shaped by distribution of money, power, and resources, Social Determinants of Health
institutional factors like bias, discrimination, and racism,

economic policies, and social structures. Education

Access and
Quality

Health Care
Access and
Quality

Eﬁ Neighborhood

and Built
Environment

SDOH are the community-level factors associated with
health outcomes. Understanding SDOH factors in the
communities your patients reside in, will be helpful in
planning and preparing for implementing social needs S
screening and referral workflows by helping providers Stability
make decisions about potential resource needs,

partnership and collaboration needs that would be most

Social and

beneficial to your patient populations. Community Context

The U.S. Department of Health and Human
Services, through its Healthy People 2030 Af[f Hoalthy People 2030
framework, defines SDOH through five overlapping

domains:?!

Social Determinants of Health

These five domains include many specific indicators:

e Fducation access and quality: Early childhood development and education, enrollment in higher
education, high school graduation, and language and literacy.

e Healthcare access and quality: Access to health services, access to primary care, and health
literacy.

e Neighborhood and built environment: Access to healthy food, crime and violence,
environmental conditions, and quality of housing.

e Social and community context: Civic participation, discrimination, incarceration, and social
cohesion.

Significant social and structural processes that facilitate social exclusion, such as stigmatization,
marginalization, and structural and interpersonal discrimination based on race and ethnicity (racism),
sexual and gender identities (SOGI), disability, age, and low socioeconomic status (poverty), are
captured in the various domains and subdomains of SDOH.? Immigration status is not explicitly



addressed in the SDOH framework, but new research has highlighted immigration status as another
SDOH.3

Health-Related Social Needs (HRSN)

HRSN are individual-level and family-level social and economic needs experienced by individuals that
affect their ability to maintain health and wellbeing. These are often a result of broader SDOH and
health inequities. Through the implementation of HRSN screening and referral workflows, healthcare
providers can directly address nonmedical social needs of their patients.

Common HRSN that can affect patients and their families include:

e Housing instability

e Food insecurity

e lack of transportation

e Lack of access to healthcare and health insurance

e Personal safety concerns

e Lack of green spaces and safe places for walking and exercise

Publicly available GIS tools can be used to analyze neighborhood environments where most of your
patients reside to assess needs in relation to health disparities and leverage data to guide decision-
making as we begin the HRSN screening and referral journey.

How do SDOH and HRSN impact chronic conditions such as cardiovascular
health?

All SDOH and associated HRSN are relevant to chronic diseases and, especially, cardiovascular health
(CVH).* SDOH and consequently, HRSN, vary across different racial and ethnic groups, and it is essential
to consider their intersectional and combined effects on CVH.> Societal inequities directly impact heart
health by creating environments and conditions that make it harder for certain groups

to maintain good cardiovascular health. Cardiovascular disease (CVD) continues to be the leading cause
of mortality both among men and women in New York City (NYC) and nationally.®” New evidence

is emerging that addressing SDOH and associated personal-level HRSN may reduce the enormous
burden of CVD.®

GIS tools profiles
The NYC Department of Health, other NYC agencies, and CDC have developed interactive GIS tools to
look at various demographic, clinical, and SDOH factors in specific areas, with an option to narrow geo-
units down to districts, neighborhoods, and ZIP Codes.



Summary of the tools

Title
Community Health
Profiles

Environment and
Health Data Portal

EpiQuery

Care Across
Communities
Dashboard

NYC Equitable
Development Data

Explorer

NYC Population
FactFinder

NYC Facilities

Explorer

Community District

Profiles
CDC PLACES

Social Vulnerability

Index (SVI)

SDOH of interest

NYC social; economic; housing; neighborhood
conditions; maternal and child health; health
behaviors; access; and outcomes (rates of chronic
diseases)

NYC air quality; climate; housing; inequality and
health inequities; active design; public space;
transportation; environmental health outcomes;
child health; pests and pesticides; food and drink
NYC health behaviors; healthcare access; chronic
health conditions; and vital statistics

NYS primary care access and utilization; health
outcomes; and socio-demographic status

Interactive tool based on data on housing
affordability; displacement; and racial equity in New
York City

NYC demographic data; social; economic; and
housing

Description of each NYC facility (parks, social service
agencies; supermarkets; libraries; medical facilities;
and schools etc.)

NYC built environment and socioeconomic and
demographic characteristics

National indicators include nine SDOH and seven
HRSN measures

SVl includes national data: socioeconomic
status; household characteristics; racial & ethnic
minority status; housing type & transportation

COMMUNITY HEALTH PROFILES

Geographies
59 NYC Community
Districts (CDs)

59 CDs, 42 United
Hospital Fund
(UHF) neighborhoods

59 CDs, 42 UHF, ZIP
Codes
ZIP Codes

Public Use Microdata
Area (PUMA) scale,
approximate CDs
Census tracts, CDs

59 CDs, ZIP Codes

59 CDs

Census tracts, ZIP
Codes
Census tracts, ZIP
Codes

The Community Health Profiles tool provides neighborhood-level health data, accompanied by data

visualizations and narrative explanations. You can select one of 59 New York City community
districts (CDs) to see data on over 50 measures of social, economic, housing, and neighborhood
conditions; maternal and child health; and health behaviors, access, and outcomes. You can also
compare communities to gain a greater understanding of health inequities.

The data for the community health profiles comes from the annual NYC Community Health Survey,
vital statistics (births and deaths), and other data sources.

From the Community Health profiles website:


https://a816-health.nyc.gov/hdi/profiles/
https://a816-health.nyc.gov/hdi/profiles/
https://a816-dohbesp.nyc.gov/IndicatorPublic/
https://a816-dohbesp.nyc.gov/IndicatorPublic/
https://a816-health.nyc.gov/hdi/epiquery/
https://nyhealthfoundation.org/resource/care-across-communities-dashboard-explore-primary-care-in-new-york/
https://nyhealthfoundation.org/resource/care-across-communities-dashboard-explore-primary-care-in-new-york/
https://nyhealthfoundation.org/resource/care-across-communities-dashboard-explore-primary-care-in-new-york/
https://equitableexplorer.planning.nyc.gov/about
https://equitableexplorer.planning.nyc.gov/about
https://equitableexplorer.planning.nyc.gov/about
https://popfactfinder.planning.nyc.gov/
https://popfactfinder.planning.nyc.gov/
https://capitalplanning.nyc.gov/facilities
https://capitalplanning.nyc.gov/facilities
https://communityprofiles.planning.nyc.gov/
https://communityprofiles.planning.nyc.gov/
https://www.cdc.gov/places/index.html
https://www.atsdr.cdc.gov/place-health/php/svi/svi-interactive-map.html?CDC_AAref_Val
https://www.atsdr.cdc.gov/place-health/php/svi/svi-interactive-map.html?CDC_AAref_Val
https://a816-health.nyc.gov/hdi/profiles/

“Why does health differ by neighborhood?

Some New Yorkers live longer, healthier lives than others. Structural racism contributes to the
disproportionate burden of disease in some communities. The New York City Community Health Profiles
highlight disparities among neighborhoods. They can be used by policymakers, community groups,
health professionals, researchers, and residents to encourage community engagement and action.

Our health starts where we live, work, and play. Interpret these data with an understanding that good
health is not only determined by personal choices. Many other factors shape differences in health
outcomes, including past and current discrimination based on race, ethnicity, national origin, gender,
sexual orientation, and other identities.”

Health 3N | Search all NYC.gov website

NYG Data ¢ Community Health Profiles Home
: ;
Community Health Profiles
Who Ve Ame Eﬁ ;E;M% E‘WLI";E Heafihy Living Healin Quicomes. Taps
Choose comparison community Show most

Vaceination

NYC | Morrisania and Crotona

ACCESS TO HEALTH CARE

In Morrisania and Crotona, 23% of adulls are uninst

ired. higher than the rest of NYC

Addifienally, 20% of adults report gaing without needed medical care in the past 12 manths, similar to the rest of NYC

Access 10 health care jpercent of aguits)

Ackls withaun 13% 17 23%
health insuranca NYC E Morsania and Crotona
Adults without ™ 15
meeded medcal 13% 1 20% -
cars NYT Morrsania and C
YE DOHAM, Ca
AVOIDABLE HOSPITALIZATIONS FALL-RELATED HOSPITALIZATIONS

Marrisania and Crotona's rate of fa
amang adulls B5 years of age and old
averane

related hospitsizations
er is similar to the citywide

Fall-related hospitalizations (per 100,000 aduls age £5+)

Community Health Profiles are developed by NYC Department of Health and Mental Hygiene.



ENVIRONMENT AND HEALTH DATA PORTAL

The Environment and Health Data Portal is focused on NYC environmental factors and provides
downloadable data with data stories, visualizations, and narrative explanations. Users can view data by
different geographies, including the five boroughs, 42 United Hospital Fund (UHF) neighborhoods
(made up of adjoining ZIP Codes), and 59 community districts (CDs).

The portal includes over 200 environmental health indicators across eight topics: outdoor air and
weather, built environment, pests and pesticide use, food and drink, environmental sustainability,
health outcomes, behavior, and social factors. The interactive interface of the portal allows individuals
to explore data in a user-friendly and highly visual way. Data stories, briefs, features, and narrative
neighborhood reports provide ready-to-use and easy-to-read data analyses.

Evictions (court-ordered)

Eviction often leads to residential instability, moving into peor quality housing, overcrowding, and homelessness, all of which is associated with negative health among adults and children People who are threatened with eviction, even
before they lose their home, are more likely to report poor health, high blood pressure, depression (from “The Hidden Health Crisis of Eviction™ by Allison Bovell-Ammo and Megan Sandel}

= Summary t Trend @ Links

Measure - ‘ | Geography ~ | Time =

Evictions (court-ordered)
Estimated annual rate (per 10,000 homes), by Neighborhood (Community District) (2020)

1 2

|
o

Housing stability indicator visualization example.

The Environment and Health Data Portal developed by NYC Department of Health and Mental Hygiene.

EPIQUERY

EpiQuery allows users to explore relationships and trends across health behaviors, healthcare access,
and chronic health conditions, as well as analyze and visualize data from health surveys, disease
reports, and vital statistics and download customized reports. You can filter data by sex, race and


https://a816-dohbesp.nyc.gov/IndicatorPublic/
https://a816-health.nyc.gov/hdi/epiquery/

ethnicity, age group, borough or neighborhood (59 CDs, 42 UFH) and ZIP codes), area-based poverty,
and other stratifications.

To navigate to a desired map, first select a subtopic of interest on the EpiQuery homepage. EpiQuery
will produce a table of indicators related to the chosen subtopic. To produce a map, click a cell in the
table for the indicator and year of interest, then select to analyze by neighborhood. For example, the
map shown below was produced by selecting Diseases and Conditions -> Chronic Diseases from the list
of topics, then selecting the cell for high blood pressure in 2018, and finally selecting to analyze by
neighborhood.

The data sources for this tool include NYC Youth Risk Behavior Survey, NYC Health and Nutrition
Examination Survey, Community Health Survey, NYC Child Health Data, Communicable Disease
Surveillance Data, HIV-AIDS Data, Tuberculosis, Sexually Transmitted Infections and Syndromic
Surveillance Data, Vaccine-Preventable Disease Data, and vital statistics (births and deaths).

Prevalence of adults who have ever been told high blood pressure by NYC United
Hospital Fund (UHF) regions” | 2018 16.0% [ 35.7%

22.1%

EpiQuery visualization examples.

EpiQuery is developed by NYC Department of Health and Mental Hygiene.



CARE ACROSS COMMUNITIES DASHBOARD

Care Across Communities Dashboard: Explore Primary Care in New York was launched in June 2024, on
the premise that understanding disparities in primary care access and utilization is crucial for improving
public health outcomes and ensuring equitable health care delivery. The Care Across Communities
dashboard offers a detailed ZIP Code-level exploration of New York’s primary care landscape.

This tool is designed to provide comprehensive insights into primary care across three domains and 14
indicators:

e Primary care access and utilization (usual source of care, delayed care due to cost, preventable
ER visits, core preventative services and uninsured rates),

e Health outcomes (diabetes, high blood pressure and stroke prevalence), and

e Socio-demographic status (median household income, older adults, white, Black, Asian, and
Hispanic populations).

Care Across Communities: Explore Primary Care in New York

Care A 0 aniti hboard includes ZIP-code level measures in three domains: primary care a nd utilization, health outcomes, and soci

eighborhood and compare with other areas in New

Primary Care Accessand  p. ot of Adults 11213 X | 33% of adults aged 18 and older in ZIP
Utilization with High Blocd - | 11213 have high blood pressure.
No Usual Source of Care Pressure
1236 Compared to:
Delayed Care Due to Cost 2
= = (313 « 30%in Kings Count
| ER Vi y
Potentially Preventable ER Visits e 31% in New York State
Other relevant socio-demographic metrics for ZIP

1213
” Health Outcomes = 12% of residents (all ages} are of Hispanic origin
o * 13% of the population is over 65
Di
iabetes Prevalence s The median household income is 548,896

High Blood Pressure Prevalence

Stroke Prevalence
900 Socio-Demographic
' Status
Median Household Income

B % Black

Older Adult Population B % White

White Population B % Other Race
Black Population
Asian Population

Exni Community Maps Contributars
High Blood Pressure Prevalence

Estimated at the Zip Code Tabulation Area (ZCTA) level from 2023 CDC PLACES from 2021 Behavioral Risk Factor Surveillance System (BRFSS) is defined as high bload pressure among adults aged >= 18
years.

B % Asian

NYC OpenData, New Jersay Offic ¥ \ "~ Powered by Esri

Care Across Communities Visualization example.

Care Across Communities Dashboard: Explore Primary Care in New York was developed by NY Health
Foundation.
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https://nyhealthfoundation.org/resource/care-across-communities-dashboard-explore-primary-care-in-new-york/

NYC EQUITABLE DEVELOPMENT DATA EXPLORER

NYC Equitable Development Data Explorer (EDDE) is an interactive, publicly accessible data resource to

support fair housing, equitable development, and community planning across the five boroughs. Its
creation was mandated by Local Law 78 of 2021. The tool was rolled out publicly in 2022 following
engagement with community stakeholders, advocacy groups, and planning professionals.

EDDE brings together a wide range of neighborhood-level data on demographics, housing production,
economic conditions, and quality-of-life indicators, often disaggregated by race and geography (e.g.,
Community Districts, Neighborhood Tabulation Areas). Users can visualize and compare patterns in
population change, housing affordability, displacement risk, household income, access to transit, and
other metrics that are central to discussions about equitable development and fair housing policy.

By centralizing complex data in an accessible interactive interface, the EDDE’s goal is to improve
transparency, support informed public dialogue about equity and housing, and equip communities to
advocate for development strategies that protect long-term residents and expand opportunities
broadly across New York City.

INYE Eouitable Development Data Explorer About  Methods & Sources  Contact

& back \\ Community Data | Displacement Risk Map '\§ I
e = ;

EHACA SN {/Community District* | Borough  Citywide HM#AN
Bedford-Stuyvesant > = ¥

Approx. Brooklyn CD 3

+

e Demographic Conditions <

o Household Economic Security
@ Housing Affordability, Quality, and Security

Housing Production

@ Quality of Life and Access to Opportunity
@mrzr,i‘r‘ b

Equitable Development Data Explorer visualization example.

Equitable Development Data Explorer was developed by the NYC Department of City Planning (DCP)
and the NYC Department of Housing Preservation and Development (HPD).

POPULATION FACTFINDER

The NYC Population FactFinder is an interactive online tool developed by the New York City
Department of City Planning. It allows users to define study areas within New York City and examine

11


https://equitableexplorer.planning.nyc.gov/about
https://popfactfinder.planning.nyc.gov/

detailed population profiles. The geographies include census tracts and NYC Community districts (CDs).
The tool allows you to examine associated NYC population data showing the latest demographic,
social, economic, and housing characteristics and how these characteristics have changed over time.

You can use the Population FactFinder to create profiles for specific areas, compare different
neighborhoods, and explore various aspects of the city's population. It's a great resource for
understanding the diverse and dynamic nature of New York City. It has been recently updated with the
2020 census data. American Community Survey (ACS) and 2020 Census data are the main data sources
for the 20 indicators of the Population FactFinder.

MNY% Population FactFinder About Ml Map @ DataExplorer
1
Data Source: 2020 Select Topics: 1 Selected Compare to: New York City Show Charts

1 €D | Queens Community District 1

2020 Census data may be adjusted o protect the privacy of Census participants. Exercise caution when considering 2020 Census counts of under 300

Mutually Exclusive R: Hi: ic Origi PP . - P
utually Exclusive Race / Hispanic Origin Percent Distribution of Race/Hispanic Origin

Dcop, 210 Clipboard
Groups

Selected Area New Yark City Difference

Number Percent Humber Percent Number Petg. Pt Hissanic

Tatal population 196,803 100.0% 8,804,190 100.0% 8,607,387 0.0

White costisparic

Hispanic 50,073 25.4% 2,480,350 283% -2440277 -28

White nen-Hispanic 90,578 A6.0% 2,719,856 309% 2,629,278 151
Black non-Hispanic 15.281 78% 1,776,891 202% 1761610 124

Asian non-Hispanic 29,989 15.2% 1,373,502 156% -1.343513 04

Some other race nen-Hispanic 3,037 15% 143,632 16% 140,535 01

Non-Hispanic ot two ar mare races 7815 4.0% 289,953 34% -292,114 06

NYC Population FactFinder Visualization example.

Population FactFinder was developed by the NYC Department of City Planning.

NYC FACILITIES EXPLORER

The NYC Facilities Explorer is a new comprehensive dataset of public and private facilities and program
sites that shape the quality of New York City neighborhoods. You can see facilities in each ZIP Code or
neighborhood (community districts (CDs) and Neighborhood Tabulation Area (NTA)) and descriptions
of each facility with its address and other identification information (parks, social service agencies,
supermarkets, libraries, medical facilities, schools, etc.).

The main categories of physical facilities and program sites displayed are: education, child welfare, and
youth, parks, gardens, and historical sites, libraries and cultural programs, public safety, emergency
services, and administrative justice, health and human services, core infrastructure and transportation,
administration of government.

12


https://capitalplanning.nyc.gov/facilities

. ﬁ Facilities and Program Sites x ea or an addre Q
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1
@

Filter by Radius O w76
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B® o ¥TEEE G § « ii

Operators and Oversight

-]

1
(-]
s
i o
A @19 0
133415 e &
| 5 66TH STREET . ||
\3miLs ONTIE

H STREET

I Faciity
Factty category THE GRAND REHABILITATION AND NURSING AT QUEENS
& Al Expand | Collapse | 157-15 19 AVENUE, WHITESTONE, NY 11357

HEALTH AND HUMAN SERVICES | HEALTH CARE | RESIDENTIAL HEALTH CARE | ((IELCLI S ©
Education, Child Welfare, @ v

and Youth Operated By Overseen By
The Grand Rehabilitation and Nursing at Queens NYS Department of Health
_ Facility Size
Libraries and Cultural o v 179 beds
Programs
BBL (Tax Lot ID) @ BIN (Building ID) €
4047480005 4107660

Data Sources

NYC Facilities Explorer example.

The NYC Facilities Explorer was developed by the NYC Department of City Planning.

COMMUNITY DISTRICT PROFILES

Community District Profiles shows data, maps, and other resources describing New York City's 59
Community Districts (CDs), each represented by a community board. This web tool enables users to
learn more about the city's community districts through interactive graphics and maps that help
illustrate each district's built environment through the indicators on:

e land use, zoning, facilities,
o flood risks.
as well as socioeconomic and demographic characteristics:

e age,
e NYC poverty measure,
e access to parks,

e rent burden,

e street cleanliness,

13


https://communityprofiles.planning.nyc.gov/

crime

and other.
It includes a wealth of data and resources that can be easily downloaded in different formats.

m Community District Profiles

+

t = Bronx 12

NEPPER-AN

ap
GUNTHER PARK

NWOCDIE

WAVERLY

BRONKVILLE

Bronx Community District 12

Indicators  Built Environment  Floodplain

Crime @

2,022

cnies wars raportsd
2079

Bron: 18,859

NYC: 92,480

Unemployment @

Brons: 6.3%

NYC: 4.4%

NYC Community District Profiles example.

Community Board

Projects  Resources

Educational Attainment @

23.9%

Bronx: 19.8%

NYC: 37.4%

NYCgov Poverty Measure @

%

Brony: 27.9%

NYC: 18.7%

About

Limited English Proficlency ©

Bronx: 26.0%

NYC:22.8%

Community District Profiles were developed by the NYC Department of City Planning.

CDC PLACES

CDC PLACES provides health data for small areas across the country. The geographies range from state
to county to ZIP Codes to census tracts. This allows local health departments and jurisdictions,
regardless of population size and rurality, to better understand the burden and geographic distribution
of health measures in their areas and assist them in planning public health interventions.

PLACES include nine SDOH measures from the Census American Community Survey:

Persons aged > 65 years

No broadband internet subscription among households

Crowding among housing units

Housing cost burden among households

No high school diploma among adults aged > 25 years

Persons living below 150% of the poverty level

Persons of racial or ethnic minority status

Single-parent households

Unemployment among people > 16 years in the labor force
There are also seven HRSN measures:

14


https://www.cdc.gov/places/index.html

Feeling socially isolated among adults

Received food stamps in the past 12 months among adults

Food insecurity in the past 12 months among adults

Housing insecurity in the past 12 months among adults

Utility services threat in the past 12 months among adults

Lack of reliable transportation in the past 12 months among adults

Lack of social and emotional support among adults

Health Outcomes Prevention Health Risk Behaviors Disability Health Status

Aged 65 Years or Older Housing Cost Burden

v =

No Broadband Crowding

- &

No High School Diploma

Jersey City

Data sources: US Census Bureau American Community Survey 2017-2021
Credit: US Census Bureau, Washington, DG; Centers for Disease Gontrol and Prevention, National Center for Ghronic Disease and Health Promotion, Division of Population Health, Atlanta,
GA

PLACES No Broadband Indicator example. CDC PLACES were developed by CDC, the Robert Wood Johnson
Foundation, and the CDC Foundation.

Social Vulnerability Index (SVI) is a place-based index, database, and mapping application designed to

SOCIAL VULNERABILITY INDEX (SVI)

identify and quantify communities experiencing social vulnerability, from low to high. The geographies
include counties, ZIP Codes, and census tracts. Social vulnerability refers to the demographic and

socioeconomic factors (such as poverty, lack of access to transportation, and crowded housing) that

adversely affect communities that encounter hazards and other community-level stressors.

The current CDC/ATSDR Social Vulnerability Index uses 16 U.S. census variables from the 5-year

American Community Survey (ACS) to identify communities that may need support before, during, or
after disasters. These variables are grouped into four themes that cover four major areas of social

vulnerability and then combined into a single measure of overall social vulnerability:

Socioeconomic Status (below 150% Poverty, Unemployed, Housing Cost Burden, No High
School Diploma, No Health Insurance)

Household Characteristics (Aged 65 and Older, Aged 17 and Younger, Civilian with a Disability,

Single-Parent Households, English Language Proficiency)
Racial and Ethnic Minority Status

Housing Type and Transportation (Multi-Unit Structures, Mobile Homes, Crowding, No Vehicle,

Group Quarters)
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SVl visualization example. SVI was developed by the Centers for Disease Control and Prevention and
Agency for Toxic Substances and Disease Registry, CDC/ATSDR.
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