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CME

 Decades ago, the historic Whitehall studies demonstrated  
 the impact that social context can have on individuals’  
 health and wellbeing.1,2 Family physicians understand  
 this well because they see firsthand how social needs  

(or “social determinants of health”) create access, adherence, or  
performance barriers, often impeding their efforts to provide  
evidence-based clinical care that improves overall health.3,4 For 
example, a patient who lacks safe housing, reliable transportation, 
or adequate food resources may struggle with medication adher-
ence or getting to visits on time. ➤
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The ecology of medical care5 and the cur-
rent financing system, which tend to focus 
on health care as opposed to health, may 
limit physicians’ ability to address social 
context. Nevertheless, family physicians 
can take practical steps to address social 
determinants of health in their practices. 
This article will discuss the concerns and 

challenges related to screening for social 
determinants of health and offer several 
tools and recommendations.

TO SCREEN OR NOT TO SCREEN
Despite studies demonstrating the impact 
of socioeconomic factors on health, there is 
no evidence-based screening recommenda-
tion for social determinants of health from 
an organization such as the U.S. Preventive 
Services Task Force. Even without a formal 
recommendation, several policy statements 
support such screening,6,7 and a current 
national initiative through the Centers for 
Medicare & Medicaid Services (CMS), the 
Accountable Health Communities Model,8 
may soon shed evidence on the impact of 
screening. Additionally, community health 
centers have been screening for social 

determinants of health and coordinating 
related services for years. Their experi-
ences have suggested some best practices 
for developing “medical neighborhoods,” 
particularly in underserved and diverse 
communities.

Concerns about the limited research 
for screening for social determinants of 
health are understandable, but they reveal 
our implicit bias against information from 
sources other than randomized controlled 
trials (RCTs).9 Although RCTs rely on stan-
dardization, consistency, and fidelity of the 
intervention, community-based research on 
community-level health interventions must 
rely on variation to deliver interventions in 
the field to tailor to community needs, often 
requiring longer study times and costlier 
studies.10 Due to the challenge of controlling 
for multiple social variables, research in 
this field tends to be observational. For this 
reason, the Community Preventive Services 
Task Force, an independent, nonfederal 
panel of public health and prevention 
experts that provides evidence-based find-
ings and recommendations, developed a 
guide for assessing evidence regarding 
health impacts of social interventions.11

In addition to being aware of concerns 
about research, physicians should note that 
screening for social determinants is intrin-
sically different from traditional screening 
for medical problems. Both, however, 
require that screening occur in a setting 
where appropriate referral or linkage to 
resources to address an identified need can 
take place. To do otherwise would be inef-
fective and unethical.12 Discovering a need 
and being ill-equipped to address that need 
creates potential harm for the patient, and 
frustration and burnout for the physician. 
To avoid these unintended consequences 
and make screening an invaluable part 
of the clinical process, practices need 
to ensure that screening is patient- and 
family-centered, integrated with referrals 
to community-based resources, compre-
hensive across all patient populations, and 
focused on leveraging the strengths of 
patients, families, and communities.13

SCREENING TOOLS
There is no single preferred screening tool 
recommended for social determinants of 
health; however, the National Association 

Discovering a need and being  
ill-equipped to address that need  

creates potential harm for the  
patient, and frustration and  

burnout for the physician.

KEY POINTS

• �Patients’ social needs related to housing, food, safety, etc., can
create significant obstacles to high-quality care and contribute to
poor health.

• �Screening for social determinants of health without first
equipping the practice to address identified needs would be
ineffective and unethical.

• �Several brief screening tools can be effective in primary care
practices as part of a workflow designed to address social needs
with referrals to community-based resources.
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SCREENING TOOLS FOR SOCIAL DETERMINANTS OF HEALTH

Three screening tools can aid physicians in addressing multiple social determinants of health in a primary care setting.

Screening tool
Number of 
questions Source

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

15 core, 5 
supplemental

http://www.nachc.org/research-and-data/
prapare/toolkit/

The American Academy of Family Physicians 
Social Needs Screening Tool

11 (short form)

15 (long form)

Short: https://www.aafp.org/dam/AAFP/
documents/patient_care/everyone_project/
patient-short-print.pdf

Long: https://www.aafp.org/dam/AAFP/
documents/patient_care/everyone_project/
patient-long-print.pdf

The Accountable Health Communities  
Health-Related Social Needs (AHC-HRSN) 
Screening Tool

10 core, 13 
supplemental

https://innovation.cms.gov/Files/
worksheets/ahcm-screeningtool.pdf

The AHC-HRSN tool draws on evidence from several need-specific assessments, below, which can provide valuable background.

Social 
determinant Assessment

Validated 
population Background

Food insecurity Hunger Vital Sign Low-income families 
with young children

http://childrenshealthwatch.org/public-
policy/hunger-vital-sign/

U.S. Department of 
Agriculture U.S. Household 
Food Security Survey

Households with 
reported annual 
incomes below 
185 percent of the 
federal poverty level

https://ssrn.com/abstract=2504067 

Housing 
instability

District of Columbia 
Department of Health & 
Human Services Temporary 
Assistance for Needy Families 
Comprehensive Assessment - 
Housing Domain

Families at risk of 
or experiencing 
homelessness

https://www.acf.hhs.gov/sites/default/files/
ofa/enhancing_family_stability.pdf

National Center on 
Homelessness Among 
Veterans Homelessness 
Screening Clinical Reminder

Veteran population https://www.va.gov/homeless/nchav/
research/assessment-tools/hscr.asp

Interpersonal 
safety

Hurt, Insulted, Threatened 
With Harm and Screamed 
Domestic Violence Screening 
Tool

Men and women https://www.baylorhealth.com/
PhysiciansLocations/Dallas/
SpecialtiesServices/EmergencyCare/
Documents/BUMCD-262_2010_HITS%20
survey.pdf

Women Abuse Screening Tool 
– Short Form

Women http://www.fpnotebook.com/prevent/Exam/
WstScrnFrIntmtPrtnrVlnc.htm

Partner Violence Screen Women http://www.fpnotebook.com/Prevent/Exam/
PrtnrVlncScrn.htm

Abuse Assessment Screen Women https://www.acog.org/About-ACOG/ACOG-
Departments/Women-with-Disabilities/
Abuse-Assessment-Screen

Utility needs Children’s Sentinel Nutrition 
Assessment Program

Families with  
children younger 
than 3 years old

http://pediatrics.aappublications.org/
content/pediatrics/122/4/e867.full.pdf



10 | FPM | May/June 2018 www.aafp.org/fpm

of Community Health Centers and several 
other organizations use the Protocol for 
Responding to and Assessing Patients’ 
Assets, Risks, and Experiences (PRAPARE). 
The PRAPARE tool (http://www.nachc.
org/research-and-data/prapare/toolkit/) 
collects demographic information and 
assesses a patient for a host of social needs 

including housing, employment, education, 
security, transportation, social integra-
tion, and stress with optional measures of 
incarceration history, domestic violence, 
and refugee status (15 core questions and 
5 supplemental questions). The data can 
be directly uploaded into many electronic 
health records (EHRs) as structured data. 
It is generally administered by clinical or 
nonclinical staff at the time of the visit, but 
a paper version can be given to the patient 
to self-administer.

The American Academy of Family 
Physicians also offers a social determinants 

of health screening tool, available in short 
and long form in English and Spanish, as part 
of The EveryONE Project (https://bit. 
ly/2GTkKUu). The short form includes 11 
questions about housing, food, transporta-
tion, utilities, personal safety, and the need 
for assistance (https://bit.ly/2GTFFqz). It 
can be self-administered or administered by 
clinical or nonclinical staff.

Additionally, CMS’s Accountable Health 
Communities project developed a 10- 
question Health-Related Social Needs 
screening tool (the AHC-HRSN) that 
addresses housing instability, food insecu-
rity, transportation needs, utility needs,  
and interpersonal safety (https://
innovation.cms.gov/Files/worksheets/
ahcm-screeningtool.pdf).14 This tool is 
meant to be self-administered. It draws 
on evidence from other validated assess-
ments that address specific unmet social 
and material needs (see “Screening tools for 
social determinants of health” on page 9).

WORKFLOW CONSIDERATIONS
Because physicians can become easily 
overwhelmed and stretched when asked to 
incorporate “ just one more thing” to their 
daily practice flow, social determinants 
screening and follow up must not be the 
sole responsibility of the physician. Instead, 
it should be a team-based effort integrated 
into the practice’s care management 
workflows. Large practices may have care 
coordinators, patient navigators, health 
coaches, or community health workers who 
can assist in streamlining and directing 
screening processes as well as coordination 
of care. In small practices, nurses, medical 
assistants, and other support staff will  
be critical.

In addition to deciding who on the care 
team will perform the screening, practices 
also need to decide how often the screening 
will occur, where the screening data will 
be stored, how results will be communi-
cated to all care team members, how the 
patient’s need will be prioritized, and how 
the follow-up strategy will be documented. 
For example, a practice may decide that the 
medical assistant is responsible for admin-
istering an annual screening after rooming 
the patient and entering the results in real-
time as social history in the EHR for the 
physician to review. If a patient is currently 

Social determinants screening 
and follow up must not be the sole 

responsibility of the physician.

COMMUNITY RESOURCES FOR ADDRESSING 
SOCIAL DETERMINANTS OF HEALTH

General resources

211 http://www.211.org

Aunt Bertha http://www.auntbertha.com

Cap4Kids http://cap4kids.org

Food insecurity

Feeding America http://www.feedingamerica.org

Supplemental Nutrition 
Assistance Program

http://www.fns.usda.gov/snap

Special Supplemental 
Nutrition Program for Women, 
Infants, and Children (WIC)

http://www.fns.usda.gov/wic

Housing

Public Housing and Voucher 
Program

http://www.hud.gov/topics/
rental_assistance

Legal issues

Medical-Legal Partnerships http://medical-legalpartnership.org
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experiencing housing instability, food  
insecurity, and domestic violence, the phy-
sician would decide which issue to address 
first, document the care plan and follow-up 
plan in the EHR, and instruct the medical 
assistant to handle the referral details with 
the patient.

Other workflow options would be to 
use nonclinical staff to conduct the screen-
ing either before or after the visit, or have 
patients complete a self-assessment while 
they wait.

Although having a standardized work-
flow is important, that workflow may not 
always be sufficient; therefore, in screen-
ing for social determinants of health, clear 
communication among all team members is 
critical. Community of Hope, a community 
health center in the District of Columbia, 
has found that when a consistent frame-
work for communication among care team 
members does not exist, either nothing is 
accomplished in regard to care manage-
ment or duplicate and parallel processes 
occur, creating more work for the team and 
no change in the patient’s health. The cen-
ter uses a daily team huddle, appropriate 
routing of messages, and a process for con-
sistent documentation within EHR notes, 
telephone encounters, and the problem list 
to improve communication and care coor-
dination when it comes to addressing the 
social determinants of health.

For any workflow to succeed, prac-
tices will need to develop a list of referral 
resources to connect patients to needed 
services in the community, such as meal 
programs or utility assistance programs. 
While not comprehensive, the list of 

“Community resources for addressing social 
determinants of health” on page 10 can 
assist practices in identifying resources. 
Practices can also develop partnerships 
with local agencies to address the needs 
most prevalent in their population and 
begin to build a medical neighborhood. (See 
also “Caring for Seniors: How Community-
Based Organizations Can Help,” FPM, 
September/October 2014, https://www.aafp.
org/fpm/2014/0900/p13.html.)

CODING AND PAYMENT
Physicians can include supplemental 
ICD-10 “Z” codes in the patient’s diagnosis 
section and problem list, such as codes 

Z55-Z65, “Persons with potential health 
hazards related to socioeconomic and psy-
chosocial circumstances.” Although Z codes 
are not generally reimbursable, including 
these codes in the medical record can help 
with population health, panel management, 
and quality improvement initiatives.15 

Data collected may also eventually fac-
tor into value-based payment systems 
that will reimburse family physicians 
for this critical work to improve health. 
The data can also be useful in developing 
innovative solutions and partnerships to 
address the social determinants that most 
directly affect a population. For example, 
Community of Hope created partnerships 
with a mobile farmer’s market as well as 
a bike-share program to promote healthy 
eating and exercise not only to the health 
center patients but also to the community 
in which the clinic is located. 

PULLING TOGETHER AND  
MOVING FORWARD
Family physicians have long understood 
the importance of social factors and their 
impact on the health of patients and com-
munities. Transforming medical practice 
to have a larger impact on prevention 
and health as well as meeting the goals of 
national initiatives such as Healthy People 
2020 will require screening for social 
determinants of health and development of 
coordinated care systems that meet social 
needs. The nation’s community health cen-
ters have built a model for screening and 
care coordination; however, opportunities 
exist for developing best practices in other 
settings to improve the health of communi-
ties. While this process can be daunting, 
resources are available. Furthermore, 
screening and coordinating services to 
meet social needs is an opportunity to 
reduce physician and staff burnout related 

Family physicians have long  
understood the importance of social 
factors and their impact on the health  
of patients and communities.



to the inertia of improving health in communities 
where social and policy barriers prevent us from doing 
so. This opportunity can also improve the system as 
a whole, encouraging payment reform that values the 
factors that most significantly affect health. 
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