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The Feasibility of Screening for
Social Determinants of Health:
Seven Lessons Learned

If addressing patients’ social needs sounds
overwhelming, the results of this pilot project
might surprise you.

/7

ocial determinants of health” (SDOH) has become an
inescapable buzzword in family medicine in part
because of the magnitude of impact that SDOH have on
our patients’ wellbeing. Drawing a direct comparison
between social factors and medical conditions, researchers have
estimated that low education, racial segregation, and low social sup-
port make a contribution to mortality that is equivalent to acute
myocardial infarction, cerebrovascular disease, and lung cancer,
respectively.! Particularly as we strive toward the Quadruple Aim in
health care, the “conditions in which people are born, grow, live,
work, and age™ can no longer be categorized strictly as nonmedical
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factors and, therefore, outside the scope of
primary care.

Although many in primary care agree
about the importance of screening patients
for social needs and referring to supportive
community resources, legitimate concerns
exist about the feasibility of doing so. To
explore these issues, our family medicine
clinic recently conducted a nine-month
SDOH pilot project. This article shares
our outcomes and some surprising lessons
learned.

The “conditions in which people are
born, grow, live, work, and age” can
no longer be categorized strictly as
nonmedical factors and, therefore,

outside the scope of primary care.

REASONS TO CONSIDER SDOH
SCREENING NOW

A variety of forces make this a promising
time to integrate SDOH screening into
routine medical practice. An early but
growing body of evidence provides guid-
ance on how to implement this practice

in various settings.?s A number of tool-
kits exist to support SDOH screening in
clinical settings, including those from the
American Academy of Family Physicians
(https://www.aafp.org/patient-care/social-
determinants-of-health/everyone-project/
eop-tools/assessment-action.html#screen),

KEY POINTS

* Social factors such as low education, racial segregation, and low
social support can have an effect on mortality that is similar to med-
ical conditions such as acute myocardial infarction, cerebrovascular
disease, and lung cancer.

* In the authors’ pilot study, 58 percent of clinicians began the proj-
ect thinking they were too busy for social determinants of health
(SDOH) screening, but only 21 percent felt that way by the end of
the project.

* Numerous SDOH screening tools exist, so practices can simply adapt
one for their own use based on the social needs most common
in their patient population.
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American Academy of Pediatrics (https://
www.aap.org/en-us/advocacy-and-policy/
aap-health-initiatives/Screening/Pages/
default.aspx), and the National Association
of Community Health Centers (http://www.
nachc.org/research-and-data/prapare/
toolkit/). Previous initiatives have demon-
strated that screening for social needs in
medical settings is acceptable to patients®
and can result in better access to com-
munity resources and resolution of social
needs.”® Although studies measuring the
effect of SDOH screening on health out-
comes are limited, some investigators have
found benefits related to anxiety,? blood
pressure, and low-density lipoprotein.*

SDOH screening is becoming more finan-
cially feasible as alternative payment mod-
els such as shared savings programs and
global capitation provide a revenue stream
to support additional staff such as social
workers, care coordinators, and patient
navigators.” Both public and private payers
have demonstrated a willingness to invest
in social interventions. For example, Blue
Cross Blue Shield has developed initiatives
that pay for patient transportation and
food delivery (see https://www.bcbs.com/
institute), and UPMC for You, a Medicaid
managed-care organization in Pennsylvania,
launched a program to provide permanent
housing for eligible members.*

This rich environment, coupled with a
desire to attend broadly to wellbeing and
equity among our patients, motivated our
family medicine clinic to pursue its own
initiative to screen patients for social
needs and refer to supportive community
resources.

HOW WE GOT STARTED

This SDOH screening project was con-
ducted at AF Williams Family Medicine
Center, an academic clinical setting made
up of 45 family medicine faculty and resi-
dents associated with the University of
Colorado School of Medicine. AF Williams
has more than 18,000 patients empaneled
and conducts almost 40,000 visits annually
with nine physicians or other providers per
clinic session.

Screening tool. The screening tool we
developed (see page 15) was the result of
reviewing multiple existing screening
tools'** and discussing their merits among
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SDOH SCREENING

the clinic’'s SDOH screening workgroup. We on lack of transportation, social isolation,
wanted to provide patients with a stream- food insecurity, financial strain, housing
lined, one-page screener that included problems, and household violence. The
needs we could act on with our current screening tool included two additional
clinic staff if patients screened positive questions on health literacy and self-

and requested clinic support. We focused efficacy to help us better understand our

SOCIAL NEEDS: PATIENT QUESTIONNAIRE

Health starts where we work, play, learn, eat, and sleep. Problems in any of these areas can affect your health.
We may be able to provide assistance, so we hope you will answer the following questions. You do not have to
answer any questions you do not want to. Anything you write will be kept confidential in your medical record.

PLEASE CIRCLE YOUR ANSWERS.

1. Is it difficult to get transportation to or from your medical Yes No
appointments?
2. Is there someone you can rely on when you have problems? Yes No
3. Are there enough people you feel close to? Yes No
4. In the last 12 months, did you ever worry that your food would
Yes No
run out before you had money to buy more?
5.1n the last 12 months, did your food ever not last and you didn’t Yes No
have money to get more?
6. In the last 12 months, did you ever feel stressed about making
Yes No
ends meet?
Check the box for anything you have trouble paying for:
[J Food [J Rent/mortgage [ Medical care [ Prescriptions
[J Insurance [ Gas/Electricity [J Childcare
[J Other:
7. Do you have any problems with your housing, such as unsafe/ Yes No
unclean conditions, temporary living, or no place to live?
Check the box for any housing problems that you are having:
[J Unsafe conditions [J Unclean conditions [J Temporary housing
[J Staying in shelter [J No place to live or living on street
[J Other:
8. Does a partner, or anyone at home, hurt, hit, or threaten you? Yes No
9. How confident are you filling out forms by yourself? Not atall Somewhat Extremely
10. How confident are you that you can control and manage most of 123456789 10
your health problems?
(Select a number from 1 to 10; 1 = not at all confident, 10 = very Not Very
atall confident
confident.)
11. Would you like us to contact you to provide any additional Yes No
support or resources?

FPM Toolbox To find more practice resources, visit https://www.aafp.org/fpm/toolbox.

> Developed by the University of Colorado AF Williams Family Medicine Center. Copyright
MFP F P M © 2019 American Academy of Family Physicians. Physicians may duplicate or adapt for
use in their own practices; all other rights reserved. Related article: https://www.aafp.

org/fpm/2019/0900/p13.html.
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COMMON SOCIAL NEEDS AMONG PATIENTS SCREENED

Of the 2,018 patients screened for social determinants of health, 541 reported at least one need.
Among those reporting a need, the most common responses were financial strain (56 percent)

requested help from the clinic team.

@ Declined help

B Requested help

o

Transportation
isolation

and social isolation (37 percent). Overall, only 23 percent of patients who disclosed a need
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patient population, and it asked patients
whether they would like our assistance to
address their social needs.

Workflow. We give patients our SDOH
screening tool at the check-in desk if their
visit is an establish-care appointment,
annual wellness visit, well-child care, or
new obstetric intake. Patients complete
the paper screener in the waiting room
and hand it to the medical assistant (MA)
during the rooming process. The MA manu-
ally enters the screening results into an
electronic health record (EHR) flowsheet.
If the patient has any “positive” responses
and indicates a desire to be contacted for
assistance, the MA makes an internal refer-
ral to the clinic social worker specifying
which screening question was positive.
When available, the social worker may see
the patient during the clinic visit. Once
the rooming is complete, the MA provides
a warm hand-off to the physician or other
provider indicating whether any screening
questions were positive and whether the
patient requested clinic assistance. The
SDOH screening tool is also available in the
exam room and can be administered at any
time if needed.
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Workgroup. An SDOH screening work-
group, which included physicians, other
clinicians, nurses, medical assistants,
front-desk staff, a practice coach, and a
social worker, met monthly to develop our
screener and clinic workflows. Once the
screening pilot began, the group tracked
our screening rates and frequency of posi-
tive screens. It also developed methods to
improve screening rates, which included
disseminating clinician-level data showing
the frequency of screening eligible patients,
placing the screening tool in multiple loca-
tions in clinic, and using multiple commu-
nication strategies such as email, meetings,
and daily huddles.

Community relationships. The work-
group developed several partnerships with
community organizations to help support
the needs of our patients. For example, we
established an electronic referral system
between our family medicine clinic and
the nonprofit organization Hunger Free
Colorado. After receiving a patient refer-
ral, the organization calls the patient to
provide information on emergency food
resources and enrolls the patient in our
state’s Supplemental Nutrition Assistance

www.aafp.org/fpm



Program, if eligible. Hunger Free Colorado
also sends us monthly reports summariz-
ing the services our patients have received.

WHAT WE FOUND

During the nine-month pilot, we screened
2,018 patients out of 5,038 eligible patients
(40 percent).

Number of positive screenings and
requests for support. Of those patients
screened for SDOH, 541 (27 percent) reported
at least one need. The most commonly
reported needs were financial strain and
social isolation. (See “Common social needs
among patients screened,” page 16.) Of those
patients who disclosed at least one need,
only 124 (23 percent) requested support from
the clinic team. Depending on the type of
need, rates of those requesting assistance
ranged from 21 percent to 38 percent.

Insurance, ethnicity, and race. The
screening process undersampled patients
with public insurance. Among the screened
population, 83 percent had commercial
insurance, 7 percent had Medicare, 6 percent
had Medicaid, and 4 percent had another
plan; among those eligible for screening, 76
percent had commercial insurance, 10 per-
cent had Medicare, 9 percent had Medicaid,
and 4 percent had another plan.

We found no differences in ethnicity
between screened and eligible patients,
but we did find differences in race. The
screening process undersampled African
Americans (11 percent of the screened popu-
lation vs. 13 percent of those eligible for
screening) and oversampled Caucasians (62
percent of the screened population vs. 60
percent of those eligible for screening).

SDOH SCREENING

Of those patients screened for SDOH,
27 percent reported at least one need.

Clinician and staff attitudes. To under-
stand how our clinicians and staff felt
about this new responsibility, we con-
ducted online surveys prior to the launch of
the screening pilot, five months later, and
at the conclusion of the pilot. On the final
survey, key results were as follows:

« 91 percent of staff and 92 percent of cli-
nicians agreed that the screening benefit-
ted patients,

« 91 percent of staff and 96 percent of cli-
nicians felt that we should continue using
the social needs screening questionnaire
despite the additional work,

CLINICIAN AND STAFF ATTITUDES ON SDOH SCREENING

The percentage of clinicians and staff who said they were “too busy” to deal with patients’ social
needs declined substantially over the course of the pilot project.
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100 percent of respondents agreed it
is a primary care clinic’s responsibility to
help patients with their social needs,

« 10 percent of staff and 21 percent of
clinicians felt that the clinic was “too
busy” to deal with patients’ social needs; at
baseline, 33 percent of staff and 58 percent
of clinicians felt that the clinic was “too
busy” to deal with patients’ social needs
(see “ Clinician and staff attitudes on SDOH
screening,” page 17).

health agencies or nonprofit hospitals, and
asking your clinic social workers or other
staff who are already discussing social
issues with patients to share their insights.
If enthusiasm and resources permit, you
can also conduct a brief waiting room sur-
vey to solicit patient input and help focus
your clinic’s attention on the most impor-
tant needs in your population.

3. Connections are key. The success of
screening rests on the strength of the team,
those doing the work and those overseeing
the work, both inside and outside the clinic
walls. Our screening workgroup included

Of those patients who disclosed at least
one need, only 23 percent requested

representation from all groups who would
participate in the screening process, allow-
ing us to anticipate and quickly respond to
issues that arose along the way. Involving

support from the clinic team.

SEVEN LESSONS LEARNED

Our nine-month pilot project to implement
SDOH screening in primary care taught us
several key lessons:

1. Screening doesn't have to be over-
whelming. Although 58 percent of our
clinicians went into this project thinking
they were too busy for SDOH screening,
only 21 percent felt that way by the end of
the project. We found that screening rates
and clinic engagement increased dramati-
cally when we began practice-wide data
sharing that demonstrated how many
patients were screened (40 percent of eli-
gible patients), how many patients reported
social needs (27 percent of those screened),
and how many patients requested assis-
tance from clinic staff (only 23 percent of
patients who reported a need). In the end,
the work was not overwhelming, as some
had feared it would be.

2. Don't start until your clinic is ready.
We have developed a checklist (available at
https://www.aafp.org/fpm/2019/0900/p13.
html) to help determine clinic readiness
for SDOH screening and identify imple-
mentation strategies. The first item on the
checklist is for practices to explore their
local SDOH landscape before jumping into
screening so they can sidestep avoidable
struggles. This includes identifying which
social needs are most prevalent in your
practice by consulting existing commu-
nity health assessments from local public
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or at least gathering input from patients
and system-level leadership can further
inform the strategy. An enthusiastic physi-
cian champion helped build awareness and
urgency around the issue of our patients’
social needs and kept the process moving
forward. In other settings, this champion
could be any clinician or staff member who
cares deeply about this issue and is willing
to bring others along on the journey.

You must also build connections with
community organizations and service
providers so that you can act on the needs
your patients disclose. Creating a resource
directory is the first step, and its scope
will depend on your clinic’s capacity. These
community partnerships can range in com-
plexity from a simplified referral process
to something more ambitious such as co-
located services.

Health sciences students can be valuable
connections as well. Their skills, time, and
academic requirements can support your
SDOH efforts such as conducting waiting
room surveys, developing a list of commu-
nity resources, and collecting data.

4. You don't have to reinvent the wheel.
Once you identify the greatest social
concerns among your patients and the
availability of community resources, you
can develop your screening tool, but you
don't have to start from scratch. Review
existing questionnaires, such as those men-
tioned earlier in the article, and see if you
can adopt or adapt an available tool. The
University of California-San Francisco's
Social Interventions Research & Evaluation
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Network has an online Screening Tools
Comparison (http://sirenetwork.ucsf.edu/
tools-resources/mmi/screening-tools-com-
parison) that allows for easy evaluation of
several commonly used questionnaires.

You can also reach out to nearby clinics
who are already doing SDOH screening to
see if they have screening tools, commu-
nity partnerships, or workflows you can
learn from or replicate.

5. Everyone needs to understand the
workflow. Your SDOH workflow should
address the following questions: Which
patients will be screened and during
what part of the clinic encounter? Who is
responsible for administering the screen-
ing questionnaire, and who is responsible
for acting on results? Will the question-
naire be administered on paper or verbally?
How will results be documented? And how
will you integrate data collection that is
meaningful to your practice? Map out the
process visually with participation from
all types of clinic personnel in order to pin-
point key decision areas and find potential
problem areas before implementation.

6.It's OK to start small. If capacity or
overall clinic support is low, it may be best
to start with one or two screening questions.
An initial, smaller success can provide les-
sons learned, data demonstrating the impor-
tance of screening, and patient stories to
fuel maintenance or expansion of an SDOH
screening program. Our pilot was preceded
by a short-term trial of screening only for
food insecurity. This effort helped to build
clinic culture and confidence around tack-
ling a wider array of social determinants.

7. Look beyond the launch. When
laying the groundwork for SDOH screening,
consider how the process will be sustained
over time. This will require plans for initial
and ongoing training for staff, physicians,
and other providers, and a communication
strategy that conveys the purpose of this
new screening and cultivates a culture
where the interconnection of social and
physical wellbeing is embraced as a part
of primary care. A system for ongoing
evaluation of the screening process, includ-
ing recognition and management of bar-
riers, will also help keep the screening
process healthy amid the changes that are
bound to arise in any busy family medicine
practice.
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