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Assessing Implementation of Social Screening Within
USHealth Care Settings: A Systematic Scoping Review

Emilia H. De Marchis, MD, MAS, Benjamin A. Aceves, PhD, MPH, MA,
Erika M. Brown, PhD, MPH, Vishalli Loomba, MPH, Melanie F. Molina, MD, and
Laura M. Gottlieb, MD, MPH

Purpose: Though a growing crop of health care reforms aims to encourage health care-based social
screening, no literature has synthesized existing social screening implementation research to inform
screening practice and policymaking.

Methods: Systematic scoping review of peer-reviewed literature on social screening implementation
published 1/1/2011–2/17/2022. We applied a 2-concept search (health care-based screening; social
risk factors) to PubMed and Embase. Studies had to explore the implementation of health care-based
multi-domain social screening and describe 11 outcome related to the reach, adoption, implementa-
tion, and/or maintenance of screening. Two reviewers extracted data related to key study elements,
including sample, setting, and implementation outcomes.

Results: Forty-two articles met inclusion criteria. Reach (n = 7): We found differences in
screening rates by patient race/ethnicity; findings varied across studies. Patients who preferred
Spanish had lower screening rates than English-preferring patients. Adoption (n = 13):
Workforce education and dedicated quality improvement projects increased screening adoption.
Implementation (n = 32): Time was the most cited barrier to screening; administration time dif-
fered by tool/workforce/modality. Use of standardized screening tools/workflows improved
screening integration. Use of community health workers and/or technology improved risk disclo-
sure and facilitated screening in resource-limited settings. Maintenance (n = 1): Only 1 study
reported on maintenance; results showed a drop in screening over 21 months.

Conclusions: Critical evidence gaps in social screening implementation persist. These include gaps
in knowledge about effective strategies for integrating social screening into clinical workflows and
ways to maximize screening equity. Future research should leverage the rapidly increasing number of
screening initiatives to elevate and scale best practices. ( J Am Board Fam Med 2023;36:626–649.)
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Introduction
Based on the recognition that socioeconomic ad-
versity influences health outcomes,1 health care
settings in the United States (US) are increasingly

screening patients for nonmedical drivers of
health, or social factors, such as food security and
housing stability.2,3 These efforts are likely to
continue expanding as national health plan and
hospital quality measures on social screening are
adopted in 2023.4–6 Social screening initiatives
are anticipated to increase health care teams’
awareness of social risks that adversely impact
health and consequently to inform efforts to
decrease social risk or otherwise accommodate
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risks in ways that will improve health outcomes
and health equity.7–9

We undertook this systematic scoping review
to assess the existing evidence on the implementa-
tion of social screening, including the workforce
and workflows used to implement screening in
different settings and populations, as well as the
comparative impacts of different approaches on
screening reach, adoption, implementation, and
maintenance/sustainability.10–12 Given that social
screening has been championed as 1 component of
multidimensional efforts to improve health equity,7–9

we were especially interested in how different
integration strategies affected implementation
outcomes in diverse populations, including pop-
ulations identifying with minoritized racial/eth-
nic groups and endorsing non-English language
preferences.13,14

Methods
This systematic scoping review on implementation
outcomes was developed as part of a larger report
on health care-based social screening that also
explored (1) the prevalence of social screening; (2)
the properties of social screening tools; (3) patient/
caregiver perspectives on screening; and (4) pro-
vider perspectives on screening.2 In consultation
with an experienced medical librarian, we out-
lined our review protocol and developed a 2-con-
cept search reflecting both health care-based
screening practices and specific social risk factors
to find relevant articles. This search strategy was
based on a 2019 systematic review of the peer-
reviewed literature on the psychometric and prag-
matic properties of social screening tools that
identified research on screening for social risk fac-
tors.15 We adapted the search for PubMed and
Embase databases. See Appendix 1 for additional
search information.

To be included as part of the overarching scop-
ing review, articles had to 1) involve multi-domain
social screening (ie, screen for 2 of more domains
related to socioeconomic circumstances, such as
housing stability, food security, transportation
access, utilities security, or financial strain); 2) be
based in a US health care setting; 3) be an original
research study published in the academic peer-
reviewed literature between 1/1/2011-2/17/2022.
Our focus was on multi-domain screening given
the interdependence of screening domains16,17 and

national policy measures/professional society rec-
ommendations on multi-domain screening.18–23

To be included in the implementation outcomes
review, specifically, studies also had to describe 1 or
more outcomes related to screening reach, adoption,
implementation, and/or maintenance of screening
practices, based on the implementation science RE-
AIM framework.12,24

The RE-AIM framework consists of 5 core
domains for assessing implementation outcomes:
reach, effectiveness, adoption, implementation, and
maintenance.12 These domains have evolved over
time to more explicitly focus on the equity and sus-
tainability of interventions.12,24 Reach outcomes
relate to the number or proportion of individuals
who participated in an intervention; they generally
are used to inform implementation strategies that
increase access to evidence-based interventions.
Reach equity outcomes may evaluate differences in
who received an intervention based on demographic
characteristics.12 Effectiveness outcomes characterize
intervention impacts on a range ofmore downstream
outcomes, which can include but are not limited to
participant acceptability as well as participant health,
wellbeing, and quality of life. Effectiveness equity
outcomes explore the differential impacts of an inter-
vention on participant subpopulations.12 Adoption
outcomes focus on the number or proportion of set-
tings or individuals delivering an intervention that
participated in an intervention. Whereas reach
focuses on the intervention’s target population (eg,
patients completing screening questionnaires), adop-
tion focuses on the settings and populations tasked
with delivering the intervention (eg, staff providing
screening questionnaires). Adoption mediators can
include organizational-, setting-, and individual-level
characteristics that influencewhether an intervention
was delivered and also can inform the development of
strategies to increase equity in intervention uptake.12

Implementation outcomes reflect multiple aspects
of how a particular intervention was delivered,
including whether it was delivered as intended (fi-
delity); whether/what changes were made to
adjust for implementing the intervention in dif-
ferent settings/populations (adaptation), which is
particularly relevant to implementation equity;
and intervention-related costs (including staff
time and direct financial costs).12 Maintenance
outcomes assess whether/how well an interven-
tion is sustained over time, including at the indi-
vidual- and organizational-level. Maintenance
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equity outcomes might assess what policy-, com-
munity-, organizational-, and individual-level fac-
tors contribute to the long-term sustainability of
an intervention in different settings/populations.12

In this scoping review, we included articles
describing screening reach only if they described
comparative reach, that is, compared the reach of
screening before or after an intervention or com-
pared screening reach in different patient popula-
tions, rather than just described reach resulting
from 1 implementation approach. We also did not
include studies on effectiveness in this review (eg,
studies examining the impact of screening on social
risk, health/wellness, health care utilization/cost)
because these studies did not distinguish between
the impacts of screening alone versus screening
coupled with related interventions to assist with
identified social risks, and their focus was on evalu-
ating the assistance interventions, not the screening
itself. Previous reviews have reported on other
markers of social screening effectiveness, specifically
the acceptability of screening for patients/caregivers
and health care teams.12,24–26 Findings related to
acceptability research outcomes are covered in sepa-
rate publications and not described here.2,25,26

Table 1 provides additional information about how
we applied these RE-AIM outcomes. Additional
exclusion criteria included: 1) irretrievable full text

or 2) insufficient information about screening
implementation approach/outcomes.

Search results were uploaded to the systematic
review platform, Covidence, and duplicates were
removed.27 The original search was conducted on
8/8/2021. Additional articles were uploaded to
Covidence through 2/17/2022, based on a weekly
PubMed alert created using our 8/8/2021 search
and by expert referral.28,29 Two reviewers from the
study team (E.H.D., B.A., E.M.B., V.L., M.F.M.,
L.M.G.) independently reviewed each title/abstract
to determine if the study met study inclusion crite-
ria. The team met weekly to discuss and resolve dis-
crepancies. When we reached more than 90%
agreement between reviewers, the remainder of
title/abstracts were reviewed by only 1 study team
member. Each study selected from the title/abstract
review for full text review was then reviewed by 2 of
4 reviewers (E.H.D., B.A., E.M.B., V.L.). When we
again reached more than 90% agreement about
inclusion, only 1 study team member assessed each
of the remaining studies for inclusion based on the
group’s definitions. Included articles containing in-
formation about implementation outcomes were
flagged by the initial reviewers. After all full-
text articles were reviewed, 2 reviewers (E.H.D.,
B.A.) extracted data from the articles describ-
ing implementation outcomes into a templated

Table 1. Applying Relevant RE-AIM Categories to Social Screening Implementation Studies*

Definitions†
Relevant outcomes applied to social screening

implementation studies

Reach The number or proportion of individuals who
participate in an intervention (and who are the target
of that intervention).

Comparative screening rates, including pre/post
intervention, between clinical sites, or by patient
sociodemographic characteristics.

Adoption The number or proportion of individuals or settings
that deliver the intervention.

Rates of screening by clinical workforce. These
included proxies for workforce screening,
including rates of electronic health record-
documented social screening.

Implementation The consistency with which an intervention is
delivered, the time and cost of an intervention, and
adaptions made to an intervention.

Perceived barriers/facilitators to screening
implementation; time required for screening;
comparative implementation approaches and
program fidelity (e.g. across modality, workforce);
and program costs.

Maintenance The extent to which an intervention is sustained over
time.

Rates of screening over time.

*Table originally published in De Marchis EH, Brown E, Aceves BA, et al. State of the Science on Social Screening in Healthcare
Settings. San Francisco, CA: Social Interventions Research and Evaluation Network. San Francisco, CA: Social Interventions
Research and Evaluation Network. Available online.2 Reproduced with permission.
†Definitions based on Glasgow RE, Harden SM, Gaglio B, et al. RE-AIM Planning and Evaluation Framework: Adapting to New
Science and Practice With a 20-Year Review. Front Public Health. 2019;7:64,12 and Shelton RC, Chambers DA, Glasgow RE. An
Extension of RE-AIM to Enhance Sustainability: Addressing Dynamic Context and Promoting Health Equity Over Time. Front
Public Health. 2020;8:134.24
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spreadsheet that was developed and tested by the
study team before use. Extracted data included:
study design, study sample (size and demographics),
health care setting, type of data (qualitative/quanti-
tative/mixed methods), and study outcomes related
to each of the relevant implementation outcomes
(reach, adoption, implementation, maintenance).
The review followed the Preferred Reporting Items
for Systematic reviews and Meta-Analyses extension
for Scoping Reviews guidelines.30

Results
Our initial search yielded 6777 unique articles
about social screening in health care settings; 363
of these articles were flagged for full-text review.
Forty-two articles met all inclusion criteria for this
implementation outcomes scoping review; all were
unique implementation studies. (Figure 1). Six of
42 studies (14.3%) used experimental designs;
the remainder were descriptive (85.7%). Twenty
studies used quantitative data analysis (47.6%);
22 applied mixed/qualitative methods (52.4%).

Ten articles included data from both health care
clinicians/staff and patients (23.8%); 18 included
patients only (42.9%) and 12 focused on clini-
cians/staff (28.6%). Study sample sizes ranged from
5 to 694 (median: 25.5) for studies including clini-
cian/staff, and 7 to 100,097 (median, 588.5) for stud-
ies including patients. Twenty-nine studies (69.0%)
took place in primary care settings; among them, 17
(59%) were in pediatric primary care settings. See
Table 2 for a summary of these and additional study
characteristics. See Table 3 for a summary of type of
study data used, patient population, and setting, by
RE-AIM domain.

Reach

Seven studies looked at reach-related outcomes
(21.4%); none used experimental designs (see Table 3
and 4).31–37 All 7 used quantitative data; 2 (28.6%)
included mixed methods.35,36 Six of these descriptive
studies (85.7%) compared the absolute number or
proportion of patients screened across different set-
tings/populations;31–36 1 study compared screening
reach pre/post a workflow change.37 No studies
included a comparison group. A single retrospective
chart review looked at how the type of workforce
available to support resource referrals influenced
screening reach.34 The authors found that patients
(both adult and pediatric) were screened at higher
rates at primary care practices with a community-
health worker (CHW) dedicated to social service sup-
port (28.8%) relative to practices without CHWs
(15.3%) or CHWs not dedicated to social service sup-
port (12.7%).34 A separate study in both adult and pe-
diatric patients looked at how modality of screening
affected reach by comparing screening rates in the
emergency department (ED) setting when screening
was conducted by staff who entered the patient room
versus via a phone call into the patient room (a change
made in response to the COVID-19 pandemic).37

Rates were not significantly different between the 2
screening modes.37

All the articles describing reach-related out-
comes reported on the race/ethnicity of the study
setting population (see Table 2). Five studies
(71.4%) explored variations in screening reach by
patient race and/or ethnicity; reported differences
were inconsistent. 31–33,36,37 For example, a study
describing social screening in more than 100 com-
munity health centers (CHCs) found lower rates of
screening in non-Hispanic White and Hispanic
patients but higher rates of screening in non-

Figure 1. PRISMA flow diagram.
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Table 4. Article Outcomes by Included RE-AIM Categories (Reach, Adoption, Implementation, and Maintenance)

(n = 42)

Author, Year Outcomes

Reach outcomes (n = 7)
Bittner et al., 202131 Patients whowere identified asNon-HispanicWhite had higher rates of completed screens; patients

classified as “Other/unknown” race/ethnicity had lower rates of completed screens.Medicaid-insured
patients with completed screens weremore likely to beHispanic/Latino orNon-Hispanic Black.

Bleacher et al., 201932 Although patients identified as AA race made up 13% of patients eligible for screening, they made up
only 11% of those screened; versus patients identified as White made up 60% of the screening
eligible population but 62% of those screened.

Cottrell et al., 201933 A greater proportion of Hispanic patients were screened for social risks (32% vs 25% of patients not
screened).

Fiori et al., 202134 Patients who received care at a practice with a CHW focusing on social service support were more
likely to be screened as compared with practices without a CHW or a CHW not focused on social
service support (29% vs 15% and 13%, respectively). 26% of active pediatrics patients, 20% of
internal medicine patients and 19% of family medicine patients were screened.

Freibott et al., 202135 Hospital 1: 271/289 94% patients asked to participate were screened; 28/271 (11%) declined to
answer need-based questions; 100% of patients were screened at Hospital 2 to 4.

Gold et al., 201836 At one clinic site (B), a greater proportion of patients identified as Hispanic were screened, compared
with the clinic patient population. At another (site C), a greater proportion of patients identified as
Asian race were screened. Across all clinics, a lower proportion of patients who prefer to speak
Spanish were screened compared with patients preferring to speak English.

Murray et al., 202237 In the pre-COVID period, 666/16,674 potentially eligible patients were screened in person, and 592/
11,309 potentially eligible patients were screened in ED by phone in the post-COVID period.
Potentially eligible = patients with Medicaid/Medicare insurance (target population) who were seen
in the ED during the study period.

Adoption outcomes (n = 13)
Beck et al., 201238 Indirectly evaluated clinician screening practices.* 81% of caregivers had 1/7 social history questions

documented; >50% had all 7 social history questions documented (mean 4.5 questions).
Buitron de la
Vega et al., 201939

Indirectly evaluated healthcare team screening practices. Among 85/1696 patients screened on a paper
screener instead of directly on an EHR-embedded tool, 75% were integrated into the electronic
health record (EHR) by medical assistances. 82% of patients who screened positive on the social
screener had ICD-10 codes added to their visit diagnoses (367/445).

Colvin et al., 201640 Indirectly evaluated clinician screening practices. Intervention interns who received training on social
screening using behavioral change strategies (e.g. reminders/cues to screen) included information
on patients social risks in their admission history and physicals (H&P) for 82% of their inpatient
pediatric patients versus 17% in the control group.

Fiori et al., 201941 Indirectly evaluated clinician screening practices. On average, 76%of providers had patients screened
during well-child visits over an 11-month period (engaged =>50%of eligible patients were screened).

Fiori et al., 202134 Indirectly evaluated clinician screening practices. Active clinician participation in social screening was
defined as whether social screener results were present in a patient note in the EHR. Screening
participation varied among clinicians: 13% of clinicians had social screener results documented in 1
to 5 patient notes over the study period. Pediatric providers were the largest proportion of
clinicians actively participating ins screening (55%), followed by internal medicine (49%) and
family medicine clinicians (49%).

Higginbotham et al., 201942 Indirectly evaluated staff screening practices. Staff administered screening was completed for 63% of
patients/families overall; screening rates varied from 68% week 1, 45% week 2, 77% week 3.

O’Toole et al., 201343 Directly evaluated clinician screening practices. After intervention training, intervention residents
screened patients more frequently for familial support, utility issues, and housing conditions (based
on direct observation).

Patel et al., 201844 Indirectly evaluated clinician screening practices. An intervention to increase resident screening
(trained residents on screening and local resources; included visual reminders to screen) increased
documentation of screening in patient notes for two domains, income and housing.

Power-Hays et al., 202045 Indirectly evaluated healthcare team screening practices. A quality improvement project to increase
the number of completed social screening surveys found that the percentage of completed
screenings varied per month from 23% (attributed to short staffing) to 89% at its highest
(attributing to changing the responsibility of distributing the social screened from the clinician to
the clinical assistant).

Sand, 202146 Indirectly evaluated clinician screening practices. An intervention to train clinicians increased the
number of documentations of social screening post-intervention from 44% (n = 16) to 93% (n = 39)
of new patient visits.

Continued
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Table 4. Continued

Author, Year Outcomes

Schwartz et al., 202047 Directly evaluated clinician screening practices. 29% of hospitalists and 41% of nurses (RNs) reported
frequently screening hospitalized patients for 11 social risk; 97% of hospitalists and 65% of RNs
reported not using a specific screening tool.

Silva et al., 202148 Indirectly evaluated clinician screening practices. Comparisons of screening percentages and patient
populations between clinician groups: 91% of families seen by residents were screened for 11 SDH
(95% CI: 88.4% to 93.4%) versus 96% of faculty patients (95% CI: 94.3% to 98.2%). Families
were screened less frequently for food insecurity and financial insecurity by residents compared
with faculty (79.3% vs 92.5%, P< .05; 79.9% vs 93.6%, P< .05; respectively). A similar percentage
of families were screened for school absence by residents and faculty (83.9% and 86.1%, P= .78).

Vasan et al., 202049 Directly evaluated clinician screening practices. More residents reported screening within outpatients
settings compared with inpatient settings.

Implementation outcomes (n = 32)
Berry et al., 202072 Facilitators/Adaptations: Screens increased after integrating screening into existing workflow. Each

clinic modified a tool adapted to their workflow and patient population.
Barriers: Staff burden (one site switched to using volunteers); lack of time to discuss screening results
with patients; patient literacy, limited English proficiency, concerns about immigration status,
screening fatigue.

Bleacher et al., 201932 Facilitators: Practice-wide data sharing on screening rates increased screening activities. Using
multiple communication strategies (email, meetings daily huddles) helped to communicate about
screening. A physician champion helped increase awareness about the importance of screening and
progress screening efforts. Concerns about lack of time to screen declined during pilot screening
implementation.

Broaddus-Shea
et al., 202268

Facilitators: Frame screening as standard and not singling out patients; normalize social needs; assure
patients about privacy; clarify purpose of screening; describe relationship between social needs and
health; emphasize benefits to the community; respect patient autonomy; build trusting
relationships; treat screening as ongoing process; draw on trauma-informed care; offer resources
first; understand and acknowledge social and structural barriers to assistance.

Barriers: Lack of framing/introduction of screening; lack of time to follow up with patients after
positive screens. Concerns about confidentiality.

Browne et al., 202169 Barriers: Managers noted that patients had difficulty completing screening before their appointments
due to discomfort with technology and lack of time.

Buitron de la
Vega et al., 201939

Time: Medical assistants (MAs) took an average of 1minute to enter responses from screening into
patients’ EHR.

Byhoff et al., 201770 Adaptations: 41% of health centers reported that screening was self-reported. Most commonly “other”
staff were reported as screening patients (24%), followed by MAs (22%); social workers/ case
managers (18%); providers (16%); front desk (12%); RNs (10%). 40% of screening was conducted
before, during, or after a visit; new patients were most frequently targeted; most health centers
(63%) used the EHR to record social information directly.

Chisolm et al., 201971 Adaptations: Lack of social risk data standardization across clinics made it difficult to use it to evaluate
for health disparities.

Drake et al., 202165 Facilitators: Clinicians reported that specific, evidence-based patient engagement techniques, such as
empathic communication and motivational interviewing, facilitated implementation and delivery of
the screening assessment. Patients appreciated not feeling rushed and acknowledged the benefit of
empathic communication with healthcare team.

Barriers: Clinicians noted that EHR documentation could be time consuming. It was unclear who
should conduct screening. Time was a barrier to screening efforts.

Drake et al., 202166 Cost: The study estimated costs of social care programs at 4 FQHCs; costs included referral and case
management activities beyond screening. Variability in program costs between FQHCs was
attributed to personnel cost.

Adaptation: There was variability in screening activates across FQHCs, including the use of
customized EHR flowsheets.

Emengo et al., 202067 Facilitators: Caregivers preferred to receive the screening survey while waiting for a visit (to make best
use of time); caregivers expressed a preference for trained navigators vs physician to screen due to a
perception that navigators had more time. Caregivers appreciated when their clinicians were aware
of the screening results.

Fiori et al., 201941 Facilitators: Developed a standardized process for screening during well-child visits. A ‘provider champion’–
a designated clinician based at the health center who led ongoing program quality improvement–was used
to coach community health workers (CHWs), and lead program adaptions. ‘Administrative liaisons’–
clinical site leaders engaged with the program–provided overall leadership, direction, and supervision.
Clinic met regularly to review progress and concerns, and make changes as needed.

Continued
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Table 4. Continued

Author, Year Outcomes

Freibott et al., 202135 Facilitators: Having a short, easy to use screening tool.
Barriers: Lack of a standardized referral process made screening difficult to sustain or justify.
Adaptations: Hospitals were given flexibility regarding who/when/how to screen.

Garg et al., 200760 Facilitators: Caregivers in intervention group (residents trained to screen caregivers) discussed a
greater number of family psychosocial topics (2.9 vs 1.8) with their resident clinician and had fewer
unmet desires for discussion (0.46 vs 1.41) compared with caregivers in control arm.

Time: 91% of residents reported screening added <5minutes to the visit and 55% of residents
reported screening added <2minutes to their visits.

Godecker et al., 201361 Facilitators/Workforce: CHWs were able to capture more social risk information compared with RNs
(patients disclosed more risks).

Cost/Workforce: CHWs were able to conduct screening at 56% reduced costs compared with RNs.
Gold et al., 201836 Facilitators: Workflow customization, based on barriers encountered during implementation of

screening/EHR documentation, facilitated expanding screening. Having an EHR-savvy clinic
champion at each site facilitates screening/documentation efforts; served as a resource to screening
implementation. Embedding social screening within the EHR facilitated screening.

Barriers: Paper based screening created an extra step for staff to input screening. The EHR social risk
tool was perceived by some as contributing to social risk data being in multiple places in EHR.
Other barriers included: lack of staff EHR expertise/competencies, the tool needing to be
customized at each site, differences in EHR security access by staff role.

Gottlieb et al., 201462 Facilitators/Modality: Caregivers who responded to computer-based survey versus face-to-face had
higher disclosure of interpersonal violence/threats in the home, financial strain, child’s safety, lack
of/inadequate health insurance, income, and overall number of positive social risk domains.

Greenwood-Ericksen et al.,
202163

Facilitators: Standardized screening to avoid missing important needs and standardize comparisons
across subgroups; CHW roles (patients more willing to talk to CHWs, but CHWs also had
limited time).

Barriers: Not using evidence to select tools; time constraints; inconsistencies in practices; having to
add in paper screens to EHR. Funding often determined who was screened (i.e. what patients were
targeted).

Adaptations: All FQHCs tailored screenings for specific subgroups, but details not provided. There
was significant variability within and across sites regarding who screened, how and when screening
was done, whether screening tools with integrated within EHR.

Higginbotham et al., 201942 Facilitators: Hypothesized facilitator to increasing adoption was having screening in brightly colored
folders and easily accessible to staff.

Jones et al., 202164 Adaptation: Highlighted variability in clinician screening practices. More than 1/3rd of providers
noted using informal practices to screen for social risks, asking questions differently depending on
the client and family. Close to 50% reported using paper or electronic self-complete screening
tools; face-to-face screening was less common.

Kim et al., 202158 Facilitators: Primary Care Liaison (PCL) educated 61 interprofessional primary care providers/staff on
how to identify and refer patients to address unmet social needs. PCL provided way to screen
patients for social needs after hospitalization.

Kocielnik et al., 201959 Facilitators/Modality: Low health literacy participants preferred using a Chatbot over online version of
survey (Chatbot was perceived as engaging and caring) versus high literacy patients preferred online
survey (Chatbot was perceived as robotic, disingenuous). Some participants reported being more
comfortable disclosing social risks to a Chatbot versus others felt more comfortable disclosing on
online survey; not split by literacy level.

Time/Modality: The Chatbot took longer to complete than the survey for both high and low literacy
patients.

LaForge et al., 201856 Adaptations: All organizations noted significant flexibility in who administered screening and when
screening was done. Two organizations noted making changes to their tools after piloting; Kaiser’s
YCLS tool was shortened and translated into different languages; Mosaic Medical discontinued
using their own screening tool for OCHIN’s screening tool after 2 years.

Morgenlander et al., 201957 Barriers: Lack of time (68%), resources (50%), and training to administer and address positive screens
(47%). 9% reported inadequate evidence as a barrier.

Adaptations: Clinics used validated screening instruments (31%), instruments developed by the staff
(28%), or adaptations of validated instruments (16%). Most surveys were administered by paper
forms (55%), done at well visits (47%), and done by the primary care provider (51%).

O’Toole et al., 201343 Time: Intervention residents spent more time screening for social risks (median increase of
165 seconds vs control residents median increase of 30 seconds).

Continued
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Hispanic Black patients, as compared with the pro-
portion of these groups in the overall patient popu-
lation.33 In contrast, a study in 1 academic primary
care clinic found that Black patients were under-
represented among screened patients and White
patients were over-represented.32 Two of the 5
studies that explored differences by race/ethnicity
in screening reach also explored differences by lan-
guage; both found lower rates of screening among
patients who preferred to speak Spanish.33,36

Adoption

Thirteen studies reported screening adoption
rates by clinical team members (33.3%) (Table 3
and 4).34,38–49 Four of these articles (30.8%)

involved experimental designs (postintervention
with a nonrandomized comparison group40 [the
only study on adoption with a comparison group]
and pre-/postdesigns43,44,46). Eight of 13 studies
(61.5%) exclusively used quantitative data.34,38,39,42,46–49

(See Table 3) 10 studies (76.9%) indirectly evaluated
the number/proportion of clinicians/staff who con-
ducted screening by analyzing the number/proportion
of patient notes with documented screening results
or number of completed screens;34,38–42,44–46,48 the
remaining 3 studies more directly assessed adoption
outcomes. One observed pediatric resident physicians
during clinical encounters43 and 2 surveyed pediatric
clinicians about screening practices.47,49 Ten of the 13
articles in this group looked at screening adoption

Table 4. Continued

Author, Year Outcomes

Oldfield et al., 202153 Time: Surveys were administered via tablet and took caregivers 5.6minutes to complete versus
3.9minutes for adolescents.

Adaptations:Most screens took place duringwell-child preventive visits versus follow-up or urgent visits.
Page-Reeves et al., 201654 Facilitators: Patients who completed screen with MA face-to-face had higher rates of screening

positive for social risks.
Palakshappa et al., 202155 Facilitators: Healthcare teams thought the mobile system aligned with how they thought screening

should be done, and providers perceived the system as easy to use. Sent automated message in EHR
to notify clinician seeing patient and clinic’s patient navigator if they screened positive.

Barriers: 43/219 (19.6%) patients required assistance with the tablet to complete tool; relied on study
coordinator to assist patients if needed assistance completing screening.

Power-Hays et al., 202045 Facilitators: Changing responsibility of survey distribution from physician to clinical assistants; sharing
data at staff meetings on high patient needs and patient satisfaction; giving screener to all patients
for non-sick/non-urgent visits; posting reminders in exam rooms.

Barriers: Temporary staff shortages.
Schwartz et al., 202047 Facilitators: Hospitalists reported doingmore screening if they felt that screeningwas clinically relevant

(e.g. there were concerns about language barriers, access to health care, insurance, transportation
barriers, abuse, parent education/literacy), and doingmore screening if they felt more competent at it.

Barriers: Lack of time, resources, and a standardized inpatient social screening tool.
Sokol et al., 202152 Facilitators: Having systematic screening as part of workflow (e.g. through EHR checkbox); clinician

involvement with screening process to build patient trust. Desire for explicit processes for screening
frequency and screening rationale to provide transparency for families.

Barriers: Time.
Wallace et al., 202050 Barriers: Staff expressed discomfort asking questions they believe to be stigmatizing.

Fidelity: Staff used their own judgement to determine who to screen and how (which could be based
on patient appearance or insurance type).

Wallace et al., 202151 Facilitators: Patients noted that the perceived sincerity of screening staff impacted their receptivity to
screening.

Barriers: Staff noted discomfort with screening and perception of screening futility. Patients expressed
concerns about stigma and privacy.

Fidelity: Staff would tailor the screening using their “professional intuition;” decide how to frame
screening/when to screen based on this intuition (including based on patient appearance).

Maintenance outcomes (n = 1)
Colvin et al., 201640 30/43 intervention interns (70%) stopped using the screening tool during the maintenance period,

whereas 13 (30%) continued screening until the end of the 21-month post-intervention period.

*Studies on adoption that are listed as having indirectly evaluated screening practices evaluated the number/proportion of clinicians/staff who
conducted screening by analyzing the number/proportion of patient notes with documented screening results or number of completed screens.
Abbreviations: AA, African American; CHWs, community health workers; RN, registered nurse; ED, Emergency Department;
EHR, Electronic health records; ICD-10 codes, International classification of diseases codes (10th Revision); CI, confidence interval;
FQHCs, Federally qualified health centers.

642 JABFM July–August 2023 Vol. 36 No. 4 http://www.jabfm.org

 on 1 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.220401R

1 on 19 July 2023. D
ow

nloaded from
 

http://www.jabfm.org/


specifically among clinicians (eg, physicians, nurse
practitioners);34,38,40,41,43,44,46–49 the others included
screening practices among other health care staff
(eg, medical assistants [MA], registered nurses
[RN]).39,42,45 Substantial heterogeneity in imple-
mentation approaches (eg, who conducted the
screening and how) and in study methodology (eg,
how adoption was measured) makes it difficult to
synthesize findings across studies. All 4 of the
articles using an experimental design reported an
increase in screening adoption after clinician educa-
tion/training around screening,40,43,44,46 3 of which
targeted pediatric resident physicians.40,43,44 Two
additional descriptive studies in pediatric settings
reported an increase in screening adoption after
continuous quality improvement interventions (eg,
plan-do-study-act cycles).42,45

Implementation

Thirty-two articles included information on screen-
ing implementation outcomes, including barriers/
facilitators to screening, screening fidelity (whether
the screening was implemented as intended) and
adaptations (how screening implementation was
changed), time to screen (both to administer screen-
ing and/or for patients to complete), workforce and
modality for screening, and screening costs (76.2%)
(Table 3 and 4).32,35,36,39,41–43,45,47,50–72 As described
in sections above, some of these articles also looked
at how reach and/or adoption varied by different
implementation approaches. Three articles (9.4%)
used experimental designs (randomized trials60,62 [the
only 2 articles on implementation outcomes that
used a comparison group] and pre-/postdesign43).
Across the 32 articles, 13 (40.6%) exclusively used
quantitative data32,39,42,47,53–55,57,60–62,64,72 versus 9
(28.1%) exclusively used qualitative data.52,56,63,65–70

(See Table 3) Common facilitators to screening
included: consistent communication about screening
progress and processes with the health care
team,32,41,45,68 clear introduction and framing of the
screening rationale and processes with patients/care-
givers,52,68 and training health care teams on empathic
inquiry and trauma-informed care.65,68 Commonly
cited barriers to implementation included staffing
availability and time.45,47,57,63,65,68,69,72

Sixteen descriptive studies (50.0%) commented
on screening implementation fidelity and adapta-
tions.35,36,41,45,50,51,53,56,57,63,64,66,70–72 Two of them
reported that frontline ED staff used their own judg-
ment or “intuition” to determine when/whom to

screen.50,51 Fourteen additional studies mentioned
that implementation adaptations were made (eg,
who could conduct screening was broadened,
changesweremade to the screening tool, clinics stand-
ardized the introduction to the screening tool41,63,71),
but lacked details on what was changed, why, or what
effect themodifications had on screening implementa-
tion outcomes. Five descriptive studies reported that
having a standardized process for screening helped to
normalize screening for patients and improved inte-
gration in the clinical workflow.41,52,63,68,72

Five of the 32 studies described the time it took
to conduct screening (15.6%).39,43,53,59,60 Two
studies using an experimental design to increase
screening in pediatric resident physicians; both
reported that screening typically added less than 2
to 5minutes to visits.43,60 One descriptive study
compared time to complete screening by modality,
reporting that on average it took just more than 9
minutes for adult ED patients to self-administer a
screening tool by Chatbot versus less than 7
minutes when screening was completed as an online
survey.59 The Chatbot was preferred by patients
with low literacy and reduced ED personnel time.59

Although some studies provided information
about who conducted screening, only 1 descriptive
study directly compared the impact of different
screening workforces on a nonreach or nonadop-
tion implementation outcome.61 This study was
based in an obstetrics clinic and found that patients
were more likely to disclose social risks when
screened by CHWs versus RNs.61

Two studies looked a modality of screening. Both
were based in EDs and compared the influence of dif-
ferent screening modality on disclosure rates or expe-
rience of care.59,62 One randomized trial in a pediatric
ED found that tablet-based screening had higher
social risk disclosure rates compared with face-to-face
screening;62 the other descriptive study found that the
aforementioned Chatbot improved screening experi-
ence in adult patients with low literacy who needed
additional assistance completing screening.59

Two of 32 studies described the financial costs of
screening (6.3%).61,66 One estimated costs calcu-
lated based on qualitative interviews with CHC
leaders and found that cost varied considerably by
workforce involved in screening program planning,
training, development, and implementation.66 A
second study (the aforementioned obstetrics-based
study) reported that it was less expensive to have
CHWs conduct social screening than RNs.61

doi: 10.3122/jabfm.2022.220401R1 Implementation of Social Screening Within US Healthcare Settings 643

 on 1 M
ay 2025 by guest. P

rotected by copyright.
http://w

w
w

.jabfm
.org/

J A
m

 B
oard F

am
 M

ed: first published as 10.3122/jabfm
.2022.220401R

1 on 19 July 2023. D
ow

nloaded from
 

http://www.jabfm.org/


Maintenance

Only 1 of the 42 studies in the review reported
screening maintenance outcomes (2.4%) (Table 3
and 4). This study used an experimental pre-/post-
design without a comparison group. Over the 21-
month period after a social screening educational
intervention, the study found a significant drop in
pediatric residents’ screening rates of hospitalized
patients.40 The median duration of continued
screening was 8months.40

Discussion
Based on the recent growth in both interest and ac-
tivity around social screening in the US health care
sector,2–4 it is an important time to examine and
identify evidence gaps related to screening imple-
mentation. In this systematic scoping review, we
found 42 articles that described outcomes related to
screening implementation. Despite the number of
studies, the evidence on implementation does not
yet clearly indicate which approaches to screening
are most feasible and sustainable in busy clinical
settings. This is in part because the existing studies
were primarily cross-sectional, descriptive, and
involved small sample sizes. No articles on reach or
maintenance included a comparison group. Only 1
article on adoption and 2 articles on implementa-
tion used a comparison group.40,60,62 These design
limitations, along with the variability in implemen-
tation approaches across studies, limit the general-
izability of findings. We can nonetheless use this
synthesis to highlight topics where future research
is most needed to fill outstanding knowledge gaps.

There is markedly little evidence in the existing
literature on screening equity, including unan-
swered questions around how different implementa-
tion strategies affect implementation outcomes in
different populations and settings. This is striking
given the assumption that social screening initiatives
are anticipated to increase health care teams’ aware-
ness of patient social risks that adversely impact
health and consequently to lead to activities to
decrease social risk or otherwise accommodate risks
in ways that will improve health outcomes and
health equity.7–9 In the 5 studies that evaluated
screening by patient demographic characteristics
like race, ethnicity, and language, screening rates
differed by race/ethnicity but no consistent patterns
were identified,31–33,36,37 and screening was lower
among patients who preferred to speak Spanish.33,36

In addition, interviews from 2 ED-based studies
reported frontline staff may be influenced by their
own biases in determining which patients to
screen.50,51 Prior research has demonstrated how
provider bias can negatively impact the delivery of
care and health outcomes.73 Because screening is of-
ten linked with interventions, similar practices in
social screening have the potential to worsen dispar-
ities. No studies in this review explicitly examined
strategies to improve rates of screening across dif-
ferent race/ethnic/language groups.

The most frequently cited implementation bar-
rier to screening was time, though administration
time differed by tool and screening modality.
Studies reported a wide range of time required for
screening (1 to 9minutes). Even at the low end, the
additive effects of these screenings across a clinic
day and/or in conjunction with multiple other
screening intake requirements could be substantial
for clinical team-administered surveys. There were
few data on if/how time for screening differs across
diverse patient populations (eg, populations who
prefer a non-English language) or how to reduce
the burden of screening administration time across
patient populations, though 1 descriptive study sug-
gested that device-assisted screening may reduce
screening burden in patients with low literacy.59

The lack of research on screening time relates to
the overall inadequate psychometric and pragmatic
property testing of available screening tools.2,15

Although social screening tools are frequently
referred to as “validated” in the literature, none
that we are aware of meet gold standard tool devel-
opment/testing standards.2,15 Given the recognition
that time is a frequent barrier to screening, some
health care systems are experimenting with a sin-
gle-item prescreener.74 Additional work is needed
to compare both the validity/reliability of and the
implementation of different length tools, including
the possibility of a single-item screener.

We found very limited evidence on implementa-
tion design elements, for example, screening work-
force or screening modality, that can improve
reach, adoption, or maintenance of screening. For
instance, although few studies included CHWs, 3
descriptive studies suggested that including CHWs
can positively influence screening reach, patient
risk disclosure, and cost efficiency.41,61,63 Other
studies, including 1 randomized trial, indicated
that new technologies, for example, digital de-
vice-assisted screening, also might have a positive
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role in facilitating social screening reach and risk
disclosure.59,62 Both screening workforce and
screening modality should be the subject of
future rigorous and comparative effectiveness
evaluations. These types of studies should be con-
ducted in settings serving diverse patient popula-
tions and with limited staff capacity, where more
support is essential to achieving equitable screen-
ing implementation and improving patient expe-
riences with screening.

Finally, several studies, including those using
experimental designs,40,43,44,46 suggest that health
professional education/training and continuous
quality improvement projects can positively impact
clinician/staff adoption of screening practices.
These findings are consistent with results of a prior
systematic review that found health professional
education/training can positively impact provider
perspectives and behaviors related to social screen-
ing.26 Existing social screening implementation
guidelines and best practice recommendations
include an emphasis on continuous workforce edu-
cation/training.32,75

Limitations

This review should be interpreted considering its limi-
tations. First, this is a systematic scoping review, which
by design is intended to be a preliminary assessment
of the evidence on a topic.76 A scoping review was
appropriate given that this is the first attempt to eval-
uate the evidence on social screening implementa-
tion76 and the rapid recent growth in both social
screening and related research. Due to study hetero-
geneity, findings were challenging to synthesize and
may not be generalizable. Second, the review was lim-
ited to peer-reviewed studies published in academic
journals between January 2011 and February 2022. It
is possible that we missed relevant gray literature in
our review and/or that relevant research has been
published since then. Third, this review focused on
screening, not health care teams’ response to identi-
fied social risks, which can include using sharing deci-
sion making to adjust medical care and connecting
patients with resources (ie, assistance). This was by
design, to concentrate our scoping review on 1 aspect
of social and medical care integration. We would like
to acknowledge, however, that there are many reasons
to screen individual patients for social risks.9 We
focused on screening reach, adoption, implementa-
tion, and maintenance as a first step in understanding
the potential impacts of social screening interventions.

Conclusion
Despite an increasing number of efforts to integrate
social screening into the delivery of health care, few
studies have compared different approaches to suffi-
ciently guide best implementation practices, for
example, practices that maximize screening reach,
adoption, and maintenance in different clinical set-
tings.Many opportunities exist to improve implemen-
tation research in this area. These should begin by
surfacing facilitators and barriers to screening efforts
and move on to comparing different implementation
strategies, including how different strategies may
affect populations experiencing socioeconomic mar-
ginalization, racism and discrimination, and other
structural/systematic barriers to health that may bene-
fitmost from social interventions. As payers andhealth
care systems contemplate quality metrics for social
screening, elevatingwhatworks/does notwork and for
whom can help to avert unintended harms of future
social screening efforts.
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Appendix.

Database search details

PubMed search strategy (n = 6157)

Concept 1: Health care-based screening

(“survey”[tiab] OR “questionnaire”[tiab] OR “meas-
urement”[tiab] OR “instrument”[tiab] OR “screen*”[-
tiab] OR “tool”[tiab])

AND

Concept 2: Social risk factors

(“Social Conditions”[tiab] OR “social risk*”[-
tiab] OR “SDOH”[tiab] OR “determinants of health”[-
tiab] OR “structural determinant*”[tiab] OR “social
factor*”[tiab] OR “behavioral determinant*”[tiab]
OR “social determinant*”[tiab] OR “social need*”[-
tiab] OR “basic needs”[tiab] OR “basic need”
[tiab])

AND

(“English”[Language] AND 2011/01/01:2021/08/
08[Date - Publication])

Embase search strategy (n = 4564)
Concept 1: Health care-based screening
(‘survey’:ab,ti OR ‘questionnaire’:ab,ti OR ‘mea-

surement’:ab,ti OR ’instrument’:ab,ti OR ‘screen*’:ab,
ti OR ‘tool’:ab,ti)

AND

Concept 2: Social risk factors

(‘Social Conditions’:ab,ti OR ‘social risk*’:ab,ti
OR ‘SDOH’:ab,ti OR ‘determinants of health’:ab,ti
OR ‘structural determinant*’:ab,ti OR ‘social factor*’:
ab,ti OR ‘behavioral determinant*’:ab,ti OR ‘social
determinant*’:ab,ti OR ‘social need*’:ab,ti OR ‘basic
needs’:ab,ti OR ‘basic need’:ab,ti)

AND

[english]/lim AND [1-1-2011]/S.D. NOT [08 to 09-
2021]/S.D. AND ([embase]/lim OR [medline]/lim)
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