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Background: Despite clear evidence demonstrating the influence of social determinants on health,
whether and how clinicians should address these determinants remain unclear. We aimed to understand
primary care clinicians’ experiences of administering a social needs screening instrument.

Methods: Using a prospective, observational design, we identified patients living in communities with
lower education and income seen by 17 clinicians from 12 practices in northern Virginia. Before office
visits, patients completed social needs surveys, which probed about their quality of life, education,
housing, finances, substance use, transportation, social connections, physical activity, and food access.
Clinicians then reviewed the completed surveys with patients. Concurrently, clinicians participated in a
series of learning collaboratives to consider how to address social needs as part of care and completed
diary entries about how knowing the patient’s social needs influenced care after seeing each patient.

Results: Out of a total of 123 patients, 106 (86%) reported a social need. Excluding physical activity,
71% reported a social need, although only 3% wanted help. Clinicians reported that knowing the patient
had a social need changed care delivery in 23% of patients and helped improve interactions with and
knowledge of the patient in 53%. Clinicians reported that assessing social needs is difficult and re-
source intensive and that there were insufficient resources to help patients with identified needs.

Conclusions: Clinicians reported that knowing patients’ social needs changed what they did and im-
proved communication for many patients. However, more evidence is needed regarding the benefit of
social needs screening in primary care before widespread implementation. (J Am Board Fam Med 2018;

31:351-363.)
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Social determinants of health (SDH) have a de-
monstrable influence on health outcomes.'~® De-
fined as the nonclinical factors that affect health,
SDH includes personal resources, such as educa-
tion and income, and social environments in which

This article was externally peer reviewed.

Submitted 26 October 2017; revised 8 January 2018; ac-
cepted 11 January 2018.

From Virginia Commonwealth University, Richmond,
VA (STT, PLK, JP, JR, AWB, AHK); The Robert Graham
Center, Washington D.C. (WRL, AWB), University of
Texas Health Science Center at Houston (WRL).

Funding: UL1TR000058 from the National Center for
Advancing Translational Sciences and the CCTR Endow-
ment Fund of Virginia Commonwealth University.

Conflict of interest: none declared.

Corresponding author: Sebastian T Tong, MD, MPH, Vir-
ginia Commonwealth University, 830 E. Main Street, P.O.
Box 980101, Richmond, VA, 23298 (E-mail: stong@vcu.edu).

people grow up, live, and work.” Growing research
is showing that SDH plays a far greater role on
health outcomes than medical care.®~'* However,
the majority of resources in the United States is
disproportionately spent on direct medical care in-
stead of public health and social determinants.'*
The National Academy of Medicine (NAM), the
Centers for Medicare and Medicaid Services, and
the World Health Organization have called for the
integration of primary care and public health to
address SDH.">~'® Aiming to provide comprehen-
sive care for individuals, families and communi-
ties'?, primary care clinicians could potentially play
a large role in shaping how SDH are screened for
and addressed within health care settings.**~>* The
concept of integrating primary care and public
health is not new. In the 1940s, community-ori-
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ented primary care concepts were developed with
this goal of integrating public health with primary
care.”>*> However, successful implementation of
this integration has not been achieved at scale. To
bolster the most recent momentum to address
SDH in primary care, NAM released a consensus
statement recommending that 12 SDH domains be
routinely collected and made available in electronic
health records.”®*” The domains include ethnicity/
race, tobacco use, alcohol use, residential address,
educational attainment, financial resources, stress,
depression, physical activity, social isolation, inti-
mate partner violence, and neighborhood median
household income.

Several pilot studies have been published to as-
sess how primary care clinicians might collect SDH
information. These studies have demonstrated that
itis feasible for primary care clinicians to screen for
SDH in a variety of primary care settings by using
a variety of mechanisms.”®*! However, it is un-
clear whether knowing the social needs of patients
could help clinicians address gaps in care, adapt
care for patients, and improve morbidity and mor-
tality. Furthermore, adding more required data col-
lection for primary care clinicians could be burden-
some without any benefit’>~** if clinicians are not
able to address social needs.’”* Fundamentally,
whether addressing SDH should be within the do-
main of the health care delivery system remains an
unanswered question.?!*

To date, most studies examining SDH screening
have taken place in underserved settings.”® % Al-
though NAM has called for the routine collection
of SDH information in clinical practice, concerns
have been raised over the burden required, as well
as the absence of feasibility assessments or evidence
of benefit in more affluent neighborhoods. In a
recent editorial, Westfall*” argued that practices in
all communities should focus resources on what he
calls “cold spots,” or neighborhoods with fewer
opportunities. This approach could particularly be
useful in more affluent communities. In a parallel
study, we demonstrate several means of calculating
cold spots within a community®® and then used
these definitions to select patients for our interven-
tion in an affluent community.

In our study, we sought to address how primary
care clinicians might screen for and consider the
impact of SDH by piloting a social needs screening
instrument in primary care for patients who might
be at greater risk based on geospatial factors. Our

objective was to understand primary care clinicians’
experiences with and perspectives on administering
the social needs screening instrument, as well as
how they might use the information in routine
practice.

Methods

Between April 2016 and December 2016, we used
a mixed methods design to prospectively evaluate
clinicians’ experiences of administering a social
needs screening instrument in primary care prac-
tices. Clinicians participated in a series of learn-
ing collaboratives, while a small subset of their
patients completed a social needs survey. The
study was approved by the Virginia Common-
wealth University Institutional Review Board.

Setting and Participants

Seventeen primary care clinicians from 12 practices
in Northern Virginia within one health system par-
ticipated. The practices function independently for
staffing, clinical, and business activities, but they do
share an electronic health record and collaborate
for population management activities, including
work through an accountable care organization and
a centralized care management team that clinicians
can refer patients to for additional help. Located
within a 45-mile radius, the practices mainly care
for patients in Fairfax, Loudoun, Prince William,
Fauquier, and Arlington counties. These counties
collectively have among the highest average income
within the United States.”” The practices jointly
serve a patient population that is predominantly
commercially insured (96.0%), generally more af-
fluent, and speak English as their preferred lan-
guage (84.9%). To recruit clinicians, we emailed all
primary care clinicians from the 12 practices.

Intervention

Using Esri ArcMap 10.3.1, we geocoded all pa-
tients seen in the participating practices in the past
year to their census tract of residence based on their
reported residential address. We then identified all
regional census tracts in the lowest quartile of life
expectancy, poverty, education, and a validated so-
cial deprivation index (SDI), which we defined as
“cold spots.” Life expectancy data were extracted
from the Virginia Department of Health, Division of
Vital Records™, whereas poverty, education, and SDI
were measured using the 2010 American Community
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Survey data.*! We assessed poverty by calculating the
percentage of the population earning less than 200%
of the federal poverty level and assessed low educa-
tional attainment by the percentage who have not
received a high school diploma or passed the General
Education Development test. Our selected SDI,
which is scored from 0 to 100 with higher numbers
indicating higher deprivation, is a composite mea-
sure of social and material deprivation, which
includes education, crowding, transportation,
employment, poverty, housing, and family struc-
ture.*” This methodology and its limitations are
further described in an article by Liaw et al.*®

If a patient living in a cold spot had an appoint-
ment with 1 of the 17 participating clinicians, we
administered a social needs survey to the patient
during his or her scheduled visit before seeing the
clinician. We continued to identify patients for
clinicians until 10 patients were reached or the end
of our study period. We excluded patients who
were under the age of 18 years and who were
unable to read English. Adapted from NAM’s so-
cial needs measures®’ and supplemented with addi-
tional questions from the Hennepin County Life-
style survey™®, the patient survey included questions
on transportation, food access, physical activity,
dental health, safety, education, housing, mental
health, social connections, substance use, finances,
employment, and overall quality of life (see Appen-
dix A). In addition to answering questions to assess
whether patients had a social need in each specific
domain, patients were also asked whether or not
they wanted help with each domain. The com-
pleted survey was then reviewed with the clinician
during their visit.

Clinicians then completed a structured diary en-
try for each patient who completed the social needs
survey. Collected on-line within a week after the
clinical encounter with each patient to limit re-
call bias, the diary entry included both closed-
ended and open-ended prompts that queried
about changes in care and knowledge of the pa-
tient as a result of the social needs survey and
experiences of collecting the survey and address-
ing needs from the survey (see Appendix B for
survey).

The clinicians also participated concurrently in a
series of 4 learning collaboratives in which partic-
ipants not only provided feedback about their ex-
periences and perspectives but also learned about
social needs screening from the facilitator and from

other learning collaborative members.**~*¢ In ad-
dition to the 17 clinicians, 3 patient representatives
from the practices’ existing patient advisory
council, 3 selected patients living in cold spots, 3
practice administrators, and 6 population health
managers were divided into 3 groups based on
geographic location of the practice to participate
in these learning collaboratives. During these
collaboratives, we shared health outcomes data
from cold spots to elicit reactions and obtained
feedback on ways to collect the social needs sur-
veys. The first 2 collaboratives occurred before
fielding the social needs survey so that clinicians
shared their beliefs about the value of collecting
SDH and provided suggestions to each other on
ways to collect and address SDH as part of their
care. In the last 2 collaboratives, which occurred
after fielding the survey, clinicians shared experi-
ences of collecting the survey and addressing iden-
tified needs from the survey. They also provided
suggestions on how SDH might be integrated into
primary care in the future.

We did not offer any financial incentives to
study practices, participating clinicians, or patients
completing surveys.

Data Collection

We used 3 sources for outcomes: learning collab-
orative transcripts, clinician diary entries, and pa-
tient social needs surveys. Learning collaboratives
were recorded, transcribed, and coded. Clinician
diary entries were reviewed and coded. The social
needs surveys that were completed by the patients
were also collected.

Statistical Analysis

We used descriptive statistics to calculate percent-
ages and counts from closed-ended questions from
the clinician diary entries. We also calculated per-
centages and counts of domains in which patients
identified social needs and for which patients asked
for assistance. The software Stata 14.2 was used for
all analyses.

Qualitative Analysis

Three reviewers (ST, WL, and AK) used a tem-
plate approach, which involves the directed coding
of collected qualitative material based on a code
manual®’, to capture facilitators, barriers, and sug-
gestions to improve collection of social needs and
address identified social needs. The 2 learning col-
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laboratives that occurred before the survey admin-
istration and the 2 that occurred after the survey
administration were included in the analysis; this
allowed for comparison of pre-survey and post-
survey administration views from clinicians. Two
reviewers coded each transcript independently.

Merged data were reviewed for discrepancies in
coding and discussed by all 3 reviewers until reach-
ing a consensus. Themes were then identified, with
each theme’s strength demonstrated by consistency
of expression, frequency of associated coding in-
stances, and participant agreement.

Table 1. Patient Responses to Social Needs Survey (n = 123)

Domain Descriptor of Positive Screen

Percentage with Positive Screen Percentage Asking for Help

Less than 150 minutes of strenuous
exercise per week

Physical activity

Dental Last dental appointment =1 year
ago

Alcohol use AUDIT-C* score =3 in women or
=4 in men

Overall health Self-rated health as “fair” or

“pOOl'”Jr

Tobacco use Current use of cigarettes

Lack of medical insurance, concern
for losing medical insurance, or
problems paying for medications,
clinic visits or supplies

Finances

Work Currently unemployed, receiving
disability, or other government
assistance

Learning Problems with understanding,
remembering, seeing, hearing,

and English literacy

Mental health PHQ-2* score =3

Food Insufficient food and lack of money
to buy more

Drugs Any use of illicit drugs or
prescription drugs for
nonmedical purposes

Transportation Problems with access to
transportation

Housing Currently homeless or living in
shelter; currently at risk of losing
housing; or concern that will
lose housing in next 6 months

Education Did not complete high school

Safety Feeling unsafe in neighborhood or

concern that spouse/partner
might hurt them

Social connections Limited interaction with family,

friends, and neighbors

Opverall with at least
one domain

Overall with at least
one domain with
physical activity
excluded

53.0 1.6
25.2 1.6
14.6 0.8
13.0 0.0
12.2 0.8
11.4 0.0
11.4 0.0
10.6 0.8
10.6 0.8
7.3 1.6
7.3 0.0
4.9 0.8
4.1 0.8
24 1.6
24 24
1.6 0.8
86.2 33
70.7 33

Note: see Appendix A for full social needs survey.

*AUDIT-C is a 3-item validated alcohol screening tool that helps identify persons with hazardous drinking or active alcohol use

disorders.

Toptions for health ranking including Excellent, Very Good, Good, Fair and Poor.
FPHQ-2, the Patient Health Questionnaire-2, is a validated depression screening tool, which inquires about frequency of depressed

mood and anhedonia over the past 2 weeks.
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Results

Seventeen clinicians participated and 100% com-
pleted the study. A total of 215 eligible patients in
the care of the 17 clinicians were identified. Of
these, 123 patients completed the social needs sur-
vey and reviewed the results with their clinician. Of
the 92 who did not participate, 22 declined, 13 did
not show up for their appointment, 23 canceled
their appointment, 18 did not participate due to
clinic logistics (eg, time constraints, misplaced sur-
vey, and neglected to administer), 1 was not able to
read in English, and 15 did not participate for other
unknown reasons.

Social Needs Survey

The social needs survey is provided in Table 1. We
found that 86.2% of patients screened positive in at
least 1 of the 16 domains. However, only 3.3% of
patients wanted help in any domains. The most
common domains for positive screens were phys-
ical activity (53.0%), dental (25.2%), and alcohol
use (14.6%). When we excluded physical activity,
70.7% of patients screened positive in at least 1
domain and 3.3% wanted help in any domain.
The least common domains for positive screens
were social connections (1.6%), safety (2.4%),
and education (2.4%). There was a significant
range in how often patients wanted help when
they screened positive with 100% of patients
screening positive for safety asking for help but
only 3.0% of patients screening positive for phys-
ical activity asking for help.

Clinician Experiences

Clinicians reported in their postencounter diary
entries that the social needs survey helped change
care in 22.5% of encounters (Table 2). Ways that
the social needs survey changed care included pro-

viding more exercise and dietary counseling, help-
ing address financial barriers to medications and
being mindful of medication costs when prescrib-
ing, addressing behavioral health issues, and help-
ing with transportation to access clinical services.
Furthermore, clinicians reported that in 52.5% of
encounters, the social needs survey helped them
know the patient better (Table 2). Specifically, cli-
nicians reported they were able to better under-
stand their patients’ finances, relationships with
family and friends, beliefs and values, and behav-
ioral health needs.

The themes and findings from our series of 4
learning collaboratives are shown in Table 3. Spe-
cifically, although some clinicians expressed skep-
ticism about the value of collecting SDH informa-
tion before administering the social needs surveys
to patients, clinicians identified value in improving
interactions with patients and knowledge of their
patients after the surveys were administered. For
example, one clinician said the following: “It is a
reminder that [...] our patients have lives outside of
just the medicine that we give them.” Others dis-
cussed specific examples of how they changed their
care and interactions: “I took extra time asking her
about barriers” and “I was less inclined to assume
she did not care about her health.”

However, there remained concern that screen-
ing for social needs might not change practice sig-
nificantly and whether or not the health care sys-
tem is the right place to address social needs. For
example, one clinician stated that “For at least so-
cial needs, I would think the doctor is a small little
isolated part” and indicated concern that clinicians
might be held responsible for one more metric.
Clinicians also identified concerns about being
overwhelmed with too much information and ad-
ministrative burden. Furthermore, they were con-

Table 2. Clinician Diary Responses About Using the Social Needs Survey (n = 123)

Positive Neutral Negative
Response (%) (%) Response (%)
Information from social needs survey helped 33.9 64.4 1.7
during encounter
Knowing patient lives in “cold spot” helped 333 63.3 33
during the encounter
Social needs survey helped change care* 225 N/A 77.5
Social needs survey helped me know patient better 52.5 40.8 6.7

Note: see Appendix B for clinician diary response prompts.

*for this question, clinicians were not given a neutral response option.
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Table 3. Themes from Clinician Perspectives Identified in Learning Collaboratives and Clinician Diaries

Themes

Findings

Example Quotations

The act of assessing social
needs is difficult and
resource intensive

Few resources exist to
help patients with social
needs

Screening for social needs
did not seem to help
with social service
delivery, but it did help
clinicians to know their
patients and seems to
change clinician-patient
interactions

Screening is less beneficial for
patients that you know well

Patients may be hesitant to
share needs

Patients who need help do
not come in for visits

The information is
overwhelming for
physicians

Providers want to address
social needs but lack agency
with respect to addressing
social needs

Clinicians are not aware of
community resources

Practices lack adequate
support to address social
needs

May change how clinician
interacts with patient

May increase clinician
awareness

May not change practice

Screening for social needs can
cause harms

“Some of the folks I have known for 20 plus years, so
there wasn’t a lot that could surprise me.”

“The patient was very reluctant to complete the
survey. He did not report any social needs for any
topic and did not ask for help with any topics.
However, I actually suspect that the patient has a
number of social needs. Talking about the responses
made me think he had a number of needs but was
embarrassed to mention them.”

“I think there’s a lot of pride too. Like I had one
patient that looked at the survey and he figured out
pretty quick what it was and then he just didn’t
want to do it.”

“It’s important to mention that the people who really
need it may not be the ones who are actually
coming in.”

“And I think it does get a bit overwhelming to think
about having that burden. I mean as a family
practitioner, we already do so much in terms of
looking at the whole person, but it just adds another
dimension but I don’t know how well, right now,
we are equipped to deal with.”

“We’re doing too many things. We have too much to
do. We have too little time.”

“Our resources as a practice are limited because we
can’t be paying for rides for patients. We can’t be,
you know, doing some of these things. So really we
have to think about what we really want to
accomplish with this.”

“One problem is we don’t know what resources are
even in our community, most of us.”

“There’s so much that’s out there that I never stumble
upon until like I have one patient who has this one
resource that I end up using. It would be helpful
just to know what all is there, you know?”

“It doesn’t do you much good in a system to identify
issues or problems if the system doesn’t have any
way to address them.”

“The patient had a new diagnosis of diabetes and told
me she did not go to the diabetes education classes
because they were $250 per class. With the survey,
my reaction was more understanding and I was less
inclined to assume she did not care about her
health.”

“[My patient] had a mammogram ordered from
wellness visit last year but never had it done.
Knowing she was from a resource poor area, I took
extra time asking her about barriers that would
prohibit her from getting this done this year.”

“It’s a reminder that our patients, in filling out these
surveys and learning more about them, that our
patients have lives outside of just the medicine that
we give them.”

“I don’t think that other than maybe a little bit of
insight making me think about those community
factors more than I would if I hadn’t had the survey
to look at [. . .] T haven’t changed anything.”

“Does it make a difference that I'm actually surveying
these people? Am I doing this for naught? And I
guess that would be another..what’s the outcome
going to do? Because I always want to do good. I
took an oath to do no harm.”

Continued
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Table 3. Continued

Themes Findings

Example Quotations

More evidence is needed
about how to collect
social needs, how to
help address social needs
needs, and the impact
on health

Some clinicians questioned if
health care system is the

More evidence is needed
about whether addressing
social needs improves
health outcomes

Clinicians have ideas about

how to address social needs

better

right place to address social

“For at least social needs, I would think the doctor is a
small little isolated part that could be addressed by a
bigger system [. . .] it seems like there’s probably a
better structure to gather the data to identify what
the needs are and to actually address the needs that
is probably not the doctor’s office.”

“We’re not asking the right questions. It makes me
think well, gosh, what would be the right questions
to ask to identify things that the doctor might be
able to help with.”

“I think the bottom line is: Does it improve social or
health outcome? I mean that’s what we want to
know the answer to. Is investing your time and
doing these things, does it pay off? Does it actually
help the patient? It would be nice to see data that
shows that it does.”

“Maybe a print-out of the basic resources in there that
we could just easily pick up.”

“What about group sessions that we would hold here
for people with similar county, in the same county,
and similar issues and we could talk to them all at
one time? I mean some people may be embarrassed
by this but then also they could support each
other.”

cerned about the lack of resources to address any
identified needs.

When completing the learning collaborative se-
ries, clinicians indicated interest in further explor-
ing how social needs screening might be more
broadly applied. They indicated interest in finding
out whether or not addressing social needs might
improve health outcomes and spent significant
amounts of the time during the learning collabor-
ative brainstorming ways to better address identi-
fied social needs.

Discussion

Although prior studies have examined the feasibil-
ity of screening for social needs in primary care
practices, our study adds to the literature by exam-
ining primary care clinicians’ experiences of col-
lecting SDH information. Through diary entries
and learning collaboratives, clinicians reported that
knowing patients’ social needs changed what they
did and improved communication for a substantial
number of patients. Because primary care values
patient relationships and continuity of care, screen-
ing for social needs may play a role not only in
helping address the social needs of patients but also
in building the patient-clinician relationship. Im-
provement in both of these areas may in turn be
able to reduce the disparities that are found in

patients who come from these cold spot neighbor-
hoods.?” Furthermore, whereas other studies have
focused on social needs screening in underserved
communities, our study was able to demonstrate
substantial social needs in a subset of a population
in an affluent community. This may make the case
for screening a subset of patients for social needs in
affluent communities.

However, significant work needs to be done be-
fore the dissemination and implementation of so-
cial needs screening. Clinicians in our study spoke
about the need for more meaningful resources to
address social needs, more education on how to
best address social needs, and the need for collab-
orations with community partners to adequately
address social needs. Creating these resources and
community-clinical partnerships will take substan-
tial work and time; clinicians will need to be sup-
ported in these activities if they are to be expected
to screen for and address social needs within their
practices.

Interestingly, whereas 70.7% of patients screened
positive for at least one social need (excluding physical
activity), only 3.3% asked for help for a social need. It
would likely be overwhelming for primary care clini-
cians to address social needs in more than half of their
patients; however, clinicians could potentially focus
on the smaller proportion of patients who sought help
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with their social needs within the subset of patients
identified as living in a cold spot. This approach
might make addressing social needs more manageable
for primary care clinicians and likely more successful
if resources were targeted toward patients who sought
help from their clinicians and lived within cold spot
communities. Clinicians could then focus on devel-
oping resources and community-clinical partnerships
in domains where their patients are more likely to

seek help.

Limitations

There are several limitations to our study. First,
our clinician sample may not be representative of
all primary care clinicians, but rather biased by
self-selection to participate among clinicians more
interested in addressing SDH. Second, selection
bias may exist from our patient sample for 3 rea-
sons: (1) the cold-spotting methodology used may
have excluded patients who did not live in a cold
spot who have social needs, (2) patients who could
not read English were excluded, and (3) patients
who did not show up for their visit were excluded.
However, it may be the case that in most primary
care practices, it would not be practical to initially
target interventions to address social needs in pa-
tients who do not come for appointments. Third,
we had a limited sample size from clinics within one
health system. Although our study demonstrated
that there is value in screening for social needs
even in an affluent population, it may not be
representative of clinician experiences in other
settings and may not represent the proportion of
patients with social needs in other settings. Fur-
thermore, different health care settings may have
different resource availability. Fourth, although
our social needs survey (Appendix A) is derived
from NAM'’s social needs measures and the Hen-
nepin County Lifestyle Survey, it is not a vali-
dated instrument. Fifth, because this study fo-
cused on the experiences of clinicians screening
for social needs, our sample of patients is small
and may limit findings from the patient responses
on the social needs survey.

Conclusions

Our study suggests that clinicians may find value in
screening for and addressing social determinants of
health in their practice. Finding out about patients’
social needs may not only change care but also may

help improve the patient-clinician relationship.
However, before social needs screening is widely
implemented, more work is needed to develop re-
sources for primary care clinicians to address iden-
tified social needs, particularly those with which
patients ask for help. Future studies are also needed
to assess the health benefits of social needs screen-
ing in primary care before widespread implemen-
tation. If these associations are found, there are
potentially significant implications on how primary
care clinicians could address SDH in their prac-
tices.

We thank Jené Grandmont, David Grolling, Camille Hoch-
heimer, Jennifer Rankin, and Roy Sabo for their work geocod-
ing patient addresses and identifying cold spots.

To see this article online, please go to: bttp://jabfm.org/content/
31/3/351.full.
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Appendix A: Social Needs Survey

TRANSPORTATION oI want
1) How often do you have access to transportation? help with
o All the | o Some of the o Rarely o Never o I choose not | this
time time to answer this
question

FOOD oI want
2) In the past 6 months, how often did the food you bought not last, and you help with
didn’t have money to buy more? this
o Often | o Sometimes o Never o I choose not to answer this

question
PHYSICAL ACTIVITY oI want
3) On average, how many days per week do you engage in moderate to strenuous | help with
exercise (like walking fast, running, jogging, dancing, swimming, biking, or this

other activities that cause a light or heavy sweat)?
Number of days per week (from 0 to o I choose not to answer this

7 question
4) On average, how many minutes do you ge in exercise at this level?
Number of minutes o I choose not to answer this
question
DENTAL oI want
5) When was your last dental appointment? help with
o Less than a year | 0 1 to 2 years o Greater than 2 | oI choose not to this
ago ago years ago answer this question
SAFETY oI want
6) Do you feel safe in your neighborhood? help with
o Yes o No o I choose not to answer this this
question
7) Are you ever afraid that your spouse / partner or another person you live with
might hurt you?
o Yes o No o I choose not to answer this
question
LEARNING oI want
8) Do any of these things make it hard for you to take good care of your health help with
(choose all that apply)? this
o0 Understanding what your provider tells you o Reading English
o0 Remembering what your provider tells you o Speaking English
o Asking questions when you don’t understand o0 Writing English
o Seeing o None of the these
o Hearing o Other
o Getting in and out of the car o I choose not to answer
this question
HOUSING oI want
9) Where are you living today? help with
o Homeless o Shelter o With a friend or family this
member
0 Home / apartment | o Other o I choose not to answer this
question
10) Are you at risk to lose your housing?
o Yes o No o I choose not to answer this
question

11) How concerned are you that you will not have a place to live sometime in the
next 6 months?

o Very | o Somewhat o Not concerned o I choose not to

answer this

question
MENTAL HEALTH oI want
12) Over the past 2 weeks, how often have you been bothered by little interest or | help with
pleasure in doing things? this
o Not at all o Several days [ o More than half the days
o Every day o I choose not to answer this question

13) Over the past 30 days, how many times have you been bothered by feeling
down, depressed, or hopeless?

o Not at all [ o Several days [ o More than half the days

o Every day | o1 choose not to answer this question

SOCIAL CONNECTIONS oI want
14) Are you now married, widowed, divorced, separated, never married, or help with
living with a partner? this

0 Married O Separated

o Widowed o0 Never married

o Divorced o Living with a partner

o I choose not to answer this question
15) In a typical week, how many times do you talk on the telephone with family,
friends, or neighbors?
Number of times

o I choose not to answer

this question

16) In a typical week, how often do you get together with friends or relatives?

Number of times o I choose not to answer
this question

17) How often do you attend church or religious services?
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o Never times per (circle one: day / o I choose not to answer

week / month / year) this question

18) Do you belong to any clubs or organizations such as church groups, unions,
fraternal or athletic groups, or school groups?

o Yes o No o I choose not to answer
this question
EDUCATION o I want
19) What is the highest level of school you have completed? help with
o Elementary o High o College o Graduate / ol this
school school Professional choose
school not to
answer
this
question
TOBACCO USE oI want
20) Do you smoke cigarettes every day, some days, or not at all? help with
o Every day o Some days o Not at all o Do not know | oI choose | this
not to
answer this
question
ALCOHOL USE o I want
21) How often do you have a drink containing alcohol? help with
o Never (Skip to Question 24) o 2 to 3 times a week this
o0 Monthly or less 0 4 or more times a week
0 2 to 4 times per month o I choose not to answer this question
22) How many standard drinks (one can of beer, glass of wine, or shot of liquor)
containing alcohol do you have on a typical day?
olor2 o7or9
o3or4 o 10 or more
o5o0r6 o I choose not to answer this question
23) How often do you have six or more drinks on one occasion?
o Never o Weekly
0 Less than monthly 0 Daily or almost daily
o0 Monthly o I choose not to answer this question
DRUGS oI want
24) Over the past year, how often have you used prescription drugs for non- help with
medical reasons or in excess of how they were prescribed? this
o Never o Weekly
0 Less than monthly 0 Daily or almost daily
0 Monthly o I choose not to answer this question
25) Over the past year, how often have you used illegal drugs?
o Never o Weekly
O Less than monthly o Daily or almost daily
o0 Monthly o I choose not to answer this question
FINANCIAL oI want
26) In the past year, have you been uninsured or concerned about losing your help with
health insurance? this
o Yes o No o I choose not to answer this
question
27) During any part of the year, have you had trouble paying for medications,
clinic visits, and / or supplies?
o Yes o No o I choose not to answer this
question
WORK o I want
28) What is your current source of income (choose all that apply)? help with
o Employed, full time o Disabled this
o Employed, part time 0 Social security / government assistance
o0 Homemaker o Student
O Retired o Other
o Unemployed o I choose not to answer this question
OVERALL HEALTH oI want
29) In general, would you say that your health is: help with
o0 Excellent o Very good o0 Good this
o Fair o Poor o I choose not to answer this
question
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Appendix B: Postencounter Clinician Diary Entry Questions

1. Did you review the social needs survey completed by the patient?

oYes

oNo

o Did not receive the social needs survey

2. How much did the information from the social needs survey help or distract you during the
encounter?

o Helped a lot

o Helped somewhat

o Neither helped nor distracted

o Distracted somewhat

o Distracted a lot

3. How much did knowing that your patient lives in a resource poor community help or distract
you during the encounter?

o Helped a lot

o Helped somewhat

o Neither helped nor distracted

o Distracted somewhat

o Distracted a lot

4. As a result of having this additional information, how much did you change the care you
delivered (consider the language used, time spent, follow up planned, tests ordered, medications
prescribed, referrals made, etc.)?

o I changed my care a lot

o I changed my care somewhat

o I did not change my care at all

5. How did your care change (consider both positive and negative changes)?

6. What additional community or social information would have helped you?

7. What additional support would help you better address community or social needs?

8. I know my patient better as a result of having this additional information.

o Strongly disagree

o Slightly disagree

o Neutral

o Slightly agree

o Strongly agree

9. What did you learn about your patient that you did not already know?
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