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Background & Significance Clinical Question Implications

* Social determinants of health (SDOH) are the Are there differences between evidence-based and current practice of
places and conditions in which people are born, live,

learn, work, and play, affecting a wide range of health screening for SDOH in a primary care settlng?
risks and health outcomes (WHO, 2008)

 Striking differences in health status are evident in
poorer communities; poorest of the poor

demonstrate higher levels of illness and mortality. Frequency of Screening
* Direct impact of SDOH on health outcomes: Exposure to

Blood Glucose Social Determinant Housing Employment Food Insecurity Social Support Crime and Transportation

o Those who are continuously insured tend to (N, %) (N, %) (N, %) (N, %) Violence (N, %) (N, %)
have lower baseline HgBA1C.(Li et al, 2016)

Evidence supports that increased screening
Increases identification of social needs as well as
Intervention on social needs improves health
outcomes.

ldentification of social needs enables the
provider to assist the patient in connecting with
community resources to allow for increased
compliance with treatment plans.

The results of this project support the body of
literature substantiating the need for routine

Results

. | never ask. 0, 0% 1, 10% 0, 0% 0, 0% 1, 10% 1, 10% . . .
o Glycemic control demonstrated to have an | ask only new screening of SDOH In primary care.
iInverse relationship with education and social . oy ' '
P patients at an initial 1, 10% 1, 10% 0, 0% 1, 10% 1, 10% 0, 0% Future scholarship could potentially focus on the
support. (Walker, Smalls, & Egede, 2015) Jisit effect of standardized screening such as rates of
o Glycemic control demonstrated to have a | ask all patients once identified patients with social needs, rates of
positive correlation with employment status t2 health 1. 10% 2 209 2 20 2 209 3 30% 2 209 referrals to resources, and rates of resolved
and neighborhood (Li et al, 2016) a year (at a hea , 10% , 20% , 20% , 20% , 30% , 20% | ’ .
Blood Pressure ’ maintenance visit). social needs. Future scholarship may also
” - - evaluate the effect of screening on clinicall
o Strong positive association between I'ask all patients once . J y
hypertension and poverty (Kolat et al 2019) a year (at a health Important outcomes such as decreased morbidity
. . . L maintenance visit) 5, 50% 5, 50% 6, 60% 5, 50% 1, 10% 3, 30% and mortality.
e e | | and perccly
needed.
better BP control (McClintock & Bogner, _ ' il
2017) ( J | ask only patients at Sustainability
. . . . . risk on an as needed 3, 30% 1, 10% 2, 20% 2, 20% 4, 40% 4, 40% . . .

- Despite growing emphasis of the impact of social P nsic ’ ’ ’ ’ ’ ’ « VANJHCS is an ideal setting to develop and
determinants on health and health outcomes, | implement standardized SDOH screening into
currently, there is no routine approach to the SDOH Toolkit routine practice due to its integrated system and
assessment anc management or Sbon Currently, there 1s no preferred screening tool recommended for social determinants of service of an indigenous population

What? How? Who? Where? When? - ' ' I
_ — _ 0 ere _ Health There are three available: Potentially screening practices could be shared
Aims & Objectives - e Centers for Medicare and Medicaid Services' Accountable Health to other facilities in the Veterans Integrated
: Social data? na tool? PR | aclminietor 1 Commmurnities Health-Related Social Needs Screening tool (AHC-HRSN): '
AIMS Deterri?rintﬂf Srgele-':ta Efﬁ;sﬂl?nical fIEIIrrif.ﬁ:T:;nuff.-e:itin.g sr:rr:cfr;mj m.;? 10 question self-assessment addressing housing instability, food insecurity, Service Netv_v_o_rk (VISN) and Sub_sequently o
e To address SDOH and improve screening in the Health standardized staff room — Before the visit transportation needs, utility needs, and interpersonal safety. other VA faclilities across the nation
_ _ ~ Screening  Social — Medical ~Inthe —During the wisit Mational Association of Community Health Centers Protocol for
P”m_ary care setting implementation EELE“T'”“ of _;ﬁr‘;t;"t Efrf?:ferﬁ How frequently do Responding to and Assessing Patients’ Assets, Risks, and Experiences
Objectives Screening tool  — Provider wie Edm.r'n.r'ﬁierj;he (PRAPARE) tool: 5 demographic questions + 13 core questions assessing Dissemination
* To assess current SDOH screening, if any SfmEnli tool? ““;'55':@ E'“F:W?F‘r:‘emﬁdﬁﬂ“?ﬁﬁ-ffﬂ‘% T;;F‘?E?r_tﬂ“ﬁ“- ““'E'l_”‘_mﬁf“““
. ) . tools —HEWpEtiEﬂtE 4l ress, Wnichn can be adminisier S INICal Or Nnon-cilinical ) or - . .

 To develop a toolkit to help providers in ambulatory (CMS AHC- — New patients + can be self-adminsitered. ' Abstract for this project has been submitted by
care integrate best evidence for screening SDOH Li N et + American Academy of Family Physicians EveryONE Project screening tool: Rutgers for application to ENRS 2021 conference.
into routine practices EveryONE. | quarterly 11 question assessment tool addressing housing, food, transportation,

P : : : Project —New patients + utilities personal safety, and the need for assistance, which can be
* To create a guide for available community resources. screening tool) bi-annually adminsitered by staff (clincial or non-clinical) or can be self-administered. References
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