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ABSTRACT 
 

Title: Bridging the Gap Between Medical Care and Social Needs 

PI:  Tracy Kay 

Purpose: This quality improvement (QI) project sought to evaluate the effectiveness of a 
screening tool for social determinates as well as the implementation of a referral process at 
Turning Point Medical Clinic (TPMC ) for services offered 
 

Methods: The Social Screening Assessment and Referral (SScAR) project was a four-step 
process: (a) social needs screening, (b) clinician assessment,  (c) referral, and (d) verifying 
follow-through. Retrospective chart review was conducted to collect baseline information on 
social screening prior to the implementation of the SScAR intervention.  The clinic integrated the 
new assessment process during new patient intake interviews for patients ages 18 to 64 that fit 
the inclusion criteria. Data analysis compared the pre and post-intervention groups on the 
categorical outcomes using Chi-square analysis.  
 
Results: The study involved a total of 116 patients with 60 patients in the pre-intervention and 
56 in the post-intervention. There were no significant differences between the groups for 
demographic variables. Participants in the post-intervention cohort were 12 times more likely to 
have an assessment and 6.6% higher rate of referral in comparison to the retrospective cohort. 
There were no differences between the two cohorts for the follow-up outcome or the time in days 
to follow-up. 
 
Discussion: The results indicate that adoption of systematic process to evaluate, assess and refer 
participants in the pilot project were effective and beneficial to the study population.  This 
quality improvement project demonstrated that having a system in place using staff to help in the 
screening and referral process improved patient outcomes.  Unfortunately, there were no 
differences between the two cohorts for the follow-up outcome. 
 
Conclusion: Using social screening tool for assessing a patient social need does assist in better 
patient outcomes.  The SScAR project brought awareness to the providers of what social 
deterrents a patient may be facing and to introduces resources that could help address the needs.  
More research is need to investigate varied approaches in improving adherence to suggestion 
follow-up referrals.   
 
Major Professor:  Susan Porterfield, PhD, FNP-C 
 
 

The U.S. population is severely impacted by SDOH, which leads to increased mortality, 

chronic health conditions, mental illnesses, as well as substance use and abuse (Fazel, Geddes, & 

Kushel, 2015). SDOH are the conditions in which people “are born, grow, work, live, and age," 
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and the broader systems that shape the circumstances of daily life. Based on several reports, the 

U.S. spends less money on social services and exceeds other countries in health spending even 

though such programs could indirectly improve overall healthcare. Social services represent 

those obstacles related to meeting life’s most basic needs, like housing, food, cleanliness, and 

income. In 2018, U.S. health care spending grew 4.6 percent, reaching $3.6 trillion or $11,172 

per person. Social benefits, which include combined federal, state, and local government, spent 

$2,941 billion, which equated to $8,570 for every person.  

Although Social benefits have steadily increased from 1960 throughout 2018, further 

attention is needed if we are to make a significant difference in health care (CMS, 2020). Healthy 

People 2020 aims to create a social and physical environment that promotes good health, 

including SDOH, as a topic area of concern (Healthy People, 2019). The relationship between 

social circumstances and health is not as simple as a one-direction approach. Conditions build 

upon each other and, without inquiring and collaborating, it is the equivalent of placing a small 

bandage over a more massive wound, hoping it will not get infected. Notice the example of the 

trickling effect in those with lower income levels, which can lead to decreased healthcare access, 

which includes difficulty in living a healthy lifestyle. A difficulty lifestyle leads to fewer options, 

in turn, leads to declined health, which increases the inability to work or attend school. 

Diminished health or a lack of education can impact employment opportunities, which 

further constrains income, thus making this a constant negative feedback loop (Kamal & Cox, 

2016). This feedback loop also affects the healthcare system, creating frequent visits to the 

emergency room, otherwise known as "super-utilizers.” Super utilizers consume a large share of 

healthcare resources with numerous emergency department (ED) visits; this population 

accounted for twenty percent of annual healthcare spending. In the Medicaid population, this 
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pattern is even more pronounced (Twachtman, 2019). The estimated cost of waste attributable to 

the failure of care coordination is between $27.2 billion and $78.2 billion, according to a study 

published in the Journal of the American Medical Association (JAMA). William Shrank, chief 

medical officer at Humana, once said, "Clinicians should adopt technologies that enable every 

patient touchpoint to be visible to the health care team. We also need to support better holistic 

care management that includes the physical, behavioral, and social needs of patients" (Shrank 

W.H., 2019).  

A person's health is the result of the choices a person makes in response to the options 

they have (Social Determinants of Health, 2019). Poverty and health outcomes have been studied 

for many years, trying to achieve optimal health. However, optimal health requires more than 

just monitoring and treating disease. It requires awareness and taking action of patients living 

and working conditions so that opportunities or referrals can be provided. In 2015, a study was 

conducted to systemically address the social needs of SDOH at each well-child visit during 

primary care. It resulted in increased demand and a need for community social support resources. 

Staff would provide an application for community services and follow-up with a telephone call 

to assess contact (Weitzman & Wegner, 2015). With an effort to combine universal screenings 

with medical care, we can begin looking at each person as a whole person, thereby filling in the 

gaps while improving current and future health inequities.  

 Turning Points Clinic (TPC), is a combined medical and social subdivisions and a state-

recognized coalition that provides leadership on issues related to homelessness and acts as an 

advocate to coordinate services within the community. TPC is in a unique position to address 

unmet social needs because it provides multiple social and medical services on-site and within 

one system known as the Homeless Management Informed System (HMIS). HMIS is a 
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coordinates entry and simplifies and expedites access to housing and services. It ensures referred 

clients are screened for eligibility and provides a complete picture of homelessness and poverty 

in your community to close the referral loop between the unmet SDOH needs. 

 The current problem is that Turning Points Medical Clinic (TPMC), the medical sector,  

does not have a protocol in place to screen and refer to social needs. Without social screening, a 

patient’s broader needs may be overlooked or underestimated. Additionally, without an 

assessment, clinicians are at risk for prolonged hindrance to health due to the missing link of 

care. 

Purpose and Aims 

 The goal of this quality improvement (QI) project is to evaluate whether initiating an 

innovative screening process will increase the social assessments, which in turn will bring 

awareness to the provider of social needs. This screening will start a conversation and begin the 

referral if needed. This project will provide data on whether a referral was initiated and if the 

patient followed-through with the reference. The Social Screening Assessment and Referral 

(SScAR) project is a four-step process: (a) social needs screening, (b) clinician assessment and 

(c) referral, and (d) verifying follow-through. The screening tool itself will be specific to TPC 

social resources for this study. Additional outsourcing of community resources will be added in 

the future screenings. Screenings will be offered for all new patients during six weeks to 

compare retrospectively.  

 Additionally, for future analysis, data will be collected on the referred patients' 

comorbidities, which include hypertension, diabetes, hyperlipidemia, and chronic obstructive 

pulmonary disease. The extra data collected is based on a longitudinal study done from 2002-

2015 that stated the co-occurrence of two or more disorders within a person could impact the 
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patient's risks(Singer, Green, Rowe, Ben-Shlomo, & Morrissey, 2019). By providing social 

networks, it can affect health via pathways of social support, influence, engagement, and access 

to resources and goods. Therefore, having a vast social network and a sense of control over one's 

life were all predicting factors that reduced the risk of multimorbidity. A reduction of 

comorbidities then leads to improved health and decreased healthcare expenditure, as well as the 

potential to increase the allocation of federal and state funds for more social services. 

 An analysis of the collected data will also be provided the sectors of greater social need 

and the average length of time it took for a patient to follow-up after a referral was initiated. This 

information will assist in future process improvement and making necessary changes. 

The aims of this project are as follows: 

Aim 1: To increase clinician awareness of patients' social needs, as evidenced by the new 

patient screening process. 

Aim 2: To intervene early in social assessments, thereby increasing referrals for patients 

in need of social services. This assessment will be evident through the new patient 

screening tool utilized for six weeks compared to the six weeks of retrospective data with 

no tool. 

Aim 3: To establish if an assessment and referral process will improve patient follow-ups 

within six weeks after the referral was made, then compare the current captured data with 

the six weeks of previous data. 

Literature Review 

A thorough, peer-reviewed literature synthesis was conducted in order to evaluate the 

effectiveness of, processes for, and barriers to implementing a screening and referring system for 

SDOH patients. It was determined that implementing screening and referring protocol had 
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several commonly themed obstacles. For a new procedure to be implemented, those barriers 

would need to be identified and addressed before implementation. The first barrier would be 

developing a proper screening tool, followed by staff training on the screening and patient 

assessment for SDOH, time constraints, and connecting patients to social services post referrals. 

Screening Tool 

Social screening is a set of questions that may be asked by any healthcare personnel to elicit 

whether a patient has unmet social needs based on the specific population at hand. To better 

capture patients' social needs, particular factors were needed for consideration in deciding 

whether to adopt an existing tool or develop a new one. In 2014, the Institute of Medicine (IOM) 

recommended that health systems should screen a minimum of ten social and behavioral 

domains and one neighborhood/community domain (Magnan, 2019). Selecting measures is 

critically important to ensure proper monitoring and feedback specific to the community 

involved. A variety of validated questionnaires exist to screen for SDOH. The advantage of a 

validated tool is that it allows for uniform data collection, which is useful for tracking and 

sharing data and evaluating outcomes. There is not always consistency in clinical practice, 

screening tools now available offer templates that can be adapted and tailored to the local 

context, practice population, and their specific needs (Andermann, 2018; Health Leads, 2018). 

A second consideration includes the availability of resources. If social screening and 

referral for services cannot be addressed, then unintended distrust is created. This would, 

therefore, harm the patient-clinician relationship, which can ultimately cause an adverse effect 

(Byhoff, Cohen, Hamati, & Tatko, 2017). Some argue that screening for any possible social 

factor without the capacity to link the patient to adequate resources is considered unethical 

(Garg, Bonton-Jarrett, & Dworkin, 2016; O’Gurek & Henke, 2018). 
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A third factor is the format that the screening is delivered, either face-to-face, written, or 

electronic. In-person versus written has proven to be the preferred method with those needing at 

least one social resource (Gottlieb, Hessler, Long, Amaya, 2016). Concerns with the face-to-face 

method include that the social needs are not representing the most sensitive topics such as 

violence at home and substance use. However, psychiatric concerns and depression have shown 

to increase in one study (Newman J.,2002, Gottlieb, L. 2016). A screening of social and 

economic needs is considered sensitive information. The fear of being stigmatized could 

potentially create a response bias as a result of the desire to present themselves in a favorable 

light (Gottlieb, Hessler, Long, & Amaya, 2014; Gottlieb, Hessler, Long, & Laves, 2016). As 

such, comparisons of computer-based and face-to-face interviewing have concluded that 

computer screenings disclose more socially undesirable attitudes, facts, and behaviors (Murdoch, 

2009; Newman, 2002; Des Jarlais, 1999). 

Training and Patient Assessment 

Training on terminology, assessments, referrals, and documentation plays a critical part 

in the process. Gaps in the current literature reveal that healthcare teams have little knowledge or 

training regarding the SDOH despite the growing concern. The lack of awareness to treat and 

provide care is recognized throughout many studies (Gold et al., 2018; Talmi, Bunik, Asherin, & 

Rannie, 2014; Toole, Johnson, & Johnson, 2017). Unfortunately, not all medical providers are 

trained in terms of how to address the social needs of a patient, nor do they have the services 

available that can be offered (Vest et al., 2017). Emphasis on cultural constraints and recognition 

of social inequalities requires training at all levels of care. If the improvement of health is the 

goal, then a conversation needs to take place between both the doctor and the patient (Girgis, 

Van Gurp, Zakus, & Andermann, 2018). 
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Additionally, screening and referrals without an assessment can also lead to a reduction 

in follow-ups. The patient who is referred to social services without an evaluation may not be 

interested and will most likely not keep the appointment to the referral. For example, a 

randomized control trial made assumptions that transportation, financial, and/or emotional needs 

would be the main reason for lack of adherence. However, post results showed that needing 

guidance, pain, and problems with memory showed to have more of an impact. The patients' 

perception of the level of importance, the patient's needs based on clinical assessment, and their 

readiness for that assistance will support the creation of a patient-centered plan of care 

(McClintock & Bogner, 2017; Vest et al., 2017). 

Time Constraints 

Excessive workloads, increasing demands, and limited clinical staff capacity will restrict 

the adoption of the screening and referral process. In order to provide the appropriate connection 

for patients, providers must be both assertive and educated on addressing these critical needs in a 

timely, concurrent manner. The combination of answering questions within current care, 

scheduling follow-up appointments, and referring were concluded to be time-consuming 

(Simmons et al. 2017). Time restraints will be an issue if not implemented in a standardized 

process utilizing the collaborative approach. 

 To minimize time restraints implementing medical assistants has proven to be effective 

(Page-Reeves, 2016). A pilot study, WellRx, was initiated at one of the busiest medical clinics in 

New Mexico without disrupting the clinical flow. An 11-item questionnaire was either 

administered by medical assistants for face-to-face interviewing or given to patients for self-

completion over 90 days. Of the 2,038 participants, 46% reported at least one social need; and of 

those, 63% indicated more than one social need. This pilot study thoroughly demonstrated that 
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there is a practical time to screen and address patients' social needs simultaneously. Clinical 

practices should consider utilizing non-clinicians to complete screening and referrals services to 

improve work flows (Page-Reeves, Kaufman, Bleecker, & Norris, 2016; Tong, Liaw, Kashiri, & 

Pecsok, 2018). With the assistance integrated, it has been proven to increase speed and alleviate 

the workload of clinical providers. At the same time, standardizing the SDOH data into the 

(EHRs) will lead to a faster flow of information. This EHR practice will provide smoother 

communication between parties, thus freeing up time for medical staff to complete other 

necessary tasks (Toole, Johnson, Aiello, & Kane, 2016). 

Connecting to Services 

Increased screenings do not always provide an increase in the connection of referrals for 

patients. Connecting patients to social services can be a drawback within itself, especially 

for those with a history of homelessness. Services need to be accessible and available to facilitate 

appropriate care (Gold et al., 2018; Vest, Grannis, Haut, & Halverson, 2017). In Behavioral 

Research stated that society has an ethical responsibility to ensure rightful access to healthcare 

without unnecessary burdens to escalating health costs (U.S. Bioethics Commissions, 2016). The 

accessibility and the availability of public transportation affects access to employment, 

affordable healthy foods, health care, and other important drivers of health and wellness. 

Additionally, it leads to missed appointments, missed or delayed medication use, delayed care, or 

poor management of chronic conditions. 

Some things to consider when referring patients is that low-income persons primarily rely 

on walking, bicycling, or public transportation to get to work. Therefore, pedestrian fatality rates 

are twice as high in low-income neighborhoods when compared with higher-income 

communities (Daniel, 2018). 
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We must also not forget access to reliable and affordable internet or mobile phone 

services. A lack of access to such services and devices can limit not only a person's ability to 

utilize technology but also their ability to access necessary health care, employment information, 

and educational materials. 

When it comes to overcoming SDOH, there must be a continuous effort that persists far 

beyond the initial point of contact. Clinicians have a significant role in patient follow-up care and 

connecting to referred services. In a pharmaceutical study (2015), nonadherence to prescribed 

medication resulted from primary communication issues at a staggering 54.5%. Therefore, 

medication follow-ups and refills were not continued as expected. Health literacy and 

comprehension must be considered when establishing each patient’s plan of care. This study also 

evaluated mental illness, forgetfulness, and missed dosages as specified by bipolar disorder 

(Davy, 2016; Coe, 2012; Daniel, 2018). 

In a quasi-experimental design, the MISSION-VET model completed by the Veterans 

Association (VA), there was a reported increase in follow-ups.  Although the study consisted of 

168 participants in 12 months, it is essential to note that it was an integration of treatment, peer 

support, supported employment, and informed care with making referrals. The group receiving 

integrated care had a better response suggesting a collaboration with sectors along with patient 

involvement, makes a positive difference in patient care (Smelson, Kline, Rodrigues, & 

O'Connor, 2013). 

 

Conceptual Framework 

The role of the health system becomes increasingly important in terms of the issue of 

access, which incorporates differences in exposure and vulnerability. The underlying framework 
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for this QI project is the Model for Improvement (Langley, et al. 2009) which consists of two 

parts: (a) three fundamental questions concerning proposed changes and (b) a Plan-Do-Study-

Act (PDSA) cycle which evaluates the implemented change (Institute for Healthcare 

Improvement, 2019). Use these methods will help specialists and policymakers identify the 

different levels of intervention (WHO, 2010). The PDSA framework assists in providing process 

improvement through the organization of phases of implementation. Each step is a building 

block for the next and, eventually, creates a strong foundation. This model allows one to test for 

change and provide continuous improvements while making steady modifications addressing 

questions and concerns ("IHI: PDSA," 2018).  

The following are the three questions of the Model with the plan to act by TPMC: 

1. What are we trying to change? TPMC is trying to produce (a) HCP awareness of 

SDOH needs; (b) HCP referrals to social services; and (c) patient utilization of 

available social services. 

2. How will we know that change is an improvement? The Clinic will understand that 

the difference is an improvement when there is an increase in EMR documented 

assessments and referrals to social services and (b) increase in completed social 

service visits through TPMC.  

3. What change can we make that will result in improvement? TPMC can (a) 

develop an SDOH screening tool for the medical clinic; (b) create SDOH referral 

categories for TPMC within the EMR, and (c) identify the workflow to link patients 

with SDOH needs to available TPMC social services. 

   

Methodology and Implementation 



BRIDGING THE GAP BETWEEN MEDICAL AND SOCIAL 13 

The SScAR Project sought to evaluate the effectiveness of a screening tool for social 

determinates as well as the implementation of a referral process at TPMC for services offered at 

the time. New patients had an opportunity to be screened to determine if a social referral was 

indicated. This new and customized social assessment tool was created by the primary 

investigator (PI) and TPMC director and was integrated into the patient intake screening process. 

It was then uploaded and available for shared care coordination and communication. This tool 

was accessible to all healthcare providers and volunteers who were vetted through Volunteer 

Health Services and HIPAA-educated staff members, volunteers, and clinicians at TPMC, which 

thereby enabled multiple team members to track patients’ needs and progression. 

The data was collected was based on distinct sections available at TPMC to provide for 

the patients. Retrospect data of six weeks was gathered before piloting the unique screening tool 

with the assistance of the honest broker and utilizing unidentified data. In the EHR, both 

retrospect and pilot phases indicate whether patients were assessed, referred,  followed-through 

with a referral, and to what areas were of need. 

 A completed screening tool was scanned then, an acknowledgment screening tool was 

marked int he EHR, and a referral was initiated if needed. A patient connecting to social services 

through the referral process was the final step in data assessment. Data was collected 20 days 

after completion of the intervention to establish a determination for follow-through care. This 

study encircled patient healthcare from beginning to end and will assist in recognizing any 

barriers with which to improve future processes. 

 

 

Participants 
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Individuals participating in this study had to be eligible for services through TPMC. All 

new TPMC patients between the ages of 18 and 64 years old were included in this study, though 

they did have the option to refuse screening questions. Patients were of any gender, race, or 

ethnicity and had to reside within Manatee County. An annual income below $12,140 was also a 

requirement. The estimated number of patients was to fall between 50-60 patients per six-week 

measurement period. 

Setting and Resources 

TPMC is a free medical clinic, a nonprofit homeless service provider, comprises 

volunteers and medical students primarily, and is led by a medical board of governors that 

consists of approximately ten people. This project worked closely with Dr. Sand, DNP, as the 

buy-in clinical leader, Melanie Linzy as the honest broker to assist in the retrieval of unidentified 

data, and Dr. Porterfield as the major professor and guided mentor. Tracy Kay was the PI and 

project evaluator. She used SPSS software to analyze the de-identified data. TPMC provided the 

social screening and referral tool (SScAR) along with the supplies, including printing, folders, 

copies, and pens. 

Screening Tool  

Seeking a screening tool that offered validity, specific to the population at hand, and the 

ability to provide the resources was limited. Centers for Medicare and Medicaid Services (CMS) 

and IOM current research assisted in our decision. The screening tool used was based on the 

Health Leads social screening tool kit. Health Leads has twenty years of experience in 

implementing the latest research in screening for social interventions while incorporating CMS 

and IOM guidelines. 
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The development of the screening tool was created and established by Dr. Sand and FSU 

student. Essential social needs were captured based on what could be provided to the patient. The 

domains assessed included food insecurity, housing instability, utility needs, financial strains, 

employment assistance, laundry, and dental services, and VA assistance.  

Once eligible, the process began when a new patient came in for medical treatment; they 

were greeted with an eligibility provider in a private setting. The provider delivered a scripted 

introduction, asking the patient if they were interested in answering the social needs 

questionnaire. Upon agreement, a paper format was manually completed. 

The screening questions encompassed social needs regarding housing and utilities (Food 

Stamps), food and laundry assistance (Open Door), dentistry, career search (TDP), Veterans 

Affairs (VA), Supplemental Security Income (SSI), and legal services. The answers were short 

and required a “yes,” “no,” “already utilizes,” or “declines” as response options. Once 

completed, the eligibility provider scanned the screening tool into the patient’s chart listed under 

a “Social Screening” folder. The patient then scheduled a second appointment for the medical 

clinic. At the second appointment, the patient’s chart was reviewed, along with the patient’s 

responses to the social screening tool. Then, a discussion between the clinician and patient was 

initiated (assessment). A referral was to be considered and documented in the patient’s chart for 

group collaboration. 

Intervention and Data Collection 

Data collection comprised comparing the retrospect and post-intervention groups with the 

categorical outcomes using Chi-square analysis. Additional studies to be continued by TPMC 

will not be included in this study. 
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Phase 1: Innovation. Extensive research of literature led to the priority of assisting in 

screening social determinates at TPMC. Multiple meetings between the PI and the clinical 

director reviewed possible barriers to address based on the literature review. 

The social assessment tool initiated was thoroughly researched and refined for the needs 

of TPMC. Social domains and measures were considered based on the IOM, Robert Wood 

Johnson Foundation, CDC, American Academy of Family Physicians, and Center of Healthcare 

Strategies. Ultimately, the specificity came down to the social resources available to provide to 

the patient. Eventually, the study was narrowed down to the resource categories as followed: (a) 

housing and monetary funds (food stamps), (b) SSI, (c) immediate food and personal care (Open 

Door), (d) career and job training (TDP), (e) legal services, (f) VA, and (g) dental care. Once 

these were determined, screening questions were developed for each category. TPMC developed 

a unique tool for its patient population, and the PI utilized existing social resources (See 

Appendix A). 

Dr. Sand provided education on the effects and benefits of assessing and referring to 

SDOH patients based on the literature review. A workflow diagram, as well as roles and 

responsibilities, were established for all personnel who worked or volunteered at TPMC to use as 

a reference once a referral was made. This document also included whom to contact (See 

Appendix B). 

To complete the referral process is a complicated task. Each social service sector operates 

under various limits and rules that can hinder the referral process. Establishing steps of transition 

from the initiation of a referral to social sectors took many hours to coordinate and collaborate. 

Phase 2: Pilot Test. TPMC initiated the pilot phase for six weeks from August 5th to 

September 16th of 2019. During this phase, there was a requirement for ongoing education to 
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staff and volunteers while adjusting the process flow for the purpose of efficiency. Meetings and 

frequent emails were provided for continuity to all staff, volunteers, PI, as well as the clinic 

director. 

Unidentified, retrospective data regarding the six weeks prior were gathered from the 

dates between June 17th and August 4th with the assistance of the honest broker. This information 

provides a baseline for measurement prior to the implementation of the SScAR tool. 

Phase 3: Implementation. This phase was initiated after the close review and analysis of 

pilot data, making changes and adjustments as necessary. 

Phase 4: Spread. This phase included implementing the screening process in other social 

sectors within TP. Additionally, with assistance from IT, the project was rid of all paper and 

pencils and provided a computer screening and referral process directly through the EMR. This 

assisted in tracking patients in terms of necessary referrals and follow-ups. 

Human Subject and Informed Consent 

It was determined that this project did not constitute “human subjects research” as 

defined by DHHS and/or FDA regulations, and thus did not require Florida State University IRB 

review or approval.  See Appendix C for the FSU determination letter. 

Data Analysis 

Statistical methods involved a Chi-square analysis to compare the retrospective cohort to 

the pilot cohort on categorical outcomes. Unadjusted odds ratios (OR) with 95% confidence 

intervals (p < .05) were calculated as a measure of the strength of association for significant Chi-

square findings. An independent samples t-test was used to compare the cohorts on continuous 

outcomes that met the statistical assumptions of normality and homogeneity of variance. All 
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analyses were performed using SPSS Version 25 (Armonk, NY: IBM Corp.), and statistical 

significance was detected with a p-value of 0.05. 

 

Statistical Results 

 Demographics 

Of the 116 patients, 60 patients pre-intervention and 56 patients post-intervention met the 

inclusion criteria for this study. Chi-square analysis found that there were no significant 

differences between the groups for demographic variables: age (p = 0.53), gender (p = 0.20), and 

ethnicity (p = 0.76) (See Tables 1: Demographics and Characteristics; Gender: Table 2 Ethnicity: 

Table 3 Age).  

Table 1 

 

Demographics Characteristics: Gender 

Crosstab 

 

Gender 

Total Male Female 

Group 
Pre-intervention 

Count 24 36 60 

% within Group 40.0% 60.0% 100.0% 

Post-intervention 
Count 29 27 56 

% within Group 51.8% 48.2% 100.0% 

Total Count 53 63 116 

% within Group 45.7% 54.3% 100.0% 

Chi-square Tests 

 Value df 

Asymptotic Sig. 

(2-sided) 

Exact Sig. (2-

sided) Exact Sig. (1-sided) 

Pearson Chi-square 1.621a 1 .203   

Continuity Corrections 1.181 1 .277   

Likelihood Ratio 1.625 1 .202   

Fisher's Exact Test    .263 .139 

Linear-by-Linear 

Association 
1.607 1 .205   

N of Valid Cases 116     
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a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 25.59. 
Note. Non-significant (NS) difference between the groups for gender, p = 0.20. 

 

Table 2 

 

Demographics Characteristics: Ethnicity 

Crosstab 

 

Ethnicity Total 

White Black Hispanic Other  

Group 
Pre-intervention 

Count 31 8 14 2 55 

% within Group 56.4% 14.5% 25.5% 3.6% 100.0% 

Post-intervention 
Count 32 11 11 1 55 

% within Group 58.2% 20.0% 20.0% 1.8% 100.0% 

Total Count 63 19 25 3 110 

% within Group 57.3% 17.3% 22.7% 2.7% 100.0% 

Chi-square Tests 

 Value df Asymptotic Sig. (2-sided) 

Pearson Chi-square 1.183a 3 .757 

Likelihood Ratio 1.192 3 .755 

Linear-by-Linear Association .393 1 .531 

N of Valid Cases 110   

a. 2 cells (25.0%) have expected count less than 5. The minimum expected count is 1.50. 

Note. NS difference between the groups for ethnicity, p = 0.76. 

  

Table 3 

  

Demographics Characteristics: Age (Means & Standard Deviations) 

Group Statistics 

 Group N 
Mea

n 
Std. 

Deviation 
Std. Error Mean 

Ag
e 

Pre-int. 60 
48.6

2 
12.04 1.554 

Post-
int. 

56 
47.2

3 
11.427 1.527 

Independent Samples Test 

  

Levene's Test 
for Equality 
of Variances 

t-test for Equality of Means 

F Sig. t df 
Sig. 
(2-

Mean 
Differenc

e 

Std. Error 
Differenc

e 

95% Confidence 
Interval of the 

Difference 
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tailed
) 

Lowe
r 

Upper 

Age 

Equal 
variance

s 
assumed 

0.01
3 

0.91
1 

0.63
4 

114 0.527 1.385 2.183 -2.94 5.709 

Equal 
variance

s not 
assumed 

   
0.63

5 
113.96

6 
0.526 1.385 2.179 

-
2.932 

5.701 

Note. There was not a significant difference between the groups with regard to 
age, p = 0.53. 

 

 

Results 

There was a statistically significant increase in the rates of assessment from the 

retrospective period to the pilot period, ぬ2(1) = 33.93, p < 0.001. Participants in the pilot cohort 

were 12.66 times more likely to have an assessment (95% CI [5.01, 32.00]) in comparison to the 

retrospective cohort (Table 4).  

Table 4 

 

Assessments: Pre-intervention and Post-intervention 

Crosstab 

 

Assessed 

Total No Yes 

Group Pre-int. Count 52 8 60 

% within Group 86.7% 13.3% 100.0% 

Post-int. Count 19 37 56 

% within Group 33.9% 66.1% 100.0% 

Total Count 71 45 116 

% within Group 61.2% 38.8% 100.0% 

Chi-square Tests 

 Value df 

Asymptotic Sig. 

(2-sided) 

Exact Sig. (2-

sided) Exact Sig. (1-sided) 

Pearson Chi-square 33.929a 1 .000   

Continuity Corrections 31.745 1 .000   

Likelihood Ratio 36.069 1 .000   
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Fisher's Exact Test    .000 .000 

Linear-by-Linear 

Association 
33.637 1 .000   

N of Valid Cases 116     

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 21.72. 

b. Computed only for a 2x2 table 

 
Note. There was a significant difference between the groups for assessments, p < 0.001. Participants in the post-intervention 
group were 12.66 times more likely to be assessed versus the pre-intervention group (95% CI 5.01 – 32.00). 
 
 

There was also a statistically significant increase in the rate of referral in the pilot phase, ぬ2(1) = 14.17, 
p < 0.001, versus the retrospective with pilot participants having 6.6 times higher odds of referral (95% 
CI [2.28 – 19.12]) in comparison to the retrospective participants (Table 5 and 6) 
 
 

Table 5 

 

Referrals: Pre-intervention and Post-intervention 

Crosstab 

 

Referral 

Total No Yes 

Group Pre-int. Count 55 5 60 

% within Group 91.7% 8.3% 100.0% 

Post-int. Count 35 21 56 

% within Group 62.5% 37.5% 100.0% 

Total Count 90 26 116 

% within Group 77.6% 22.4% 100.0% 

Chi-square Tests 

 Value df 

Asymptotic Sig. 

(2-sided) 

Exact Sig. (2-

sided) Exact Sig. (1-sided) 

Pearson Chi-square 14.170a 1 .000   

Continuity Corrections 12.542 1 .000   

Likelihood Ratio 14.931 1 .000   

Fisher's Exact Test    .000 .000 

Linear-by-Linear 

Association 

14.047 1 .000 
  

N of Valid Cases 116     

a. 0 cells (0.0%) have expected count less than 5. The minimum expected count is 12.55. 
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b. Computed only for a 2x2 table 

 
Note. There was a significant increase in referrals from pre-intervention to post-intervention, 
 p < 0.001. Participants were 6.6 times more likely to be referred in the post-intervention period versus the pre-intervention 
period. 

There were no differences between the two cohorts for the follow-up outcome, where p = 

0.31 (Table 6), nor the time in days to follow-up, where p = 0.85 (Table 7).   

Table 6 

 

Patient Follow-up 

Group 2 Crosstab 

 

Follow-up 

Total No Yes 

Group 2 Pre-int. Count 1 3 4 

% within Group2 25.0% 75.0% 100.0% 

Post-int. Count 14 10 24 

% within Group2 58.3% 41.7% 100.0% 

Total Count 15 13 28 

% within Group2 53.6% 46.4% 100.0% 

Chi-square Tests 

 Value df 

Asymptotic Sig. 

(2-sided) 

Exact Sig. (2-

sided) Exact Sig. (1-sided) 

Pearson Chi-square 1.532a 1 .216   

Continuity Correctionb .485 1 .486   

Likelihood Ratio 1.573 1 .210   

Fisher's Exact Test    .311 .244 

Linear-by-Linear 

Association 

1.477 1 .224 
  

N of Valid Cases 28     

a. 2 cells (50.0%) have expected count less than 5. The minimum expected count is 1.86. 

b. Computed only for a 2x2 table 
 
Note. No significant difference in follow-up, p = 0.31. 

Table 7 

 

Average Days Between Follow-up: Crosstabulation (Means & Standard Deviations) 

Group Statistics 

 
Group 2 N Mean Std. Deviation Std. Error Mean 

Average Days Between F/U Pre-intervention 3 10.67 15.044 8.686 
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Post-intervention 10 12.00 9.487 3.000 

Independent Samples Test 

 

Levene's Test for 

Equality of 

Variances t-test for Equality of Means 

F Sig. t df 

Sig. (2-

tailed) 

Mean 

Difference 

Std. Error 

Difference 

95% Confidence Interval 

of the Difference 

Lower Upper 

Average Days 

Between F/U 

Equal 

variances 

assumed 

1.396 .262 -.189 11 .853 -1.333 7.053 -16.856 14.190 

Equal 

variances not 

assumed 

  

-.145 2.498 .896 -1.333 9.189 -34.203 31.537 

Note. No difference between the groups in regard to follow-up, p = 0.85. 

 

Patient that had required a referral to social services were assessed for their co-

morbidities. Comorbidities included hypertension, diabetes, hyperlipidemia, and COPD.  

See Table 8. 

Table 8 

 
Comorbidity: Frequency and Rates 
Analysis Comorbidity Frequency (%) 

Primary (n = 

55) 

None 21 (38.2%) 

 Hypertension 9 (16.4%) 

 Diabetes 3 (5.5%) 

 COPD 3 (5.5%) 

 Two 

comorbidities 

13 (23.6%) 

 Three 

comorbidities 

5 (10.9%) 

     
   

   

Discussion 
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The primary aim of this project was to explore whether having a social assessment 

process would increase assessments and referrals for patients in need of social services. Post-

intervention, the project has proven to be correct based on the literature. The screening process 

of this project had to be specific to the program’s available resources in order not to damage the 

patient-clinician relationship by offering what is not available. Once referred, the measurement 

of patient follow-through would determine that there is more to the screening and assessment 

process when it comes to follow-ups, as suggested in the literature review.  

 Monthly meetings and emails to volunteers and clinicians have proven to be effective in 

building the awareness of what TP has to offer for its patients. Following the research advice, it 

suggested frequent meetings while educating the services that are available throughout TP. This 

would allow clinicians and volunteers to address these critical needs.   

After careful consideration, an in-person verse written screening was provided in a 

discreet location to decrease the response bias. This process proved to be effective in getting 

patient permission for screening while asking personal questions.  

The SScAR Project revealed a significant difference with both increased assessments and 

referrals without hindering the workflow. It had seemed to be a concern that employing a 

screening tool would slow the process down; however, implementing medical assistants has 

proven to be effective. Utilizing non-clinicians, as research suggested, to complete the screening 

services removed a time-restraints barrier that otherwise would obstruct workflow. Although in 

the previous study, the non-medical assistant provided both the assessments and referrals, TPMC 

utilized non-medical for only assessments and clinicians for the referrals.  The SScAR tool was 

then scanned in the computer system for transparency among all providers and collaboration 

between patients that were referred. 
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Having a specific tool for the specific population has shown to increased effectiveness at 

both recognition of the patients’ needs and providing prompt referrals. The Institute of Medicine 

(IOM) recommended that health systems should screen a minimum of ten social services; 

however, based on what we offered, we screened for a total of eight that covered basic needs, 

legal, jobs, Veterans, and social security. All services were in need of those that had been 

referred. 

When reviewing both pre- and post-intervention, there was no significant difference in 

patient referral follow-ups nor length of time it took patients to follow-up. The barrier of 

connecting patients to services remained a disadvantage in the literature as it did in this study. 

From a total of 116 patients, 55 patients were referred, and only 28 patients followed through 

with their referral. Although providing access to social services was a plus in this study, the 

average days to follow-up were between 10 to 12 days, both pre and post-intervention, therefore, 

making no change. Utilizing the MISSION-VET model that consisted of a 12-month program of 

integration of treatment, support, supported employment, making referrals, and follow-through 

of each patient had proven to succeed. The collaboration with sectors, along with patient 

involvement, had made it a positive difference and had a better response. In relation to the 

MISSION-VET model, the SScAR Project did not have a protocol in place to call and remind 

patients of appointments nor followed through with each one’s care. The study was also 

independent of the social sector, which in turn reduced collaboration efforts. The literature 

suggested that patients would need direction and guidance when referrals were initiated.  

The 28 patients who were referred and followed through with the referral; however, only 

two subdivisions were utilized: Dentistry and Open Door (showers, washing clothes). All social 

branches were needed and referred to. Food stamps were the most significant branch at 50% of 
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need, and the VA was the lowest at 1%. However, neither were utilized. Both dentistry and Open 

Door provide quick access to services or availability to make an appointment. They are also both 

visually available upon entering TPMC, while the other social sectors were not. This may 

potentially play a role in patient follow-through. A qualitative questionnaire for follow-up 

patients and referred patients may be needed for further evaluation in the future. 

Reviewing the social subdivisions, it showed that completed referrals took 10-14 days pre 

and post-implementation. In two short weeks, a person’s life may be dramatically altered. The 

individual social sectors offer quick processes and services; therefore, improved communication 

needs to be considered as a drawback. When looking at a research done on pharmaceutical 

nonadherence, it resulted in primary from communication issues at a staggering 54.5%. 

Therefore, medication follow-ups and refills were not started or continued as ordered. SDOH 

population also has its disadvantages, such as the availability and accessibility of public 

transportation, illness of chronic conditions, literacy, and comprehension, lack of mobile services 

that can add to missed or delayed appointments. Overcoming these challenges tends to be an 

ongoing effort and concern in both the literature and in this study.  

Comorbidities were assessed based on the inclusion of hypertension, hyperlipidemia, COPD, and 

diabetes. 23% percent of those patients had at least two comorbidities, and 10% had at least three 

comorbidities. Hyperlipidemia appeared to be linked with other disease processes and not 

counted as a single measurement; thus, it is referred that hyperlipidemia coexisted with other 

chronic ailments in this report. A longitudinal study would be useful in determining the effects of 

providing the necessary social care while simultaneously monitoring a patient’s health, 

specifically looking at the correlation effects. The inquiry would be based on the correlation of 

medical diseases and social sustenance and how it can affect health via pathways of social 
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support, influence, engagement, and access to resources and goods, as well as its ability to 

reduce the multimorbidity which is seen in patients.  

Finally, the implementation of an educational pamphlet of current social services offered 

would be handed out after this study had completed due to post results. It would provide a map 

breaking down each area with symbols and colors that represent each section throughout Turning 

Points. This brochure would be handed to each social sector and medical professionals to give to 

all persons that utilize services. This would allow transparency, assist with illiteracy, and open 

the communication barriers that may or may not exist, and provide a collaborative approach. 

 

 

Gaps and Limitations 

Understanding ways to address disparities, connect patients to social services, and 

follow-through after patients are referred to appears to be lacking in studies. This is especially 

true for longitudinal studies. Training on SDOH and establishing a system to bring awareness of 

needs is only one step; however, the inconsistency of patients following through is another, 

which created a gap in the research (Atkinson & Cottam, 2011; Epidemiol, 2017). Health-related 

factors such as hospitalizations, errors in communication, financial reasons, patient perceptions, 

and administrative errors can lead to a reduction in return visits to monitor progress. The 

inability to follow patients through a plan of care, including their compliance with a referral 

program, puts SDOH research at a disadvantage. Without longitudinal studies, it is challenging 

to create congruency and develop a framework for a standard of care. Until there is further data, 

we are left to fit fragments of information together with the hope of solving the more substantial 

puzzle at hand. The literature also revealed most screenings were conducted in terms of a single 
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physiological disease rather than contributing sociological factors that are needed when assessing 

social determinants.  

A limitation was noted with the consistency of documentation in the EHR when data was 

being collected. New clinic patients and pharmacy consults were marked as new patients. New 

patients, a total of four, did not have an SScAR tool completed, therefore, altering the data. 

Without the ability to distinguish those four patients, all data was formulated under the new 

patients and counted. 

Social services and the medical clinic have its board of governors. The social board was 

not involved in this study. Without complete involvement of both sectors, patient care limited, 

and new outside protocols cannot be performed. Therefore, remaining the missing link of 

concern that many studies have struggled with.  

Conclusion 

The current study demonstrated advantages in using a social screening tool for assessing 

a patient’s social needs. It is proven that, even in a demanding setting, it is productively possible 

to implement while utilizing non-clinicians. This SScAR Project brought awareness to the 

provider of what social deterrents a patient may be facing, and the patient was informed of 

current resources that were available to them at TPMC. Some patients already utilized social 

services at TPMC and were not interested in a screening; therefore, a referral was not needed. 

There was no significant difference in follow-up with patients pre- and post-intervention. 

Far more research is needed in this area, including optimal methods for collecting data in a 

longitudinal format. Research suggests administration and clinician communication issues, as 

well as SDOH patient's social and mental illness burdens, prevent patient follow-throughs. 
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Additional data collected looked at patient medical comorbidities with a focus on social 

inequities. Evidence suggests that health risks are related to SDOH.  34.5% of screened patients 

had at least two chronic diseases, and 37.5% were referred for social services. The anticipation is 

to improve overall health by correlating the two factors.  A longitudinal study with both medical 

and social sectors will be necessary to need to implement this future study.   
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Appendix A 

TPMC Social Assessment Tool 

 

Name: DOB:  Date:  

  
Yes 

 
No 

 
Referral Already 

Yes No Utilizes 

 
Declines 

Referral 

 

 
Are you homeless? 

 
 ྅ 

 
 ྅ 

 
 ྅ ྅ ྅ 

 
 ྅ 

Do you have a notice of eviction? ྅ ྅ ྅ ྅ ྅ ྅ 

In the last month, did you eat 

less than you felt you should 

because you did not have 

enough money to pay for food? 

 

 

 ྅ 

 

 

 ྅ 

 

 

 ྅ ྅ ྅ 

 

 

 ྅ 

 
In the past month, did you have 

difficulty affording or finding a 

place to wash your clothes? 

 

 ྅ 

 

 ྅ 

 

 ྅ ྅ ྅ 

 

 ྅ 

 

Do you need assistance in 

getting legal help with credit 

repair, immigration? 

Housing or family law? 

 

 

 ྅ 

 

 

 ྅ 

 

 

 ྅ ྅ ྅ 

 

 

 ྅ 

In the last three months, did 

you need to see a dentist but 

could not afford it? 

 
 ྅ 

 
 ྅ 

 
 ྅ 

 
 ྅ 

 
 ྅ 

 
 ྅ 

Do you need help with finding 

a job and/or career training? 

 ྅ 

 ྅ 

 ྅ 

 ྅ 

 ྅ 

 ྅ 
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Appendix B 

 

 

  

 

 

 

 

 

  

   

 

 

 

 

 

 

 

  

   

 

 

 

 

  

 

 

 

 

 

  Refer to  

 

 

SScAR tool 

administered 

 

+ Homeless/ 

Eviction Risk 

Refer to TDP; 

email Andy 

Brady/HMIS 

SScAR tool 

administered 

 

+ Food 

Insecurity 

Refer to Food 

Stamps; send to 

Judy to schedule 

appt 

Refer to Our Daily 

Bread (daily 

meal/food pantry) 

SScAR tool 

administered 

 

+ Personal 

Care 

Needs 

Refer to Open 

Door Line 

SScAR tool 

administered 

 

+ Legal 

Needs 
Refer to Gulfcoast 

Legal;HMIS   

SScAR tool 

administered 

 

+ SSI/SSDI 

Needs  

Email Andy 

Guyre;HMIS   

Have you ever served in the 

armed forces of the United States? 

྅ ྅ ྅ ྅ ྅ ྅ 
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