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Abstract 

The Social Determinants of Health (SDoH) are preventable differences experienced by 

socially disadvantaged populations across the world. These differences, specifically Education, 

Healthcare Access and Quality, Economic Stability, Social and Community Context, and 

Neighborhood and Built Environment, can prevent individuals from achieving their optimal 

health (Healthy People 2030, n.d.). Healthcare providers at two primary care clinics in Topeka, 

KS were not routinely inquiring about a patient’s SDoH-related needs. Additionally, a review of 

literature found that there is no “gold standard” for screening for SDoH. This quality-

improvement project was created to assess healthcare provider perceptions and attitudes 

regarding screening for SDoH, as well as to design and implement a novel screening tool for 

SDoH in the primary care setting. Additionally, a toolkit was constructed to give providers 

recommendations on appropriate follow-up and connect patients with resources at the point-of-

care. Patients were screened for SDoH-related needs in the clinics from March - August 2021. 

Patient concerns regarding medication affordability, safety in their neighborhood, and lack of 

social support systems were prominent themes, which correlated with the literature. Post 

implementation, providers reported improved confidence with implementing the screening tool 

and increased awareness of strategies to meet individual patient care needs from the provided 

toolkit.  
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Social Determinants of Health: Developing and Implementing a Practical Toolkit for the 

Primary Care Setting 

Introduction 

Family Nurse Practitioners provide care and strive to improve health outcomes for 

patients across their lifespan.  Each patient is unique in regard to their health which is impacted 

by both genetic and environmental components. Social determinants of health (SDoH) are 

environmental, behavioral, and sociocultural factors that impact a patient’s health outcomes, 

functional ability and quality of life; these factors are recommended to be routinely evaluated 

and identified in health care settings, such as in primary care (“Healthy People 2030 

Framework,” 2020; Daniel, et al, 2018). Healthy People 2030 has defined five domains of the 

SDoH- Economic Stability, Education Access and Quality, Healthcare Access and Quality, 

Neighborhood and Built Environment, and Social and Community Context (“Healthy People 

2030 Framework,” 2020).  

Providers at Washburn Student Health Services (WSHS) and Pine Ridge Family Health 

Center (PRFHC) in Topeka, Kansas did not consistently inquire, and document SDoH associated 

with primary care visits. Routinely screening patients for SDoH provides insight to providers 

some of the disparities affecting their patient populations and allow them the opportunity to tailor 

treatment plans based on these identified needs. 

Purpose of the Project 

The purpose of this project was to evaluate current SDoH screening methods and pilot a 

novel screening tool to evaluate risk factors for SDoH while also providing process 
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recommendations to positively impact community health outcomes within patients served at 

WSHS and PRFHC. Patients at WSHS include all students at Washburn’s main campus and 

Washburn Tech, as well as all staff and faculty at both campuses. WSHS serves patients of all 

backgrounds, including international and non-traditional students. Healthcare visits are at no 

expense to faculty, staff, and students with active enrollment at Washburn University and 

Washburn Technical Institute.  Additional point of care testing and diagnostics may have a fee 

associated, which may be submitted to the patient’s commercial insurance or paid out of pocket. 

Pine Ridge Family Health Center is a primary care clinic operated by the Topeka 

Housing Authority Inc. (THA). The clinic provides acute, chronic, and preventative health 

services for patients of all ages. They accept some commercial insurances, as well as Medicare, 

Medicaid, and KanCare. For patients who are uninsured, they offer payment options and sliding-

scale fees based on the patient’s income (Topeka Housing Authority, n.d.). 

According to the United States Census Bureau (n.d.), as of July 2019 an estimated 13.9% 

of Shawnee County (where Topeka is located), are living in poverty. In addition, 9.4% of 

residents do not have health insurance. Furthermore, 9.5% of residents are under the age of 65 

and living with a disability. These numbers indicate that there is likely a strong presence of 

SDoH-related risk factors in Shawnee County, and these statistics support the need for screening 

and identification.  

Project Objectives 

There were three main objectives for this quality improvement process.  Our first 

objective was to assess provider’s awareness and knowledge regarding SDoH and screening for 

SDoH risk factors in their clinic.  The goal was to identify barriers in their practice as well as 
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strengths and weaknesses self-reported by providers. The next objective was to create a patient 

screening tool and analyze data once implemented in the clinical setting. This screening tool was 

designed to quickly assess all five domains of SDoH and identify individual patient risk. 

Additionally, assessment of clinical team compliance was accomplished by assessing by 

reviewing the number of patients that completed the screening tool.  The development of a 

primary care toolkit for the primary care setting was developed to help providers determine 

appropriate follow-up, and outline resources to support patients that were found to be at risk. The 

purpose of the toolkit was to be a quick reference at the point of care for providers by designing 

a decision tree and providing local resources available to both the patient and provider.  

 Relevance of Problem for Future Practice 

Advanced Practice Registered Nurses (APRNs) working in the primary care setting have 

multiple opportunities to assess patients for SDoH-related disparities while providing life-long 

care. The provider must be able to recognize barriers that exist for patients and tailor the plan of 

care accordingly to meet patient needs. A solid understanding of the patient’s social disparities is 

an essential component of delivering care across the lifespan. 

The Standards of Practice for Nurse Practitioners, developed by the American 

Association of Nurse Practitioners (AANP), states that “nurse practitioners assess health status 

by evaluating social determinants of health that may influence the patient’s health and wellness” 

(AANP, 2015). This component of assessment is directly identified as a Process of Care. 

Additionally, providing care for patients at-risk for negative outcomes related to SDoH mirrors 

the DNP Essential VII: Clinical Prevention and Population Health for Improving the Nation’s 

Health (AACN, 2006). DNP Essentials is an outline of standardized competencies that must be 
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integrated throughout the curricula among all accredited DNP programs. Doctoral-prepared 

APRNs study population health extensively and have the knowledge necessary to distinguish 

vulnerable patients within their community and work towards a solution to decrease or eliminate 

the risks associated with vulnerable populations. With this expertise, doctoral-prepared APRNs 

are the ideal providers to assess and treat these patients. 

Lastly, APRNs are in a position to advocate for policy changes related to the SDoH. 

Patients with SDoH-related risk factors likely suffer from some degree of health 

inequity.  Health inequity is an imbalance of health-related opportunity, related to an individual’s 

social, economic, or environmental disadvantages. In other words, individuals experiencing 

health inequity do not have the same options as those with better socioeconomic conditions- and 

their health is more likely to suffer as a result (Centers for Disease Control and Prevention, 

2019). The expansion of Medicaid in Kansas is a major source of potential change related to the 

SDoH by providing more patients with access to care. APRNs working in the primary care 

setting with this knowledge are perfect to reinforce policy changes that support these patients and 

their families. 

Background of Problem 

Health starts in the home and community. Taking care of oneself begins with eating a 

well-balanced diet, exercising, and engaging in regular medical oversight. Health is also 

determined by one's access to healthcare, environment, schooling opportunities and financial 

well-being (“Healthy People 2030 Framework,” 2020). As previously mentioned, out of 100 

people, nearly 14 are living in poverty in Shawnee County, Kansas and nearly 1 in every 10 
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people do not have health insurance.  Based on these statistics, Shawnee County and the Topeka 

area are at risk for health disparities.   

Problems arise when a patient has SDoH disparities, especially when these health 

disparities go unrecognized and untreated. SDoH have been found to be responsible for over a 

third of total deaths in the United States in one year (Bernazzani, 2016). Currently it is not 

common practice at WSHS and PRFHC to screen for SDoH. Decreased provider awareness can 

negatively impact medical decision making and plans of care. The goal of developing a 

screening tool is to reduce the percentage of patients with SDOH-related risk factors who are 

unacknowledged in the primary care setting. Creating a provider toolkit will also ease the 

process of addressing the risk factors for providers.  

Theoretical Frameworks 

Social Determinants of Health (SDoH) are the physical, environmental, and 

socioeconomic factors that may or may not be beyond an individual’s control. However, these 

factors have been shown to have a significant effect on the health and well-being of those with 

these risk factors present. The Health Belief Model is an effective contribution to this project. 

The Health Belief Model was developed by social scientists working with the U.S. Public 

Health Service. This model was created to explore barriers that exist for patients when 

maintaining health or seeking preventative services (LaMorte, 2019). Creators of the Health 

Belief Model theorize that an individual’s perceived health status and belief in the treatments 

determine whether the individual will embrace the treatment or health maintenance measures. 
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The Health Belief Model will guide this project as the project team assesses individuals 

for SDoH-related risk factors. The framework will be significant as patients will self-screen at 

the time of their appointment. Alternatively, if the provider/medical staff screens the patient and 

presents concern about risk factors, the patient may be reluctant to accept this result if they do 

not believe that they are suffering from any disparities. The Health Belief Model will also be a 

key component when determining which SDoH factors to focus on.  This framework will help 

answer the following questions: What areas are the patients’ likely to identify as a gap in their 

social status? What can the project team help them to recognize regarding those gaps? 

An additional framework that is suitable for our problem is a quality improvement 

framework, which is a process model.  The specific framework for this project that would be 

useful is the Knowledge-to-Action (KTA) framework.  KTA consists of three phases.  The first 

phase is the research phase which is the inquiry into the problem and requires investigation and 

evidence on why implementation is needed.  The next phase is the translation phase which is the 

implementation phase, and the final phase is when dissemination into practice and improved 

patient outcomes occur (Brady & Tucker-Brown, 2016; NCCDPHP Workgroup on Translation, 

2011). 

KTA is a process of inquiry that begins with knowledge and migrates to discovery.  Next, 

it moves to starting a cycle of identifying the problem, bringing the attention of the problem and 

the context to those impacted, implementing the change you desire, monitor the outcomes and 

then evaluate those outcomes to further sustain the process. This creates a cycle, as implementing 

a new method can require several alterations, which those changes restart the cycle again. The 

KTA framework shows that implementing change in practice can take trial and error as the cycle 

can continue until the new change is cultivated. 
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This model is similar to the model Plan Do Study Act.  However, KTA was selected due 

to the primary influence on implementation in the KTA framework is the research and evidence 

behind the implementation, which accurately reflects this project.  The issue this project aims to 

address requires gathering of information and education of providers (research), developing a 

screening tool (solution), and implementing the tool at the practice 

(implementation/dissemination).  Screening for SDoH is currently a practice not routinely being 

performed at WSHS and PRFHC, so a quality improvement model would be beneficial in 

guiding the new process 

Review of Literature 

To evaluate the evidence related to the topic, a literature search was conducted by each of 

the three members of the project group.  The search was conducted between Tuesday October 

6th, 2020 and Sunday October 11th, 2020.  The databases utilized in the search include Cochrane 

Database of Systematic Reviews, CINAHL, PubMed, and Google Scholar. The search terms 

included: lack of screening tool of social determinants of health, screening tool of social 

determinants of health, screening tool of social determinants of health and primary care, 

assessing social determinants of health, identifying social determinants of health, and screening 

social determinants of health and primary care. Key phrases included health outcomes, primary 

care, and adverse outcomes. MeSH terms included primary health care. Inclusion and exclusion 

criteria included the date of publication between 2015 and 2020 and English language which 

isolated roughly 48 articles. The titles were screened for relevance of the topic and twenty-five 

articles were isolated and reviewed (see Table 1). 
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The research articles chosen were published within the last five years and from academic 

journals. The resources selected included systematic reviews, qualitative descriptive studies, 

randomized control trials, cross-sectional observational studies, and case study reports with a 

level I-VIII classification according to Polit and Beck’s (2017) levels of evidence (Appendix). 

These resources carry a moderate level of evidence in their results based on their classification. 

Additional studies on this topic may provide stronger statistical findings or solidify the findings 

in the selected resources. 

Successful Implementation 

As previously mentioned, it is recommended to routinely screen for SDoH in health care 

settings, such as in primary care settings (Healthy People 2030, 2020; Daniel et al., 2018). There 

were numerous articles identified that resulted in successful identification of at-risk patients for 

SDoH after implementing a screening tool when a similar process did not previously exist in 

practice.  The tools utilized varied from long standing surveys such as WE CARE, to tools 

created by the researchers (Garg et al., 2015; Barton, Parke & White, 2019; Buitron de la Vega, 

2019). Other studies enrolled patients in navigation programs to address social service needs 

(Meyer, et al., 2020) The locations of the utilization of a screening tool also varied from 

community health centers, to primary care clinics, to pediatric clinics to school-based clinics. 

With the addition of these screening tools, patients who were at risk were identified and provided 

the care they needed. These articles portrayed favorable results in implementing screening tools 

for social determinants of health. 

A randomized control trial discovered a statistical significance in the amount of unmet 

needs when patients were identified as at risk and had in-person conversations with providers 
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about community resources compared to those who were identified and only received written 

information (Gottlieb et al., 2016). An exploratory study discovered that 28% of the population 

surveyed were identified as having an unmet social need while an observational study found 26% 

of the patients surveyed were identified as having an unmet need (Pukey et al., 2019; Buitron de 

la Vega et al., 2019). Despite the successful implementation of screening tools, there were 

common barriers and challenges identified.  Being informed of these challenges will help guide 

this project. 

Purkey, et al. (2019) identified the need for routine, repeat screening for patients at 

regular intervals (e.g., one year) as the patient’s situations may change over time. This will be 

important to recognize as work is performed to implement the tool. Additionally, many studies 

supported the relationship between SDoH and Health-Related Quality of Life (HRQoL): patients 

with SDoH-related risk factors had lower HRQoL scores as well. The literature also supported 

negative outcomes for birthing mothers with SDoH-related risk factors. 

Standardization of Screening 

A common occurrence identified in the research was the lack of standardization regarding 

the screening process. The review showed that while there are many different screening tools 

available, a gold standard has not yet been established. Each implementation of the tools 

identified in the literature review had a different process of obtaining the information from the 

patient. The systematic review conducted by Boch et al. (2020) identified the various methods of 

information gathering such as prior to the appointment with the provider, during the 

appointment, asked by the medical assistant, inquired by the provider, how frequent the 

screening tool was utilized in practice and the type of tool utilized. This barrier is consistent with 
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interviews conducted with staff post-implementation of the screening tool for feedback on 

success and challenges of the implementation process (Purkey et al. 2019; Herrera et al. 2019). 

Frequency of Screening 

The frequency of screening for SDoH varied among the research.  Generalizability was 

questionable in the research identified due to the inconsistency of the providers utilizing the 

screening tool, as well as only surveying new patients in the clinic (Pinto et al., 2019; Buitron de 

la Vega et al., 2019). However, one study found that mothers who filled out a survey at each well 

child visit until the child was one year old had a reported decrease number of unmet needs than 

mothers who were only screened at the initial visit (Garg et al., 2015). Social needs may vary 

from visit to visit, and patients may be more likely to be forthcoming of unmet needs after 

creating a relationship with the provider.  The research supports screening each patient at each 

encounter. 

 Time Constraints and Staff Support 

Two qualitative studies reviewed found that implementation of the screening tool was 

challenging due to time constraints (Herrera et al., 2019; Pinto et al., 2019). There are various 

reasons time constraints can become an issue in practice.  For instance, this could be due to low 

staff and high patient volume, patient appointments running long and late or lack of organization 

within the clinic. Both qualitative studies also discovered that providers and staff understood the 

importance of identifying unmet social needs.  Providing education to the staff prior to 

implementation as well as establishing a routine to decrease time restraint associated with the 

survey can help resolve these challenges identified. 
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Limitations Found in the Research 

Despite the successful implementation of screening tools, there were common barriers 

and challenges identified.  Many of the studies evaluated were qualitative studies, which can 

make it difficult to translate the results into practice. A major limitation noted in many of the 

studies was the location or the patient population. Several studies took place in areas with high 

levels of poverty, in which many of the patients screened “positive.” A study by Gu et. al (2019) 

took place in China where the majority of citizens have health insurance, which places this 

population a step ahead of many United States citizens. With this in mind, it can be inferred that 

data from other countries does not translate directly to the United States. 

Another major problem identified by many of the studies was follow-up. Several studies 

stated that after identifying patients with SDoH risk factors there was not a clear solution about 

what to do next. Herrera et al. (2019) implemented a “Patient Navigator” who would follow the 

patients afterward to connect them to community resources that may help them with their needs. 

Most of these studies were limited in the fact they were only completed and studied in 

one city or clinic location. This limits generalizability across different settings and 

demographics. The studies did vary in locations from North America, South America, Europe 

and Africa.  However, social determinants impacting health may vary from country to country 

which may also impact generalizability. Most of the studies did not feature a control group which 

can skew results with no comparison group. With these limitations it can be challenging to attest 

that social determinant of health occur everywhere, and that the use of screening tools is 

effective in identifying them. These challenges will help guide this project. 
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Summary 

         Most of the articles identified different social determinants of health ranging from lack of 

access to healthcare to residence in an impoverished area. According to the literature review 

conducted, the implementation of a screening tool for social determinants of health identified 

patients with unmet needs. Social determinants of health are seen across the globe as evidenced 

by articles written in North America, South America, Africa, Europe and Asia. Generalizability 

was a challenge for several articles as numerous studies were international, the population being 

observed was specific, questionnaires were not performed consistently, and the type of patient 

(new or established) varied.  Also, the patients that were being surveyed were often living in 

areas known to have poverty. There were common themes identified in the research such as a 

lack of standardization of utilizing the tool, time constraints and staff support in the clinic, and 

the frequency of which the surveys should be conducted.  Based on the literature review, creating 

a standardized format for staff to conduct the survey will aid in eliminating the barriers of both 

frequency of inquiry and time constraint as it will become routine practice. The review of 

literature yielded some valuable information that will be used in the project moving forward. 

Implementation Methods 

The project consisted of three phases: pre-implementation process and patient screening 

tool development, data collection and analysis, and SDoH toolkit development.  Phase one, pre-

implementation process and patient screening tool development, took place in January and 

February 2021.  Prior to the start of the project, a brief proposal was performed with each of the 

clinical sites.  For the Topeka Housing Authority, the project team submitted an application for 
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the project with preliminary ideas and goals. The team then met with the Director of WSHS to 

discuss the project and both sites gave their approval for the project to proceed. 

An important aspect of this project was assessing provider understanding of SDOH 

assessment before and after implementation of the patient screening tool. Providers at both sites 

were emailed a survey at the beginning of the project implementation in March 2021 and again at 

completion this September. The survey was created on Survey Monkey and a link with 

instructions was sent to each provider via email (see Appendix B). Providers were assigned a 

pseudonym by the project team in order to de-identify their data. It should be noted that one 

provider who was surveyed served as the project chair, which may demonstrate bias. 

Additionally, one provider did not respond to the survey. 

The patient screening tool was designed to address the five domains of social 

determinants of health. The questions were developed based on the Well Child Care, Evaulation, 

Community Resources, Advocacy, Referral Education (WE CARE) model as well as previous 

data collection from Dr. Amanda Hartman and Dr. Lori Edwards with projects completed with 

the THA. The group members created the screening tool together and underwent extensive 

review by the project chairs and Institutional Review Board (IRB).  The screening tool was 

created in both English and Spanish versions and was written at an 8th grade reading level. The 

questions addressed Economic Stability, Healthcare and Quality, Neighborhood and Built 

Environment, and Social and Community Context (see Appendix C). 

Screening Tool Implementation 

The second phase of the project consisted of data collection and analysis.  This took place 

between March 2021 and August 2021. As soon as the patient screening tool was completed, 
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data collection began. At the start of the project, each clinic was given 25 screening tools, 

envelopes and the lock box for the screening tool collection. When a patient arrived and checked 

in, the receptionist for the clinic gave the screening tool to the patient. Once the screening tool 

was completed by the patient, the receptionist placed the tools in envelopes or stapled shut and 

then inside a sealed lock box. Every two to three weeks a project team member collected the 

screening tools, replenished supplies if needed and checked in with the staff.  Additionally, the 

group members had two field visits with the providers for checking in and discussing the project 

more in depth.  

Inclusion criteria to be eligible to receive the patient screening tool consisted of patients 

being 18 years or older, English or Spanish speaking, and must be able to comprehend and 

independently answer questions. The screening tool was created at an 8th grade reading level, 

but if the patient was unable to read the staff was instructed to read the questions to the patient 

and mark their replies on their behalf. 

Screening tools were scored by giving each positive or at-risk response one point and 

totaling them all together. The data from the screening tools was then inputted into a secure 

Excel document, and the paper screening tools were destroyed. At the end, the data was analyzed 

using descriptive statistics and a tool kit was created to provide resources for at-risk patients.  

SDoH Toolkit 

 The final phase of the project was developing and implementing the SDoH toolkit in the 

clinical settings.  The toolkit consisted of three components. The Provider Answer Key with built 

in color guide, a Decision Tree that guides immediate action, and a Resource Manual. 
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The Provider Answer Key was designed to give providers a quick guide for scoring 

screening tools (see Appendix D). There is a point value associated with each response.  A point 

is given for what is considered a positive response.  Answers highlighted in red are 

recommended to have immediate follow up by the provider.  Each colored question correlates to 

a specific domain of SDoH and corresponding section in the Resource Manual. For example, the 

questions “have you gone at least one month of the last year without having the money to pay for 

your monthly bills?” and “within the last month have you worried about providing enough food 

for yourself or your family?” are each worth one point if the patient answers “yes”, so the patient 

answering “yes” to both questions would have a total score of two points. 

The next step after reviewing the Provider Answer Key is to interpret the result using the 

Decision Tree (see Appendix E). In the example used above, the patient with a score of two 

points is categorized as “low risk.”  Low risk was answering 0-3 questions with a positive 

response, moderate/medium risk was answering 4-6 questions with a positive response and high 

risk was answering 7-9 questions with a positive response. From there, the provider can 

determine the frequency of re-evaluation, intervention strategy and follow-up after intervention. 

For this specific sample patient discussed above, it is recommended to offer printed resource 

materials at the time of the appointment and then follow up yearly and as needed. As shown by 

the Decision Tree, the higher the risk a patient scores, the more immediate intervention and 

follow up they require. It is also noted in the toolkit that providers should always use discretion 

when interpreting results and the best course of action should be determined on a case-by-case 

basis.  

The final step is to connect the patient with the appropriate resources. The Resource 

Manual is designed to connect patients and providers to appropriate resources at the point of 
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care. The Manual is divided up into five sections- Housing, Medication, Transportation, Food, 

and Safety. Each section has a designated color. When used with the Provider Answer Key, the 

Resource Manual will give providers a quick, extensive list of community and national resources 

that can be utilized to help patients with the identified needs. There are a few questions on the 

answer key that do not have a correlated colored resource.  For those questions that are not color 

coded, it is recommended to offer the “Additional Resources” sheet to patients. 

For the sample screening tool previously discussed, the resource recommended to be 

given was related to food. The provider answer key is color-coded green for this question (see 

Appendix D). The provider would then turn to the green tab in the resource manual which 

correlates with available food bank resources for the patient. The food assistance information 

sheet provides a list of available resources with the name, address, hours and phone number of 

the various organizations.  There are a few questions on the Provider Answer Key that do not 

have a correlated colored resource.  For those questions that are not color coded, we do 

recommend offering the additional resources sheet to patients.  

The data collection process from the clinics ended in August of 2021.  At the last check 

in with the providers and retrieval of screening tools, the developed SDoH Toolkit was 

showcased to the staff.  The staff then became responsible for assessing SDoH in their practice 

with the assistance of the SDoH toolkit. In early September 2021, the providers were then sent 

the post survey via email. This was the same survey as the pre-survey sent in March 2021.  
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Result Analysis 

Screening Tool Question Analysis 

To evaluate the data from the patient screening tools, we utilized descriptive 

statistics.  After the patient screening tools were individually entered into the secure Excel file, 

the percentage positive for each of the ten questions was assessed.  PRFHS had 295 patients 

provide responses to the screening tool from March to August 2021.  During that same time 

period, WSHS had 39 responses.   

A breakdown of the results for each of the questions for both PRFHC (see Appendix F) 

and WSHS (see Appendix G) is provided at the end of this paper. There were three questions in 

the patient screening tool that the project team identified as high risk for the patient.  These 

questions are: “If you had an emergency, do you have at least one person you can contact for 

help?”, “have you ever felt unsafe in your house or neighborhood?” and “within the last month 

have you been unable to pay for your medications that were recommended by your healthcare 

provider?” The graphs show: at PRFHS, 8% of the patients stated they did not feel safe in their 

neighborhood and WSHS was 23%; at PRFHS, 11% stated they had no one to contact in case of 

an emergency and WSHS was 12%; at PRHS, 32% stated they did not have money to pay for 

their medications and at WSHS 31%. The data also identified that the top three needs at both 

locations were food insecurities, financial concerns and lack of education.  

Percentage of Population Screened 

After we identified the breakdown of the questions at each location, we calculated the 

total eligible census to determine the percentage of patients screened.  At PRFHS, there were 685 

eligible patients seen between March and August 2021.  This was calculated by the EMR and by 
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subtracting out non-provider visits as well as any patient under the age of 18. There were 295 

screening tools collected from this location, so a screening rate of 43%. 

At WSHS, there were 995 eligible patients seen.  This was calculated by individually 

adding the total number of patients seen in a day, which was written on the appointment book at 

the receptionist office. This is also after subtracting the total number of COVID vaccines 

administered during March to August 2021 as there were numerous vaccination clinics held 

during our project implementation. The vaccine numbers were calculated via an online reporting 

system. There were 39 screening tools collected from this location, so a screening rate of 3.9% at 

WSHS.  

Provider Survey Results 

Another data analysis that was performed in this project was the assessment of providers' 

awareness of SDoH in their practice.  As previously mentioned, the providers at both clinics 

received an emailed survey to assess SDoH and their perceived barriers.  Four out of five 

providers responded.  However, we excluded one provider’s answers due to their connection 

with the project.  Of the three providers' answers we reviewed, the most significant barriers 

identified in their practice were time constraints, EMR limitations, ability/inability to follow up 

and the stigma associated with assessing SDoH.  These barriers were consistent in the presurvey 

in March as well as the postsurvey in September.  However, some benefits we identified in the 

provider surveys were that there was an increased confidence of assessing SDoH in their 

practice, an increase in addressing SDoH in their practice as well as increased confidence levels 

of addressing SDoH.  
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Patient Risk Score 

The final piece of data analysis that took place was identifying the patient risk score.  The 

project team reviewed each patient screening tool results in the secured excel document and 

scored 1 point for each positive response.  The total was calculated and the level of risk was 

identified based on our decision tree.  At both locations, the majority of patients screened were 

classified as either low risk (158 PRFHS; 33 WSHS) or moderate risk (127 PRFHS; 3 

WSHS).  There were also 9 patients identified at PRFHS that were classified as high-risk 

patients. We were able to identify patient risk levels for SDoH in both clinic locations as well as 

recommend a standard of care for implementing the screening tool.  This indicates the screening 

tool could become generalizable to the Topeka area and Shawnee County.  

Recommendations and Conclusion 

Significance for the Nursing Profession 

 This project provides contributions to the nursing profession. Providers being aware of 

SDoH in their patients can significantly alter how they choose to treat their patient, such as 

knowing they don’t have much money for medications. This can create awareness and 

understanding for possible restrictions in care such as why a patient may not be able to follow-up 

for their appointment as recommended, or even understand and follow through with their 

instructions or recommendations. This can create an opening for additional conversations which 

creates a trusting relationship between the patient and provider. This project provides a suggested 

guideline and standardized tool and proposes a process for easy transition to everyday practice. 

The goal is to close the gap for SDoH risk factors that keep the patients from being healthy.  
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Financial Impact 

There are many potential financial impacts of this quality-improvement project. At the 

population level, the resources we connect patients with can provide assistance with bills, food, 

rent and medication costs. Patients and providers both may be unaware of some of the resources 

that are available. By having these needs met, we have the potential to increase medical 

compliance, which can save patients money in the long-term through preventive care to slow 

down or eliminate disease progression. The opportunity cost associated with preventing disease 

progression can be substantial over the patient’s lifetime.  If a patient’s chronic disease is not 

well managed, they may end up hospitalized.  Having employees out of work not only decreases 

company productivity but also prevents employees from getting paid, which may increase the 

likelihood of individuals entering into poverty.  

As for the financial impact to the agency, increased follow up and fewer no-shows can 

maximize the clinic’s schedule making the most of the time, resources, and staff available. 

Increased patient visits will also increase reimbursement and reinforce the clinic’s value in the 

eyes of stakeholders. Finally, for the healthcare system, acknowledging and addressing health 

concerns appropriately can ultimately save money and create a healthier population that seeks 

care from a primary care provider as opposed to the Emergency Department, which according to 

the UnitedHealth Group (2019) can cost over $2,000 per visit. 

Strengths and Limitations 

Strengths that were identified in this project were that all providers responded being 

confident with the importance of assessing SDoH after our implementation. They also reported 

an increase in confidence level in screening for SDoH, and an increase in frequency of 

addressing these disparities with their patients. The toolkit was also a strength that we identified, 
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as it allowed providers to have resources available at the point of care for their patients. Finally, 

the response rate at PRFHC was higher than we anticipated.  Our goal between the two clinics 

for the data collection process was 250-300 screening tools completed.  At PRFHC alone, 295 

screening tools were recorded. 

The limitations identified in this project primarily involved the data collection numbers. 

Most of the data collection was performed over the summer when Washburn Student Health 

Services were not seeing as many patients. There were also staffing shortages at Washburn due 

to COVID, and most of the patients served were for the vaccine clinic, which means they were 

not eligible per the inclusion/exclusion criteria. Another limitation was the lack of an electronic 

medical record at WSHS which made it challenging to track patient data and numbers, especially 

when determining the patients seen in the clinic who should be excluded in the statistic. Finally, 

the sample size for the provider survey was quite small and it may not be a true reflection of their 

growth throughout the implementation period. 

Recommendations and Sustainability for Future Practice 

The project team identified several elements that could have been performed differently. 

First, keeping track of how many patients were excluded would have been beneficial. This would 

provide a more accurate depiction of the percentage of patients that were eligible per 

the inclusion criteria, as well as provide knowledge on truly how many patients were being 

screened. In hindsight, implementing the toolkit while collecting data for “real time” feedback 

from the providers on how useful the toolkit was for their practice would have been an excellent 

addition to this project.  
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Another area where improvement could have been made was to involve the nurse and 

receptionist in the pre/post survey and education as they were administering the screening tool. 

Providers understood the importance of the survey, but they weren’t the ones administering the 

screening tools. And finally, collecting census data monthly instead of just at the end of the data 

collection process. If this was performed, the significantly decreased survey collection rate at 

WSHS may have been identified soon and possibly could have implemented a change to increase 

their performance.  

A recommendation for further implementation would be to screen or analyze compliance 

of providers utilizing the screening toolkit in their practice. Analyzing the data on how 

frequently the providers utilize the toolkit as recommended, and the breakdown of the resources 

provided could be an additional project. The available resources are also an area where further 

development could be identified for sustainability.  Partnership with social services, the public 

health department, local law enforcement, food pantries etc. could be of value for the providers 

and this toolkit.  A recommendation for future practice and project exploration would be to have 

patient case studies performed where patients could volunteer to have their screening tool results 

analyzed longitudinally, and then track the resources recommended.  This would track provider 

adherence to the toolkit, as well as determine if the screening toolkit successfully decreases 

SDoH risk.  

Additionally, a goal is for this to become a standardized screening tool. This toolkit has 

the potential to be as a professionally recognized survey tool consistent with other tools such as 

the PHQ-9 or GAD-7 survey. Another exploration that is encouraged is to develop a quick, two 

or three question survey regarding SDoH, which would then prompt the provider if the full 

screening tool should be evaluated. And finally, embedding this tool into the electronic medical 
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record utilized at Pine Ridge (and any other primary care office implementing this toolkit in the 

future) would help maintain the momentum of the project as it would be automatically attached 

to the charting system the clinic utilizes. While the project team is encouraged by the positive 

response elicited from the primary care clinics and the identified results of the screening tool and 

considered this a successful introduction for the clinics, there is room for this toolkit to expand 

and become even more impactful for patient care. 

Conclusion 

The patient screening tool was implemented at two primary care clinics in Topeka, KS 

along with a toolkit to give providers recommendations on appropriate follow-up and connect 

patients with resources at the point-of-care. The patient screening tool and toolkit was created to 

better meet individual patient needs and increase their health outcomes. After data analysis was 

completed, it indicated that at risk areas included medication, food insecurities, as well as 

multiple others such as safety at home. Additionally, it was discovered that of the patients 

screened, the majority were scored as low risk or moderate risk, A pre and post survey of 

providers at these two clinics showed an improved confidence with implementing the screening 

tool and increased awareness of strategies to meet individual patient care needs from the 

provided toolkit.  
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Appendix A 

Level of Evidence (Polit & Beck, 2017) 

Level I  

Systemic Review 

Level II  

Single RCT  

Level III  

Single Non-Randomized Trial (Quasi-Experimental) 

Level IV  

Single Prospective/Cohort Study 

Level V  

Single Case-Control Study 

Level VI  

Single Cross-Sectional Study (e.g. a Survey) 

Level VII  

Single In-Depth Qualitative Study 

Level VIII 

Expert Opinion, Case Reports, etc.  
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Appendix B 

Provider Assessment Survey  
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Appendix C 

Patient Screening Tool: English 
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Patient Screening Tool: Spanish 

Esta una encuesta proporcionada por estudiantes graduados de la Escuela de Enfermería de la 
Universidad de Washburn que desean compilar información sobre los impactos sociales que pueden 
estar relacionados con la salud. Su opinión en esta encuesta es estrictamente voluntaria y su 
participación o falta de ella no afectará la atención médica que reciba. Puede decidir dejar de 
participar en esta encuesta en cualquier momento sin ninguna penalización. Si el paciente es menor 
de 18 años y un tutor legal está presente, puede completar la encuesta en nombre del niño. Sus 
respuestas se mantendrán privadas y no tendrán conexión con sus registros médicos. La encuesta 
que está completando se almacenará en un sistema de archivo cerrado. Sus respuestas serán 
ingresadas y estudiadas en una computadora protegida por contraseña. Toda la información se 
mantendrá anónima. Su encuesta se triturará inmediatamente después de que se hayan ingresado 
los resultados en la computadora, y los archivos de la computadora se eliminarán una vez 
finalizado el proyecto. Al completar esta encuesta, acepta participar. 
Por favor, complete el círculo junto a la respuesta que mejor se aplique a usted.   
¿Ha completado esta encuesta en el ultimo mes? 
 
  SI 
 

NO 
 
¿Ha pasado al menos un mes del último año sin 
tener el dinero para pagar sus facturas 
mensuales? 
 
  SI 
 

NO 
 
¿Ha sido amenazado con desalojo o ejecución 
hipotecaria durante el último año? 
 
  SI 
 

NO 
 
¿Tiene su diploma de escuela secundaria o 
GED? 
 
  SI 
 

NO 
 
En el último año, ¿ha podido pagar los 
medicamentos que le recomendó su proveedor 
de atención médica? 
 
  SI 
 

NO 

¿Ha tenido problemas para obtener transporte a 
sus citas de atención médica?  
 
  SI 
 

NO 
 
En el último mes, ¿se ha preocupado por 
proporcionar suficiente comida para usted o su 
familia? 
 
  SI 
 

NO 
 
Durante el último mes, ¿alguna vez se sintió 
inseguro en su casa o vecindario? 
 
  SI 
 

NO 
 
Si tuvo una emergencia, ¿tiene al menos una 
persona a la que pueda acudir en busca de 
ayuda? 
 
  SI 
 

NO 
 
En los últimos 3 años, ¿ha estado usted o alguien 
en su hogar en prisión? 
 
  SI 
 

NO
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Appendix D 

Provider Answer Key 
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Appendix E 

Decision Tree 
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Appendix F 

Pine Ridge Family Health Center Screening Tool Results 

*Answers not recorded were from patients who had indicated that they had filled out the screening tool 

within the last month. This was done to avoid duplicate responses within the data 
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Appendix G 

Washburn Student Health Services Screening Tool Results 

*Answers not recorded were from patients who had indicated that they had filled out the screening tool 

within the last month. This was done to avoid duplicate responses within the data 
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Table 1 

Review of Literature 

Study and 
Purpose 

Design and Level 
of Evidence 

Sample and 
Setting 

Findings Limitations Implications for 
Practice 

Amjad et. al (2018) 
  
To evaluate the associations 
between SDoH and 
pregnancy/birth 
complications among 
teenage mothers. 
 

Systematic Review 
 
Level 1 

31 studies 
 
11 countries 

Studies found that African 
Americans, and women 
living in rural areas were at 
higher risk for preterm 
births. 
 
Low socioeconomic status 
and illiteracy were 
associated with negative 
outcomes. 

Mothers included in the 
study had prenatal care. 
 
Physical environment 
factors were not evaluated 

SDoH appear to have strong 
association with teenage 
pregnancy birth outcomes. 

Boch, S. et al. (2020) 
 
To review evidence and 
investigate the 
implementation of 
screening for SDoH in 
primary care settings.  

Systemic Review 
 
Level I 

15 articles  
 
All studies were published 
in English and were not 
limited to just within the 
United States 

Seven of the articles stated 
that the screening took 
place during the medical 
visit, six reported taking 
place prior to the visit with 
the location (if stated) was 
in the patient room. About 
half of the articles used 
stand-alone screening 
surveys and the other half 
used specific SDoH 
screening tools already 
established. About 25% of 
the studies in the review 
examined the rate of 
referrals or resource 
connections at a follow up 
visit. 

 The review only consisted 
of 15 studies and the study 
design was variable. 

Identification on the need 
for further research and 
investigation for the 
frequency of screening, and 
formatting. Areas of 
inconsistency were 
identified (such as who 
conducts, when is 
conducted, how often is it 
conducted, what happens 
with a positive response). 
There is no standardization 
yet on screening which can 
make the process 
challenging.  This review 
states the areas for further 
research include timeline 
and format (who, when and 
where) the screening takes 
place, and how often the 
patient is asked to be 
screened. This can be 
helpful information provide 
guidance on possible 
barriers to pre-emptively 
address prior to 
implementing a tool. 

Note. SDoH=Social Determinants of Health 
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Table 1 

Review of Literature 

Study and 
Purpose 

Design and Level 
of Evidence 

Sample and 
Setting 

Findings Limitations Implications for 
Practice 

Henrikson, et al. (2019) 
 
 To review screening tools 
for SDoH and their 
evidence of validity and 
reliability (psychometric 
properties) as well as 
being low cost, easy to 
administer, readability and 
brevity (pragmatic 
factors). These properties 
are not as well understood, 
and knowledge of these 
factors can help guide 
future screening tool 
implementation in 
practice. 
 

Systematic Review 
 
Level I 

60 articles utilizing 21 
different tools  
 
Included studies were 
between the years 2000 
and 2018, based in the 
United States, included 
tools that identified at 
least two social risk 
factors and administered 
in a clinical setting 

20 of the 21 tools the 
articles presented had 
pragmatic properties 
described. Data on 
pragmatic measures 
included availability to 
public, accessible 
language, ease of training, 
ease of interpreting 
results, brevity.  The top 
three tools were: WE 
CARE, Safe Environment 
for Every Kid and Survey 
of Well-Being of Young 
Children. 

Available tools could have 
been overlooked; only 
examined tools developed 
in clinical settings which 
ruled out tools for research 
purposes. 
 
Only studies performed in 
the U. S. were evaluated. 
 
 

At this time, there is no 
gold standard screening 
tool available. This 
systematic review 
examined 21 tools within 
60 articles and evaluated 
the psychometric 
properties and pragmatic 
properties of screening 
tools for SDoH. This is the 
first of this type of study 
and three tools were 
identified that were 
strongly supportive of 
these properties.   

Sarbird et al. (2018) 
  
To compile RCTs that 
have evaluated the effect 
of transportation 
assistance on health 
outcomes 
 

Systematic Review 
 
Level I 

10 studies: five RCT, four 
quasi-experimental, one 
cohort design 

Studies found that 
providing transportation 
assistance resulted in 
decreased Emergency 
Room visits, and increased 
follow-up visits 
  
Studies found improved 
HgA1C and cholesterol 
levels 
  
Decreased visits for med 
refills, increase in blood 
pressure 
 

Only articles written in 
English were considered. 

Access to health care is a 
SDoH. Providing patients 
with transportation 
assistance may result in 
better health outcomes. 

Note. HgA1C= Hemoglobin A1C, RCT=Randomized Control Trial, SDoH=Social Determinants of Health, WE CARE= Well Child 
Care, Evaluation, Community Resources, Advocacy, Referral, Education 
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Table 1 

Review of Literature 

Study and 
Purpose 

Design and Level 
of Evidence 

Sample and 
Setting 

Findings Limitations Implications for 
Practice 

Coll-Planas, et al. 
(2018) 
 
Examine the effects of 
promoting self-
management and health 
literacy to reduce health 
inequalities in older adults 
living in urban 
disadvantaged areas 

Randomized controlled 
trial 
 
Level II 

Sample: 390 adults >60 
yrs who perceive their 
health as fair or poor (195 
randomized to the 
intervention, 195 to the 
control group) from 
January 206-May 2017) 
 
Participants will be 
excluded if they need help 
to go to the PCC, have 
cognitive impairment or 
diagnosed dementia, have 
a medical condition that 
contraindicates physical 
activity, have any severe 
mental health problems 
that hinders participation 
in a group dynamic, have 
an end of life situation.  
 
Implemented in 16 
primary health care 
centers from 6 urban areas 
with low- socioeconomic 
level 
 
Participants in the control 
group with receive usual 
care and remain in a 
waiting-list to join the 
program once the trial 
ends 
 
Setting: Europe 

At this time, results are 
unavailable. 

Participants and 
professionals conducting 
the group-based 
intervention remain 
unblinded, likewise 
blinding outcome 
assessors.  
 
 

Implications will be drawn 
when results are available. 

Note. yrs=years 
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Table 1 

Review of Literature 

Study and 
Purpose 

Design and Level 
of Evidence 

Sample and 
Setting 

Findings Limitations Implications for 
Practice 

Garg, et al. 
(2015) 
 
To examine and evaluate 
the effect of a clinic-based 
screening tool and referral 
system on families’ 
receipt of community-
bases resources for unmet 
basic needs 

Randomized control trial 
 
Level II 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Sample: 336 mothers low-
income (<200%) to 
children less than or equal 
to 6 months. Participants 
could only be English or 
Spanish speaking, no pre-
term infants, no children 
with history of 
hospitalization, no 
mothers <18 years old or 
foster parents, and mother 
was to be primary 
caregiver). 44% of 
mothers were black, 73% 
unmarried, median age 
was 28.3, 60% were born 
in the United States, 81% 
receive Medicaid. 
 
Setting: Boston, MA, 
eight urban community 
health centers 

WE CARE mothers 
received >1 referral at the 
index visit than control 
mothers (70% vs 8%) 
(aOR 29.6; 95% CI, 14.7-
59.6)  
 
WE CARE mothers had 
greater odds of being 
employed or enrolled in a 
job training program 
(aOR= 44.4; 95% CI, 9.8-
201.4).  
 
WE CARE families had 
greater odds of receiving 
fuel assistance (aOR= 
11.9; 95% CI, 1.7-82.9) 
and lower odds of being in 
a homeless shelter (aOR= 
0.20; 95% CI, 0.1-0.9) 
 

Study was only conducted 
in community health 
centers in one urban city, 
so it may not be 
generalizable.  Due to 
staffing issues, follow up 
surveys were not always 
performed at each well-
child visit. The source of 
information was by 
maternal report which 
could have created recall 
bias. Also, despite having 
an increase of community 
resources utilized in the 
WE CARE group, it is not 
proven or discussed that 
this increase in 
questioning was the cause 
for the increase. 
 

Screening and referral 
system for unmet basic 
needs increases families’ 
receipt of community-
based resources. 
 
Poverty and the unmet 
basic needs that result 
from it, results in greater 
susceptibility to disease 
and poorer health across 
the life span. 
 
A simple screening and 
referring system can 
address the SDoH and 
connect families seen in 
primary care to 
community- based 
resources. 
 
This is important study 
because these unmet needs 
can contribute to the 
mother and child’s health 
and wellbeing and by 
screening consistently, 
needs are more frequently 
identified and can be 
addressed. 

Note. CI=Confidence Interval, aOR=adjusted odds ratio, SDoH=Social Determinants of Health 
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Gottlieb, L. M. et al. (2016).  
 
To determine if addressing 
social needs during 
pediatric primary care and 
urgent care visits can 
decrease SDoH and 
improve children’s health. 

Randomized Control Trial 
 
Level II 

Sample: 1809 caregiver 
participants; families with 
children 7 years or older, 
English or Spanish 
speaking, caregivers over 
18 years old, severely ill 
visits were excluded. 
 
Setting: two health care 
settings in San Francisco, 
CA where most patients 
either are enrolled in 
Medicaid or lack health 
insurance; conducted 
between October 2013 and 
August 2015 
 

There was a statistical 
significance between the 
number of unmet social 
needs between the two 
groups, the in-person 
intervention had 
significantly less social 
needs unmet compared to 
the written intervention 
group (p<.001). 
Also, there was a reported 
statistical significance 
between the two groups in 
relation to improvement of 
the child’s health with in-
person intervention 
(p<.001) 

Despite the randomization, 
the in-person intervention 
group initially reported 
more unmet needs than the 
written intervention group, 
only assessed children 7 
years and older, families 
with small children may 
have more unmet needs not 
identified or of higher or 
lower significance.  

This study showed that by 
discussing unmet needs in 
person and periodically 
showed both a decrease in 
the amount of unmet needs 
as well as a caregiver 
reported increase in the 
child’s health. This is 
important as it shows that 
screening for unmet social 
needs and addressing them 
in person can impact health 
outcomes. 

Buitron de la Vega, P. et al. 
(2019) 
 
 To understand the burden 
of SDoH of patients and to 
assess the feasibility of 
implementing a strategy to 
screen new primary care 
patients for SDoH through 
EMR and provide language 
appropriate referrals upon 
patients request.  Having an 
EMR screening tool enables 
the use of ICD-10 codes to 
be entered based on the 
results 
 
 

 

Observational study 
 
Level IV 

Sample: 1696 patients 
screened from August 2017 
to January 2018, 51.9% 
were male, 39% were black 
and the median age was 40. 
 
Setting: Boston Medical 
Center (the largest safety 
net hospital in New 
England). Around 50% of 
patients have Medicaid with 
a unified EMR 
 

26% of the patients 
responded positively to at 
least one unmet social need 
with employment, food 
insecurity and problems 
affording medications being 
the top three concerns. 
Patients requested 
information for education 
11% of the time with 22% 
of the patients screened 
being connected to a 
community resource. 
 

Only new patients were 
screened.  Staff also had 
difficulty identifying new 
patients which led to missed 
encounters for screening. 
Asking a new patient these 
questions may bring 
apprehension and provide 
false information as they 
may not be as forth coming 
as a patient who has an 
established relationship 
Patients who requested 
information were given the 
information, but it was not 
known who connected to a 
resource afterwards. This 
was only performed in one 
hospital-net clinic in Boston 

This study can be used as a 
guideline for implementing 
a new screening tool, 
especially when 
transitioning to an EMR and 
coding with ICD-10 codes. 
Since this showed success 
with new patients, it could 
easily be implemented to 
established patients as well. 

Note. EMR=Electronic Medical Record, ICD= International Classification of Diseases, SDoH=Social Determinants of Health, WE 
CARE=Well Child Care, Evaluation, Community Resources, Advocacy, Referral, Education 
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Gu et. al (2019) 
 
To evaluate the 
differences among 
HRQoL among residents 
in Zhejian and Qinghai, 
China.  China has a much 
lower per capita income, 
and more SDoH are 
present in this population. 

Cohort study 
 
Level IV 

Sample: 4, 210 residents 
 
Setting: Zhejiang and 
Qinghai, China 

Study found that more 
residents in Qinghai self-
reported moderate to 
severe problems with 
mobility, self-care, usual 
activities, pain/discomfort, 
anxiety, and depression 

The majority of the 
patients (97.9%) had basic 
health insurance, which I 
unlike the United States 
health care system. 
 
Self-reported perceptions 
rather than health care 
provider diagnosed 
conditions 
Located in China which 
may not be generalized to 
the United States. 

Patients living in different 
geographical areas may be 
at higher risk for poorer 
health outcomes if SDoH 
risk factors are present. 

Hewner et al. (2017) 
 
To assess SDoH risk 
factors among care 
transitions (e.g. patient 
being discharge from the 
hospital to a long-term 
care facility) using the 
PCAM tool 

Cohort study 
 
Level IV 

Sample: 6,000 patients 
 
Setting: Large 
metropolitan area in New 
York 

Study found no significant 
change in avoiding events 
(inpatient, outpatient, and 
emergency department 
visits) 

SDoH integration was not 
completed during the 
study 

Diligent follow-up and 
reassessments do not 
mean that hospitalization 
or emergency room 
utilization can be 
prevented. 

Kautz et. al (2018) 
 
To examine the SDoH risk 
factors present for patients 
in the primary care setting 
and determine the impact 
it may have on the 
patient’s health 

Cohort study 
 
Level IV 

Sample: 626,264 primary 
care patients 
  
Setting: Manitoba, Canada 
 

The study found that 54% 
of patients in the study 
were positive for at least 
one SDoH risk factor 
  
4% of patients had 5 or 
more SDoH risk factors 
  
SDoH risk factors were 
associated with worse 
health outcomes (chronic 
disease management, 
primary prevention, etc) 

20% of the population met 
SDoH criteria based on 
income alone, although 
other factors were not 
present 
  
Accessibility to care data 
was not available to 
researchers 
  
Urban population- rural 
not evaluated 
 

SDoH risk factors are 
associated with poorer 
health outcomes.  
  
Looking at patient’s 
income alone may not 
provide the best overall 
picture of the patient’s risk 
factors. 
 

Note. HRQoL=Health Related Quality of Life, PCAM=Patient Centered Assessment Method, SDoH=Social Determinants of Health 
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Pinto, A. et al. (2019).  
 
To assess the 
acceptability and 
feasibility of 
implementing in routine 
primary care practice 
the screening for 
poverty through an 
online and provide an 
online tool that helps 
provide financial 
benefits.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Mixed method 
(qualitative and 
quantitative) study 
 
Level IV 

Sample: 13 physicians 
interviewed and utilized 
the tool, 63 patients 
were screened 
 
Setting: Community 
Health Center in 
Toronto, Canada. Tool 
was use between 
September 2015 and 
October 2015. 
 

Pre-survey showed that 
physicians believed 
recognizing income 
was important aspect of 
health and they 
believed they had 
insufficient resources to 
offer patients who 
struggled financially.   
Of the 63 patients who 
were screened, 57.1% 
screened positive for 
low income. The tool 
recommended benefits 
for 28.5% of those 
patients who screened 
positive. 
Post-survey: 6.9/10 
rating for continuing to 
assess the future despite 
every physician stating 
they believe finances 
impact health. Three 
main themes from the 
focus group: 
incorporating screening 
and intervention is 
logistically challenging, 
the online tools were 
beneficial and prompt, 
and the intervention 
should include follow 
up with the patients. 

The physicians did not 
consistently utilize the 
screening tool, only 
about 20% of their 
patients were assessed 
which left the financial 
status of a large portion 
of their patients 
unknown so this may 
not be generalizable. 
The time frame for 
providers to utilize the 
tool was small (only 
one month) and 
providers were only 
using the tool on 20% 
of their encounters 
which could also cause 
the results to not be 
generalizable or 
reliable. 

This study is beneficial 
for future practice 
because it shows the 
importance of having 
strong staff support for 
a tool to be successful. 
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Meyer, et al. (2020) 
 
To implement routine 
screening tool to assess 
for SDoH risk factors, 
and evaluate these 
findings to address 
health disparities. 

Cohort study 
 
Level IV 

Sample: Northern 
Manhattan Latino 
neighborhoods where 
nearly half the 
population is foreign 
born, 18% live below 
poverty line and 40% are 
limited English speakers. 
All duel-beneficiary pts 
were eligible for 
screening between 
September 2018 to 
August 2019. 13,273 pts 
were screened across 4 
sites and 3 disciplines 
 
Setting: Manhattan, New 
York 

1939 were identified 
with previously 
undetected needs, 944 
were enrolled in 
navigation to address 
social service needs.  
 
27% screened positive 
for food insecurity 
 
25% screened positive 
for housing insecurity 
 
12% screened positive 
for transformational 
needs  
 
8% screened positive for 
utility needs 
 
1% screened positive for 
safety needs 
 
Of the population 
screened, 82% identified 
as Hispanic, 14% 
identified as  
Black/African American, 
and 68% identified as 
female 
 
The average household 
income was $24,000 

Screening was completed 
in only 1 city, with 
nothing to compare to 
Screenings were 
voluntary  
Patients were screened 
across multiple 
disciplines 
 

Hispanic populations 
may be at greater risk for 
SDoH risk factors. 
  
Food and housing 
insecurity are some of 
the top SDoH disparities 
in some areas. 
 
Screening for SDoH 
enables health care 
facilities to identify the 
social and environmental 
conditions affecting its 
pts, and address needs 
that extend beyond 
standard clinical care. 
 
SDoH screening has 
helped to identify a not 
previously detected 
population of “rising 
risk” pts, who are 
socially but not yet 
medically complex. 

Note. SDOH=Social Determinants of Health 
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Young, M. (2020) 
 
A case management 
program in a hospital 
that focuses on SDoH 
to reduce revisit rates in 
its Emergency 
Department. 

Single 
prospective/cohort 
study 
 
-Level IV 

Sample: People re-
visiting the ED at 
Valleywise Health 
 
Setting: Phoenix, 
Arizona 

The ED’s revisit rate 
dropped by 50% from 
6% to 3%  
 
-A system was created 
when a pt came back to 
the ED, a boomerang 
appeared. They would 
then be screened about 
transportation, money, 
access to care, and 
other basic screenings 
 
-Other criteria included 
pts who have visited the 
ED 3-4x within 6 
months, and any 
unscheduled 30-dat 
readmission within 6 
months 

-Study was completed 
in only 1 city 
 
-No specific number of 
patients in study given. 
Just percentages 

Identifying frequent 
flyers to the hospital 
identifies at risk pts that 
should be screened for 
SDoH. 

Sullivan and Thakur 
(2020) 
 
To evaluate current 
literature and further 
explore the 
relationships between 
SDoH and asthma 

Review of literature 
 
Level V 

Review of “recent 
epidemiologic, 
mechanistic, and 
intervention studies of 
structural and social 
determinates of health 
and asthma outcomes 
covering from the 
period from 2014 to 
2019” (Sullivan & 
Thakur, 2020) 
 

Socioeconomic factors, 
race/ethnicity, 
psychosocial stress, and 
housing conditions 
have been shown to 
impact asthma 
outcomes 

No data to analyze as it 
was only a discussion 
of the literature. 

Social determinants of 
health factors can 
negatively affect 
asthma outcomes. 

Note. ED=Emergency Department, pt=patient, SDoH=Social Determinants of Health 
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Barton, L. R., Parke, K. 
A., & White. C. L. (2019) 
 
To implement screening 
tool at high school-based 
health clinic to identify at 
risk teenagers and to 
implement resources to 
help eliminate risks. 
 

Quantitative Research 
Study 
 
Level VI 

Sample: 48 students 
completed the screening 
set, 73% were female, 
79% Hispanic 
 
Setting: high school-based 
health clinic in 
nontraditional school in 
impoverished area of 
Texas 
 

Questions regarding 
anxiety and depression 
yielded the highest 
positive result.  Tobacco 
use was 17% of students 
screened, alcohol was 8%, 
illicit drug use was 27%, 
food insecurities was 19%, 
25% stated they did not 
eat any fruits all day, 37% 
no vegetables, 35% stated 
they exercised most days 
of the week, poor health 
literacy was positive for 
42%, sexually active 
students stated that 40% 
did not use a condom and 
48% had more than one 
sexual partner and 52% 
did not use any form of 
birth control. 
Homelessness and 
personal violence did not 
illicit a positive response. 
Overall, there was a 115% 
increase in behavior health 
referrals, 40% increase in 
nutritional counseling, and 
250% increase in social 
services referrals 
including gynecological 
related. 

Personal violence and 
homelessness had no 
response so the verbiage 
of these questions may not 
be accurate for high 
school students, no 
statistical analysis was 
discussed, only 
percentages, small sample 
size, only administered 
over 5 months, school 
based clinic was only 
available two mornings a 
week. Majority of 
participants were Hispanic 
female which may affect 
the generalizability of the 
results. 

The results indicated at 
risk areas for students 
which elicited further 
follow up.  While the level 
of evidence and project 
design are low, this can be 
used as an example to 
support school-based 
clinic usage of a screening 
tool for SDoH. 
 

Note. EMR=Electronic Medical Record, SDoH=Social Determinants of Health, QI=Quality Improvement 
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Morgenlander, et al. (2020) 
 
To examine systematic 
screening for SDoH in 
pediatric resident clinics 
enrolled in Continuity 
Research Network 
(CORNET).  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Cross-sectional, observational 
study 
 
Level VI 

Sample: 158 individual clinic 
sites of the 112 CORNET 
programs were surveyed from 
July 1st 2015- June 30th 2016 
 
Setting: United States 

65 of the 158 clinic sites 
(41%), and 50 of the 112 
CORNET programs (45%) 
completed the survey. 
Participating residence 
programs had more residents 
compared to not participating 
programs (P <.001), and 
participating CORNET clinics 
had fewer white patients 
compared to non-participating 
CORNET clinics (P= .003) 
 
Screening most commonly 
occurred at well visits (47%) 
 
The PCP most commonly 
administered the screening 
(51%) 
 
The most commonly sited 
barriers to screening were lack 
of time (68%), and lack of 
resources to address positive 
screens (47%). 
 
Maternal depression screening 
is the most common screened 
SDoH (86%), Educational 
screening is the second most 
common, Food insecurity is the 
third most common, and 
Firearm exposure is the fourth 
most common screened SDoH. 

Study does not include exact 
number of participants, just 
broad clinic and program 
numbers 
 
No identified control group 

SDoH are not routinely 
screened for at primary care 
practices. 
 
Some screening is common in 
pediatric continuity clinics, 
but universal screening for 
SDoH is not. 
 
Future research needs to 
specify with SDoH should be 
screened for and to determine 
best practices for screening 
that will most benefit patients. 

Note. SDoH=Social Determinants of Health, PCP=Primary Care Provider 
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Pires Gadelha, et al. 
(2020) 
 
To evaluate the SDoH of 
high-risk pregnant women 
during prenatal follow-up  

Cross-sectional 
observational study 
 
Level VI 

Sample: 276 high-risk 
pregnant women ages 15-
46, from August to 
November 2018 with a 
confirmed diagnosis of 
high gestational risk. 
 
Pregnant women with 
psychotic breakdown or 
disabilities that prevented 
her from answering the 
survey were excluded 
 
Setting: Fortaleza, Brazil 

Regarding behavior and 
lifestyles of pregnant 
women, 10 (3.6%) 
reported smoking, 7 
(2.5%) reported drinking 
alcohol and 4 (1.4%) 
reported illegal drug use.  
 
When asked if it was a 
planned pregnancy; 167 
(60.5%) stated no, while 
only 108 (39.1%) stated 
yes.  
 
Regarding yrs of 
education; 59 (21.4%) 
reported <9 yrs, 175 
(63.4%) reported 10-12, 
and only 42 (15.2%) 
reported >12 yrs of 
education.  
 
Regarding monthly family 
income, 1 or (0.3%) had 
no income, 96 (34.8%) 
had <1 monthly income, 
148 (53%) had 1-3 
monthly incomes, and 28 
(10.2%) had >3 monthly 
incomes. 
 
 
 
 

Study was completed in 
only one city 
 
Study did not evaluate 
housing conditions 

Most high-risk pregnant 
women denied legal 
and/or illegal drug use. 
 
The prevalence of 
unplanned pregnancy is 
high. 
 
Educational level is a 
favorable determinant of 
health, while low income 
is a harmful condition to 
those who are at high-risk 
during pregnancy. 

Note. SDoH=Social Determinant of Health, yrs=years 
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Purkey et al. (2019) 
 
 
To support the evidence 
to routinely screen with a 
universal screening 
question for poverty as it 
is not routinely being 
utilized in practice. 

Exploratory-Qualitative 
study 
 
Level VI 

Sample: Twenty-two 
health care providers (10 
pediatricians, 9 family 
physicians and 3 nurse 
practitioners), 581 
patients screened (9% of 
the appointments) 
 
Setting: Ontario, Canada 
over a 3-month period 
 

Quantitative: 28% of the 
patients screened 
positive for poverty, 74% 
of those patients were 
provided with an 
intervention 
 
Qualitative: 82% of the 
providers attended the 
focus group with 5 major 
themes identified: 
support for the 
importance of screening 
all patients, barriers both 
individual as a 
practitioner and as an 
organization, contextual 
factors, and lack of 
expertise. 
 

Only 9% of the patient’s 
providers saw in clinic 
were given the survey.  
 
There is no statistical 
analysis interpretation 
given to determine if the 
percentages were 
significant or not.  
 
The time frame was also 
relatively short by only 
being 3 months long.   
 
While the number of 
patients surveyed was 
large, utilizing more 
practitioners in both an 
urban and rural setting 
may have yielded 
different results.  
 
Providers were reminded 
to fill out the survey by 
having the research 
assistance routinely visit. 
These were also self-
reported numbers. 
 
Providers were from a 
self-selected group, 
possibility for bias. 
 
 

Universal screening may 
be useful as providers 
may be unaware of 
patient’s financial status, 
even after seeing the 
patient for years. 
  
Financial risk should be 
reassessed periodically 
as the patient’s financial 
situation may change 
over the course of time 
and with different life 
events. 
 
The focus group 
outcomes portraying 
themes that providers 
commonly encounter that 
impact their ability to 
screen consistently for 
patients living in 
poverty.  Knowing these 
common barriers can 
impact future practice for 
these to be overcome. 
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Delabarba Marim, et al. 
(2020) 
 
Examine from the point of 
view of adolescents, 
which SDoH impact their 
health and community  

Qualitative, descriptive 
study  
 
Level VII  
 

Sample: Ten adolescents, 
aged 12-13 (5 girls and 5 
boys) who were enrolled in 
elementary education at a 
public school in the 
Litorâneo neighborhood.  
 
Setting: São Mateus, Brazil  

Garbage was found 
littering the streets, 
unhealthy food options are 
the mainstay offered, 
alcohol and cigarettes 
were commonly offered   

Study was completed in 
only one city 
 
Small study with only 10 
participants  

Healthy food options are 
not readily available in 
areas of poverty. There is 
also a lack of access to 
clean drinking water, area 
is full of trash. 
 
Alcohol and cigarettes 
were readily available and 
offered to adolescents  

Embleton, et al. 
(2020) 
 
Examine how youth in 
Kenya disproportionately 
experience preventable 
morbidities and premature 
mortality due to SDoH 

Qualitative study  
 
Level VII 
 

Sample: 00 participants 
including community leaders, 
government officials, vendors, 
police officers, general 
community residents and 
stakeholders in 5 counties 
across Kenya from May 2017 
to September 2018.   
 
Setting: Five counties across 
Kenya: Trans-Nzoia, 
Bungoma, Kisumu, Uasin 
Gishu, and Nakuru 

Social and health disparities 
arise as a result of structural 
and social determinants 
stemming from 
socioeconomic and political 
environment that produces 
systemic discrimination  
 
These social determinants 
result in a lack of basic 
material needs, precarious 
housing or being homeless, 
substance use and misuse, 
and several psychosocial 
stressors 

Study may not be as 
applicable in United States 

SDoH are present all ov.er 
the world in many different 
communities. 
 
Substance abuse and 
psychosocial stressors are 
key disparities that can 
affect a patient’s health. 

Figueiredo, et al. 
(2019) 
 
Examine the practices of 
health promotion articulated 
to the social determinants and 
developed by professionals of 
the Primary Health Care 

Qualitative, descriptive 
study  
 
Level VII  
 

Sample: 9 health professionals 
enrolled in 2 basic health units. 
14 females and 5 males from 35 
yrs (13), 36-50 yrs (5), >50 yrs 
(1) 
 
Setting: Brazil 

-Many professionals affirmed 
that they act from some 
services that directly 
influence the quality of life of 
the population such as the 
school, guardianship council, 
nursing homes and support of 
the city hall. These 
partnerships are aimed at 
reducing the number of 
people at risk and vulnerable 
in the communities   

Study did not give 
quantitative figures on how 
SDoH were reduced in at risk 
people 

Health care promotion 
practiced in decreasing SDoH 
are fundamental to increase 
the positive health status of 
the population.  
 

Note. SDoH=Social Determinants of Health, yrs=years 
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Herrera, et al. (2019) 
 
To evaluate staff 
response and 
recommendation after 
implementation of SDoH 
screening tool RCT. 

Qualitative study 
 
Level VII 

Sample: Of the 17 staff 
from 3 community health 
centers that participated 
and were the clinical 
contacts during the RCT 
previously mentioned, 11 
agreed to participate in 
interview after being 
emailed. 
 
Setting: Interviewed 
between September 2018 
and February 2019. 
Interviews were 
conducted via telephone 
and averaged about 16 
minutes and were audio-
recorded. 
 

Four themes were 
identified:  
1) benefits of the WE 
CARE model: clinicians 
felt it was productive and 
effective and had patient 
friendly language and the 
screening prompted staff 
to seek help for the 
patients.  
2) Prioritizing WE 
CARE: it was easy to 
perform and to 
implement into their 
visits, but challenges did 
exist such as time 
constraints and lack of 
referral protocol being 
followed through. 
3) Reliance on Patient 
Navigator: there was a 
lack of an internal super 
user to guide the staff but 
relied heavily on the 
patient navigator to help 
with patient needs. 
4) Resource limitation: 
clinician knowledge of 
available resources in the 
communities as they are 
constantly changing. 

Only three of the six 
community health 
centers participated in 
the follow up interviews 
with only 11 staff in total 
being interviewed (small 
sample size).  The other 
three locations could 
have varying views 
which could have altered 
the themes established.  
 
The interviews were 
conducted three years 
after the RCT. 
 
Located in urban area, 
with more resources 
available than rural areas 
 
 

Clinicians felt that 
having a screening tool 
in place was beneficial, 
however taking action 
after results obtained can 
be difficult. 
 
The information from 
this study can be 
beneficial for future 
research by having pre-
determined community 
resources available, and 
standardized times and 
modes of surveying. 

Note. RCT= Randomized Control Trial, SDoH=Social Determinants of Health, WE CARE= Well Child Care, Evaluation, Community 
Resources, Advocacy, Referral, Education 
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Table 1 

Review of Literature 

Study and 
Purpose 

Design and Level 
of Evidence 

Sample and 
Setting 

Findings Limitations Implications for 
Practice 

La Forge et al. (2018) 
 
To give an overview of 
how six different 
organizations 
developed tools to 
identify and/or address 
SDoH to provide 
suggestions for others 
wanting to develop 
similar tools. 

Case Study Review 
 
Level VIII 

Sample: 
Representatives from 
six institutions  
 
Setting: Institutions 
were located in Los 
Angeles, CA, 
Albuquerque, NM, 
Bend, OR, Oakland, 
CA, and Washington 
D.C. 
 

Commonalities between 
each organization is 
that they first started by 
revieing existing tools 
and sought to develop 
their own.  Another 
commonality was how 
to administer the 
screening tool, it found 
that each institution 
stated there was little 
patient discomfort 
noted in the screenings. 
Finally, another 
concern identified by 
the interviews was the 
process of how to 
address the unmet 
needs once identified. 

Only based on west 
coast in the United 
States and in large 
cities.   
 
Not a representation of 
all the current screening 
developmental 
processes.  
 

This overview is 
important as it can be 
used as a reference on 
what other 
organizations have 
done to design and 
implement an original 
screening tool. 

Note. D.C.=District of Columbia, CA= California, NM= New Mexico, OR=Oregon, SDoH=Social Determinants of Health 
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Social Determinants of Health: Developing 
and Implementing a Practical Toolkit for the 

Primary Care Setting



“Health inequalities and the 
social determinants of 
health are not a footnote to 
the determinants of health. 
They are the main issue.”

-Michael Marmot



What’s the Problem?

Unmet social needs can put patients at increased risk for:

 Mental illness

 Chronic diseases

 Higher mortality

 Lower life expectancy

Providers do not consistently inquire about these needs

The purpose of this project is to:

 Evaluate current Social Determinants of Health (SDoH) screening methods

 Pilot a screening tool to evaluate risk factors for SDoH

 Provide process recommendations to positively impact community health 
outcomes 



● 13.9% of 
residents of 
Shawnee 
County live in 
poverty

● 9.4% do not 
have health 
insurance

● 9.5% <65 live 
with a 
disability

Background



Pine Ridge Family Health Center

Washburn Student Health Services

• Located in Topeka, KS 
• Associated with 

Topeka Housing 
Authority

• Serves students and faculty 
at both Washburn University 
and Washburn Tech

Project Site Selection



Review of Literature

25 articles reviewed

International issue

Generalizability 
 Inconsistent patient types

 Consistency of screening

Three themes identified

 Lack of standardized tool

 Time constraints reported 
by staff

 Frequency of survey 
screening



Theoretical Framework and Foundation

Health Belief Model
• Identifying patient-perceived gaps in health and social status
• Recognizing the effect social determinants may have on 

overall health

Knowledge-to-Action (KTA) Framework 
• Inquiry
• Implementation
• Dissemination



Project Design
Quality Improvement Project

Aimed to increase screening 

for SDoH through process improvement

 Assessed provider awareness and 

perceived knowledge/barriers

 Created novel screening tool & 

standardization of screening guidelines

 Created provider toolkit-accessible 

resources for staff at POC



Phase One:
Pre-Implementation 
and Screening Tool 

Development
January-February 2021



SDoH Assessment 
of Providers

 Assessment of provider awareness 
and knowledge of SDoH resources

 Creation of survey 

 Developed on Survey Monkey

 Providers were assigned a 
pseudonym for their name 
(i.e. Provider X, Provider Y, 
Provider Z etc.)

 Pre-assessment completed in March 
prior to project implementation

 Post-assessment completed in 
September 





Patient Screening Tool Development 
and Implementation

• Question Development

• WE CARE survey 

• Previous THA project data

• Five domains of SDoH

• Validity and reliability

• Monthly screening

• Discriminatory validity

• Screening 

• Completed upon check-in

• English and Spanish options

• 8th Grade reading level

• Stored in a locked box





Phase Two:
Data Collection 

and Analysis 
March-August 2021



Data Collection
• Bi-weekly site pick-up 

and check in
• Two SDoH “happy 

hours” with providers 
to gain insight

• Data entered in secure 
document 

• All collected 
surveys  
destroyed 



Data Analysis: Patient Screening Tool Results

Pine Ridge Family Health 
Data

 43% eligible patients surveyed

 32% stated did not have money to 
pay for medications

 8% stated they did not feel safe in 
their neighborhood

 11% stated they had no one to 
contact in an emergency

Washburn Student Health 
Data

 3.9% eligible patients surveyed

 31% stated they did not have 
money to pay for medications

 23% stated they did not feel safe 
in their neighborhood

 12% stated they had no one to 
contact in an emergency

The top three needs identified were food 
insecurities, financial concerns and education



Data Analysis: Provider Survey Results

BARRIERS

Time Constraints

Inability to follow up with 
findings

Stigma

BENEFITS 

Increased frequency                
in addressing SDoH

Increased confidence 
level in screening






Phase Three:
SDoH Toolkit 

Development
September 2021



Provider 
Answer 

Key



 
Have you filled out this survey within the 
last month? 
 
  YES 
 

NO 
 
Have you gone at least one month of the last 
year without having the money to pay your 
monthly bills? 
 
  YES 
 

NO 
 
Have you been threatened with eviction or 
foreclosure within the last year? 
 
  YES 
 

NO 
 
Do you have your high school diploma or 
GED? 
 
  YES 
 

NO 
 
Within the last year, have you been unable 
to pay for your medications that were 
recommended by your healthcare provider? 
 
  YES 
 

NO 

Have you had any issues obtaining 
transportation to your health care 
appointments? 
 
  YES 
 

NO 
 
Within the last month have you worried 
about providing enough food for yourself or 
your family? 
 
  YES 
 

NO 
 
Within the last month have you ever felt 
unsafe in your house or neighborhood? 
 
  YES 
 

NO 
 
If you had an emergency, do you have at 
least one person you could turn to for help? 
 
  YES 
 

NO 
 
Within the last 3 years, have you or anyone 
in your household been in prison? 
 
  YES 
 

NO 
 
 
 






Have you filled out this survey within the last month?



		YES

x



NO



Have you gone at least one month of the last year without having the money to pay your monthly bills?

x



		YES



NO



Have you been threatened with eviction or foreclosure within the last year?



		YES

x



NO



Do you have your high school diploma or GED?

x



		YES



NO



Within the last year, have you been unable to pay for your medications that were recommended by your healthcare provider?



		YES

x



NO

Have you had any issues obtaining transportation to your health care appointments?



		YES

x



NO



Within the last month have you worried about providing enough food for yourself or your family?

x



		YES



NO



Within the last month have you ever felt unsafe in your house or neighborhood?



		YES

x



NO



If you had an emergency, do you have at least one person you could turn to for help?

x



		YES



NO



Within the last 3 years, have you or anyone in your household been in prison?



		YES

x



NO











Decision Tree



 
Have you filled out this survey within the 
last month? 
 
  YES 
 

NO 
 
Have you gone at least one month of the last 
year without having the money to pay your 
monthly bills? 
 
  YES 
 

NO 
 
Have you been threatened with eviction or 
foreclosure within the last year? 
 
  YES 
 

NO 
 
Do you have your high school diploma or 
GED? 
 
  YES 
 

NO 
 
Within the last year, have you been unable 
to pay for your medications that were 
recommended by your healthcare provider? 
 
  YES 
 

NO 

Have you had any issues obtaining 
transportation to your health care 
appointments? 
 
  YES 
 

NO 
 
Within the last month have you worried 
about providing enough food for yourself or 
your family? 
 
  YES 
 

NO 
 
Within the last month have you ever felt 
unsafe in your house or neighborhood? 
 
  YES 
 

NO 
 
If you had an emergency, do you have at 
least one person you could turn to for help? 
 
  YES 
 

NO 
 
Within the last 3 years, have you or anyone 
in your household been in prison? 
 
  YES 
 

NO 
 
 
 






Have you filled out this survey within the last month?



		YES

x



NO



Have you gone at least one month of the last year without having the money to pay your monthly bills?

x



		YES



NO



Have you been threatened with eviction or foreclosure within the last year?



		YES

x



NO



Do you have your high school diploma or GED?

x



		YES



NO



Within the last year, have you been unable to pay for your medications that were recommended by your healthcare provider?



		YES

x



NO

Have you had any issues obtaining transportation to your health care appointments?



		YES

x



NO



Within the last month have you worried about providing enough food for yourself or your family?

x



		YES



NO



Within the last month have you ever felt unsafe in your house or neighborhood?



		YES

x



NO



If you had an emergency, do you have at least one person you could turn to for help?

x



		YES



NO



Within the last 3 years, have you or anyone in your household been in prison?



		YES

x



NO













Additional Resources 
 

1. Shawnee County WIC 
- 785-251-5607 
- 2600 Sw E Circle Drive Topeka, KS 66606 
- https://www.snco.us/HD/women_infants_children.asp  

2. KanCare/Sunflower Health Plan 
- KanCare Enrollment Center phone: 1-800-792-4884 
- https://www.kancare.ks.gov/consumers/apply-for-kancare 

3. Topeka Housing Authority (THA) 
- 785-357-8842 
- 2010 SE California Avenue Topeka, KS 66607 
- https://www.tha.gov 

4. Shawnee County Health Department 
- Immunizations, STD Clinic  
- 785-251-5700 
- 2115 Sw 10th Avenue Topeka, KS 6604 
- http://www.snco.us/HD/immunizations.asp  

Food Assistance in Topeka, KS 
1. Topeka Rescue Mission Distribution Center 

- 785-357-1828 
- 401 NW Norris Street Topeka, KS  

2. Harvesters 
- 785-861-7700 
- 215 SE Quincy St. Topeka, KS 

3. Let’s Help 
- Community Lunch 11:30-1pm M-F; 9:30-10:30 am 2nd and 4th Saturday 
- 785-234-6208 
- 200 S. Kansas Ave Topeka, KS  

4. Temple of Deliverance Church Food Pantry Topeka 
- Pantry hours: 2nd Saturday of the month from 11:00am -1:00pm 
- 785-235-6755 
- 520 SE Norwood Street Topeka, KS  

5. Catholic Charities Food Pantry Topeka 
- Photo ID required. Pantry hours: 11:00 am-2:00pm M, T, Th, F 
- 785-233-6300 
- 234 S. Kansas Ave Topeka, KS  

*WASHBURN STUDENTS ONLY* 
6. Bods Feeding Bods 

- Monday-Saturday 3:00 pm-5:00 pm (closed on Sunday and during any school closures, 
including summer break) 

- 785-670-1950 
- LinC Office, Benton Hall 208 

7. Washburn University Campus Advocate 
- Molly Steffes-Herman 
- 785-670-3100 molly.herman@washburn.edu 
- Kuehne Hall, Suite 200, she may provide community resources 
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Risk Category 
from Patient 
Screening Tool

 Low Risk: 0-3 
positive 
responses

 Moderate Risk: 
4-6 positive 
responses

 High Risk: 7-9 
positive 
responses



Financial Impact
Population

 Decrease financial burden for patients 
 Increase medical compliance 
 Opportunity cost for preventative care

 Average yearly cost of diabetes= $16,750 (ADA, 2018)
 Chronic health conditions cost employers $36.4 billion yearly due to employee 

absences (CDC, 2020)

Agency
 Increase follow-up, reduce no-shows
 Emphasize the need for services provided by clinics

Health Care System
 Preventative care savings
 Reduced ED visits

 Cost of treating primary care conditions in the ED = $2,032 (United Health 
Group, 2019)



Contributions to the Nursing 
Profession

 Treatment

 Provider Awareness

 Improved Communication

 Suggested Guidelines for 
Standardization



Interprofessional Collaborations

 Previous Research 
from Washburn 
University Faculty

 Pine Ridge and 
Washburn Student 
Health 

 Washburn University 
Social Work





Limitations

 COVID
 Washburn Student Health 

summer census decline
 Vaccine clinics 
 Data tracking challenges



Leadership



Thank you
 Dr. Hartman, Dr. Reisinger, Dr. Waugh
 Washburn School of Nursing Faculty
 Topeka Housing Authority and Pine Ridge Family Health 

Center
 Washburn Student Health Services
 Washburn Campus Advocate
 Washburn Counseling Services
 Our families and spouses
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