Screening for Social Health Needs: A Quality Improvement Project at ECU Family Medicine
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BACKGROUND

Despite evidence demonstrating the strong
relationship between social determinants and
health outcomes, the most effective approach to
screening for social health needs in the clinical
setting remains unclear. Studies have
demonstrated a significant number of unmet social
health needs among patients who frequently
utilize the emergency department (ED). One study
found that up to 25% of ED visits by homeless
individuals could have been prevented if food or
shelter was available by other means. NCCARE360
is the proposed state-wide solution to narrowing
this care gap and is designed to coordinate care by
addressing various patient needs, including
housing, food assistance, personal safety, and
other social determinants of health. NCCARE360 is
intended to be implemented in every NC county by
the end of 2020.
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LESSONS LEARNED

» Utilizing a standardized screening tool to identify
social health needs increases awareness of non-
medical drivers of health that could be
complicating chronic health conditions and/or
treatment compliance
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ECU FM Gold module medical staff

administered screening tool to ED

follow-up patients for one month
(including pilot week)
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Ql team determined to
pilot social health needs
screening tool for one
month at ECU Family
Medicine.

» Implementing standardized screening increases
the number of referrals placed to community
partners through NCCARE360 and narrows the
pre-existing gap between health and community
systems of care

)

Weekly review of completed screeners to
identify areas of greatest social health
needs and/or correlations among
frequency of ED visits and unidentified
social health needs.

Determined that larger sample size was
needed to gather more data. Hospital
follow-up patients were added to pre-

existing sample population.

» This standardized screening system is feasible,
effective, and has increased the quality of
person-centered wraparound care at ECU Family
Medicine Center’s Gold Module
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» Encourage increased community agency
utilization of NCCARE360 system by all medical
providers and staff on the Gold Module
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» Proceeding the pilot period, an additional eleven patients were identified, with four identifying at
least one social need.

We would also like to thank the SHAPE Program for
making this project possible.

» Of the seven patients who identified as having a social need, 41% identified a food insecurity, 30%
identified difficulty with transportation, and 29% identified difficulty with housing.
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» Unfortunately, sixteen patients were missed; solutions will be identified to reduce rate of missed
patients.
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