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Background: Knowledge of the biological pathways and mechanisms connecting social factors
with health has increased exponentially over the past 25 years, yet in most clinical settings, screening
and intervention around social determinants of health are not part of standard clinical care.
Electronic medical records provide new opportunities for assessing and managing social needs in
clinical settings, particularly those serving vulnerable populations.

Purpose: To illustrate the feasibility of capturing information and promoting interventions related
to social determinants of health in electronic medical records.
Methods: Three case studies were examined in which electronic medical records have been used to
collect data and address social determinants of health in clinical settings.

Results: From these case studies, we identiﬁed multiple functions that electronic medical records
can perform to facilitate the integration of social determinants of health into clinical systems,
including screening, triaging, referring, tracking, and data sharing.
Conclusions: If barriers related to incentives, training, and privacy can be overcome, electronic
medical record systems can improve the integration of social determinants of health into healthcare
delivery systems. More evidence is needed to evaluate the impact of such integration on health care
outcomes before widespread adoption can be recommended.
(Am J Prev Med 2015;48(2):215–218) & 2015 American Journal of Preventive Medicine

Introduction

D

espite growing evidence demonstrating that
behavioral and social factors impact short- and
long-term health,1–15 electronic medical records
(EMRs) generally do not capture data on social determinants of health (SDH). In 2013, the IOM convened an
expert committee charged with articulating recommendations for SDH domains and measures to include in EMRs.16
Though there are limited data available evaluating the health
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impacts of this integration, prefacing the IOM Committee’s
ﬁnal report (due in late 2014), this paper highlights three
case studies of EMR platforms that capture and address
information on these fundamental mortality drivers.

Case Studies
Case Study 1: Tailoring Electronic Medical
Record Social Screening and Referrals to
Available Community-Based Agencies
Pediatricians from Johns Hopkins Children’s Center
Harriet Lane Clinic (HLC) capture families’ basic resource
needs in a social history section of the pediatrician’s note
(Figure 1) in their EMR, Epic. Physicians refer families
with identiﬁed needs to Health Leads, a non-proﬁt
organization contracted by the hospital17 that uses trained
college student Advocates, whom the hospital has granted
EMR access as cleared hospital volunteers under Health
Leads’ Business Associates agreement, to link families with
local social services. Categories in Epic parallel Health
Leads’ scope of services. Physicians can check off “Food,”
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Figure 1. Epic social history screen shot, Johns Hopkins Children’s Center.

for example, indicating that a family screened positive for
food insecurity. Once a referral is initiated, Advocates
document a family’s information in a proprietary external
application, which includes patient demographics, resource
eligibility, referrals, and referral outcomes. Advocates
access Epic to receive referrals and communicate outcomes
to referring physicians. Because social needs are captured
as structured data within physician note templates and
Health Leads’ system, reports can enable clinic leadership
to study impacts of social needs and resource interventions
on individual or population health over time.

condition. Once completed, the letter is printed and sent
to the power company and a copy is ﬁled in the EMR.
Adding EMR shut-off protection letters decreased clinician time spent on providing protection letters from an
estimated 30 minutes to 30 seconds.18 As a result of the
EMR integration and associated training to increase
provider awareness of utility shut-off consequences, there
was a 300% increase in the number of completed protection
letters in the BMC Pediatrics Clinic—from 193 in 2005–
2006 to 676 in 2008–2009—during a time of stable clinical
volume, approximately 20,000 outpatient visits a year.

Case Study 2: Creating Clinic-Level Efﬁciencies
Through Electronic Medical Record–Based
Shut-Off Protection Letters

Case Study 3: Using the Electronic Medical
Record to Improve Team-Based Care for
Homeless Veterans

A common legal need for low-income families is maintaining heat or electricity service after threat of disconnection for non-payment of bills. Many states have legal
protections to avoid utility shut-off given the severe
potential health consequences of loss of medical devices
like nebulizers or respirators. To maintain service in these
instances, a utility shut-off protection letter is sent from a
healthcare provider to a utility company stating that the
provider cares for a patient with a chronic illness and the
patient’s treatment depends on utility service. The utility
company is then obligated to guarantee uninterrupted
service even if a family cannot afford utility bills. Barriers
to including shut-off protection letters in clinical care
include provider time and training. The medical–legal
partnership at Boston Medical Center (BMC), MLP |
Boston, devised a legally formatted shut-off protection
letter that is now integrated into their EMR (GE Centricity). The provider can auto-populate this letter with the
patient’s demographic information, and with the patient’s
permission, note that the patient has a chronic serious

In 2012, a primary care clinic co-located in the West Los
Angeles Medical Center Emergency Department at the
Veterans Affairs (VA) Greater Los Angeles Healthcare
System (WLA ED) adapted an assessment tool originally
developed by the National Center on Homelessness
Among Veterans to identify patients who were homeless
or at risk of homelessness to improve care for highutilizer homeless Veterans. Veterans presenting with
low-acuity symptoms to WLA ED during clinic hours
are now asked about housing needs, including where they
slept the preceding night and whether they have housing
stability. Screening results are recorded via EMR in clinic
notes and via homelessness Current Procedural Terminology codes, thereby facilitating electronic referrals to
VA homeless programs, workload documentation, and
higher reimbursement rates. In an evaluation conducted
between May and December 2012, more than 200 of 400
Veterans seen in the WLA ED were identiﬁed as homeless or at risk of homelessness, and 63% of these 200
patients received same-day access to a primary care–
www.ajpmonline.org
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improving data accessibility
and standardization, linking
SDH interventions with health
outcomes, and supporting the
examination of individual- and
population-level data. At the
very least, screening questions
used in EMRs should be validated, such as the two-question
“hunger vital sign” developed
by Children’s HealthWatch
[Within the past 12 months we
worried whether our food would
run out before we got money to
Figure 2. Key functions and facilitators of social determinants of health–EMR
buy more; and Within the past
integration.
12 months the food we bought
just
didn’t
last
and
we
didn’t
have money to get more].26
based, multidisciplinary, intensive care management
Finally, a comprehensive EMR that includes patient
program.19 In 2013, the initial four-item paper-based
social needs and treatments could enable bidirectional
screening tool was replaced by a universal assessment of
electronic communication between medical and social
homelessness risk administered via the VA’s EMR in all
service providers. This is likely to raise concerns about
outpatient settings across the country.20
information privacy and security when social service
providers sit outside the clinical setting. Clinics will need
Barriers and Opportunities
to utilize technology that is capable of electronically
connecting and safely sharing information across clinical
When adequately leveraged, electronic platforms impand non-clinical systems.
rove integration between medical and social service
delivery. These case studies highlight EMR features that
facilitate this integration, including screening for social
Summary
needs; triaging these needs and making referrals to
internal, external, or automated resources; tracking both
New recommendations are likely to be available soon
individual- and population-level data; and sharing
from the IOM regarding SDH domains to include in
tracked data with community partners (Figure 2).
EMRs. Using these recommendations, healthcare settings
Across healthcare systems, however, there are challenges
may create opportunities to integrate evidence-based
to medical and social service integration that must be
SDH metrics systematically into clinical care processes,
21,22
addressed.
For instance, although there are considerincluding functions related to social screening; triaging
able ﬁnancial incentives to the adoption of EMRs
social needs; making referrals; tracking individual- and
embedded in recent federal legislation, there are not yet
population-level data; and sharing tracked data. These
explicit ﬁnancial incentives for clinics to prioritize data
could enhance the integration of social services and
collection and resource allocation focused on SDH.
medical care, and improve health outcomes for individEncouragingly, Stage 3 guidelines for EMR meaningful
uals and communities.
use under Medicare and Medicaid EMR Incentive Programs,23 Patient-Centered Medical Home accreditation
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preparation, review, or approval of the manuscript. Gottlieb
and follow-up. Healthcare teams will need to adapt roles to
is employed by the University of California, San Francisco and
ensure members have expertise in relevant social needs and
is Co-Founder of HealthBegins.
can meet the demand for services in any particular area.
Karen Tirozzi acknowledges the leadership of Dr. Barry
Furthermore, there is little evidence on the best
Solomon and Dr. Tracy King in incorporating social determimethods for identifying and intervening on SDH. EMRs
nants of health into the EMR at Johns Hopkins Children’s
could provide opportunities to improve the evidence by
Center.
February 2015

218

Gottlieb et al / Am J Prev Med 2015;48(2):215–218

Rishi Manchanda is Founder and President of HealthBegins.
Manchanda is also a consulting physician at the Veterans
Administration (VA), West Los Angeles. The VA did not fund,
sponsor, or play a role in the design and conduct of the study;
collection, management, analysis, and interpretation of the
data; or preparation, review, or approval of the manuscript.
Megan Sandel’s work on this project was supported by the
Kresge and Robert Wood Johnson Foundations. Neither
funding agency played a role in the design and conduct of
the study; collection, management, analysis, and interpretation
of the data; or preparation, review, or approval of the manuscript. Sandel is also Medical Director of the National Center
for Medical–Legal Partnership.
No ﬁnancial disclosures were reported by the authors of
this paper.

References
1. Cook JT, Frank DA, Casey PH, et al. A brief indicator of household energy
security: associations with food security, child health, and child development in U.S. infants and toddlers. Pediatrics 2008;122(4):e867–e875.
2. Jyoti DF, Frongillo EA, Jones SJ. Food insecurity affects school
children’s academic performance, weight gain, and social skills. J Nutr
2005;135:2831–9.
3. Laraia BA, Siega-Riz AM, Gundersen C, Dole N. Psychosocial factors
and socioeconomic indicators are associated with household food
insecurity among pregnant women. J Nutr 2006;136(1):177–82.
4. Parker ED, Widome R, Nettleton JA, Pereira MA. Food security and
metabolic syndrome in U.S. adults and adolescents: ﬁndings from the
National Health and Nutrition Examination Survey. Ann Epidemiol
2010;20(5):364–70.
5. Seligman HK, Bindman AB, Vittinghoff E, Kanaya AM, Kushel MB.
Food insecurity is associated with diabetes mellitus: results from the
National Health Examination and Nutrition Examination Survey
(NHANES) 1999–2002. J Gen Intern Med 2007;22:1018–23.
6. Whitaker RC, Phillips SM, Orzol SM. Food insecurity and the risks
of depression and anxiety in mothers and behavior problems in their
pre-school-aged children. Pediatrics 2006;118:e859–e868.
7. Winicki J, Jemison K. Food insecurity and hunger in the kindergarten
classroom: its effect on learning and growth. Contemp Econ Policy
2003;21(2):145–57.
8. Stuff JE, Casey PH, Szeto KL, Gossett JM, Robbins JM, Simpson PM,
et al. Household food insecurity is associated with adult health status.
J Nutr 2004;134(9):2330–5.
9. Bassuk EL, Weinreb LF, Dawson R, Perloff JN, Buckner JC. Determinants of behavior in homeless and low-income housed preschool
children. Pediatrics 1997;100(1):92–100.
10. Coley RL, Leventhal T, Lynch AD, Kull M. Relations between housing
characteristics and the well-being of low-income children and adolescents. Dev Psychol 2013;49(9):1775–89.

11. Cutuli JJ, Desjardins CD, Herbers JE, et al. Academic achievement
trajectories of homeless and highly mobile students: resilience in the
context of chronic and acute risk. Child Dev 2013;84(3):841–57.
12. Dong M, Anda RF, Felitti VJ, et al. Childhood residential mobility and
multiple health risks during adolescence and adulthood: the hidden
role of adverse childhood experiences. Arch Pediatr Adolesc Med
2005;159(12):1104–10.
13. Meyers A, Cutts D, Frank DA, et al. Subsidized housing and children’s
nutritional status: data from a multisite surveillance study. Arch
Pediatr Adolesc Med 2005;159(6):551–6.
14. Kim P, Evans GW, Angstadt M, et al. Effects of childhood poverty and
chronic stress on emotion regulatory brain function in adulthood. Proc
Natl Acad Sci U S A 2013;110(46):18442–7.
15. Noble KG, Norman MF, Farah MJ. Neurocognitive correlates of
socioeconomic status in kindergarten children. Dev Sci 2005;8(1):
74–87.
16. IOM. Recommended social and behavioral domains and measures for
Electronic Health Records, 2013. www.iom.edu/Activities/Public
Health/SocialDeterminantsEHR.aspx.
17. Health Leads. Health Leads: Better health. One connection at a time,
2014. healthleadsusa.org/.
18. Sandel M, Hansen M, Kahn R, et al. Medical-legal partnerships:
transforming primary care by addressing the legal needs of vulnerable
populations. Health Aff (Millwood) 2010;29(9):1697–705.
19. Patel B, Manchanda R, Altman L. A quality improvement innovation
to establish a patient centered medical home tailored to homeless
Veterans who utilize the emergency department. Poster session presented at: AcademyHealth Annual Research Meeting; 2014 Jun 8–10;
San Diego, CA.
20. Montgomery AE, Fargo JD, Byrne TH, Kane V, Culhane DP. Universal
screening for homelessness and risk for homelessness in the Veterans Health Administration. Am J Public Health 2013;103(S2):
S210–S211.
21. Glasgow RE, Kaplan RM, Ockene JK, Fisher EB, Emmons KM. Patientreported measures of psychosocial issues and health behavior should be
added to electronic health records. Health Aff (Millwood) 2012;31(3):
497–504.
22. Estabrooks PA, Boyle M, Emmons KM, et al. Harmonized patientreported data elements in the electronic health record: supporting
meaningful use by primary care action on health behaviors and key
psychosocial factors. J Am Med Inform Assoc 2012;19(4):575–82.
23. USDHHS. EHR incentives & certiﬁcation: how to attain meaningful use, 2013. www.healthit.gov/providers-professionals/how-attainmeaningful-use.
24. National Committee for Quality Assurance. PCMH eligibility, 2014.
http://www.ncqa.org/Programs/Recognition/Practices/PatientCentered
MedicalHomePCMH/BeforeLearnItPCMH/PCMHEligibility.aspx.
25. Barnett K, Somerville MH. Hospital community beneﬁts after the ACA:
Schedule H and hospital community beneﬁt—October opportunities
and challenges for the states. The Hilltop Institute 2012; October, Issue
Brief. www.hilltopinstitute.org/publications/hospitalcommunitybeneﬁt
saftertheaca-schedulehissuebrief4-october2012.pdf.
26. Hager ER, Quigg AM, Black MM, et al. Development and validity of a
2-item screen to identify families at risk for food insecurity. Pediatrics
2010;126(1):e26–e32.

www.ajpmonline.org

