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Abstract 

Background: Social determinants of health (SDOH) put some groups who access care at student-run 
free clinics (SRFCs) at higher risk for adverse medical outcomes. Free or low-cost community services 
supplement clinic-based interventions, but access is limited by knowledge, transportation, language, 
and/or trust. Social needs assessments may be electronically paired with resource connection tools to 
connect patients to local, validated resources. The objective of this pilot study was to evaluate the 
SDOH screen and resource connection tool developed at a SRFC. 
Methods: The tool was piloted with a convenience sample of 40 patients with scheduled outpatient 
appointments at a SRFC in Miami, Florida. Participants were given information about a variety of ser-
vices and screened for high-risk situations such as human trafficking. Follow-up survey via telephone 
at 2-4 weeks identified survey acceptability, successful connections, and barriers to access.  
Results: Forty participants completed the assessment. All participants were counseled regarding ex-
ercise and nutrition and requested information about more than one resource. Sixty percent (n=24) 
were successfully contacted for follow-up. Of these, 29% (n=7) were able to connect with one or more 
recommended resources. Reasons given for failure to access resources included lack of time or trans-
portation, health issues, and lack of response from contacted organizations.  
Conclusions: Social needs assessments may be implemented in SRFCs to identify high-risk needs, 
facilitate linkage to local organizations that meet these needs, gather data to guide future program-
ming, and provide education and counseling. Stronger connections with local organizations and 
closed loop referrals may be needed to facilitate connection to community resources. 
 
 

Introduction 
 

     The environmental factors that influence mor-
bidity and mortality are known as “social determi-
nants of health” (SDOH). Forces of socioeconomic 
inequality—such as racism, access to food, ability 
to exercise, transportation, education, cost of af-
ter school care, stability of housing, and English 

literacy—account for over 40% of the variance in 
health outcomes, as compared to medical care, 
which accounts for 20%.1,2 Despite the impact of 
SDOH, many physicians’ offices fail to screen pa-
tients. In a cross-sectional study of United States 
hospitals and outpatient practices, less than one 
fifth of outpatient physicians reported screening 
for SDOH.3  
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     Outside the clinic space, many patients do not 
know how to identify and access existing com-
munity services that might address their SDOH. 
Survey via online questionnaire of 1,006 adults 
across the United States demonstrates that over 
half reported that they were not sure if their com-
munities have transportation vouchers, housing 
counseling centers, housing vouchers, or subsi-
dized group exercise classes.4 Further, over a 
third reported that they were not confident they 
could identify community resources to meet 
their needs without assistance.4 Given the signif-
icant impact on health outcomes, several large 
healthcare systems are taking steps to integrate 
SDOH screenings into the electronic medical rec-
ord and to connect patients with local services.5-8 
     Existing literature seeks to characterize SDOH 
and resource connection programs. In a system-
atic review of 37 socioeconomic needs programs, 
Gottlieb and colleagues included interventions 
that provided patients with community re-
sources.9 These studies were variably successful. 
For example, screening for food insecurity 
among parents in a pediatric clinic found that 
many were eligible to receive benefits. Follow up 
revealed only 8% of those eligible had applied.10 
Manian and colleagues analyzed 38,404 patients 
who screened positive for unmet resource needs 
over 5 years and found that 62% of participants 
assisted by longitudinal navigators had what 
they called “a successful connection” to commu-
nity resources, defined as a situation one in which 
participants were able to access a resource and a 
need was no longer present.11  
     As of 2014, 75% of medical schools were associ-
ated with a student-run free clinic (SRFC).12 Some 
SRFC have implemented SDOH screens and re-
source connection programs, but few have re-
ported on the results. In one study, Smith and col-
leagues screened patients at a SRFC in San Diego 
for food insecurity, then provided referrals to local 
food pantries based on home address.13 All pa-
tients received some form of food assistance.13 At 
an SRFC in California, Goel and colleagues as-
sessed the acceptability of an iPhone application 
(iRefer) to connect patients to outside healthcare 
providers, as well as social services based on dis-
tance from the clinic and user ranking.14 They 
have not yet reported on the implementation of 
the application or rate of successful connection.   

     The existing literature provides little guidance 
on how to identify reliable community resources 
and fails to extrapolate protocols for addressing 
emergency needs (such as active human traffick-
ing or suicidal ideation). There is also a paucity of 
data on the facilitators and barriers to successful 
connection within the SRFC paradigm. 
     Here, we outline the development of our 
screen and referral system by defining a setting-
specific SDOH screen; addressing needs with 
motivational interviewing, resource connection, 
and protocol implementation; assessing accept-
ability and efficacy of the screening process; and 
identifying barriers to resource utilization via a 
follow-up survey. Our goal is to provide a frame-
work so that other SRFC may build resource con-
nection tools to produce successful connections. 
 

Methods 
 
     The development of the SDOH tool included: 
creating an SDOH screen, compiling and validat-
ing community resources, and piloting in a SRFC. 
Subsequent evaluation identified areas for im-
provement and program development.  
 
Practice Setting   
     The San Juan Bosco Clinic (SJBC) is a free clinic 
in Allapattah, Miami that provides care to pa-
tients at or below 200% of the poverty line. In 2015, 
SJBC provided 4,796 clinical encounters. The av-
erage per capita income for 2015 was $23,174, 
with 19.9% of clinic visitors living below the pov-
erty line. The majority of patients are Hispanic, 
Spanish speaking, lack access to insurance, and 
live broadly across Miami-Dade County.  
     The clinic maintains a relationship with The 
University of Miami Miller School of Medicine De-
partment of Community Service, wherein volun-
teer medical students organize and direct a spe-
cialty care clinic on Tuesday evenings with pro-
viders of various specialties alternating in a rotat-
ing fashion, including psychiatry, rheumatology, 
cardiology, among others. 
 
Phase I: Development of the SDOH Screen 
     A published community needs assessment of 
Miami-Dade county and the Health Begins Up-
stream Risks Screening Tool were used to identify 
areas of unmet social need, including: employ- 
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ment, childcare, English classes, housing, trans-
portation, human immunodeficiency virus (HIV) 
testing, mental health, nutrition, access to food, 
physical activity, dental health, legal services, ad-
vanced directives, Medicare access, voting ac-
cess, domestic violence and sexual assault treat-
ment, and human trafficking prevention.15,16  
     The SDOH screen comprised of 15 sections, in-
cluding: questions adapted from the community 
needs assessments, a pre- and post-question-
naire, program development survey, de-
mographics section (collected but not re-
ported),17 and standardized screens, such as the 
HITS (hurt, insulted, threatened with harm, 
screamed at) screen for domestic violence,18 a hu-
man trafficking screen,19  and the Patient Health 
Questionnaire (PHQ-9) for depression.20 Ques-
tions (Online Appendix A), procedures, and proto-
cols (Online Appendix B) were developed with 
and approved by the clinic director and by the 
clinic legal counsel. 
     Study data were collected and managed using 
Research Electronic Data Capture (REDCap), a re-
search tool hosted at University of Miami Miller 
School of Medicine.21 REDCap is a secure, web-
based application designed to support data cap-
ture for research studies. REDCap was chosen 
due to its user-friendly interface and Health In-
surance Portability & Accountability Act compli-
ant information storage. Branching logic was uti-
lized to provide drop-down educational counsel-
ing and to personalize applied questions. In-text 
images (such as National Institute of Health nu-
trition guides)22 and downloadable attachments 
were integrated to supplement counseling for 
social needs, such as nutrition and physical activ-
ity.  
     The SDOH screen was translated into Spanish 
by two native Spanish-speakers. Translations 
were then reviewed by the clinic director and 
clinic coordinator, who are also native Spanish 
speakers.   
 
Phase II: Compilation of Resource Database 
     To provide local, personalized resources to pa-
tients, Miami-Dade County was divided into six 
zip code catchment zones based on 5-10 zip 
codes. 
     For each catchment zone, five local resources 
were identified per social need. Resources were 

compiled from multiple sources, including Flor-
ida 2-1-1, a free online referral service. All infor-
mation was stored using Google Sheets (Google, 
2021, Menlo Park, CA) and was transcribed both in 
English and Spanish. In total, over 200 resources 
were identified and validated. Resources were or-
ganized by catchment zone and by social need 
type. Over 100 hours were spent contacting and 
confirming information regarding hours of oper-
ation, cost, contact, and requirements (including 
legal documentation status) for organizations.  
     These resources were subsequently linked to 
the SDOH screen through branching logic, creat-
ing a “resource connection tool”. Based off the 
participants’ identified needs and their zip code, 
a link to catchment-zone specific resources was 
programmed to populate at the completion of 
the survey.  
   
Phase III: SDOH Screen and Resource Connec-
tion Tool Pilot 
     Social Needs Assessment Providers (SNAPs) 
fluent in Spanish were recruited from medical 
and public health graduate programs at the Uni-
versity of Miami. A comprehensive two-hour 
training included protocols for high-risk situa-
tions, Spanish fluency assessment, cultural com-
petency, and motivational interviewing, a tech-
nique for inducing behavioral change. 
     SNAPs administered SDOH surveys in a private 
room for 30-45 minutes, preceding medical visits 
to the student-run specialty clinic on Tuesday af-
ternoons. Participants were recruited via a con-
venience sample, approached in the waiting 
room and asked if they would like to take part in 
a SDOH screen. SNAPs reviewed a consent with 
the patient, and informed them that the surveys 
would be confidential, unless they posed a risk of 
harm to themselves or others. Additionally, par-
ticipants were asked if they consented to having 
a copy of their survey in their clinical chart and if 
they consented to having a follow up phone call 
with a SNAP. Signed consent was obtained from 
all participants, given that answering ‘yes’ to 
some questions (e.g. suicidality) would lead to a 
protocol which included informing the clinic di-
rector and storing information within their chart. 
The University of Miami Institutional Review 
Board approved this study. 
     All surveys were administered in the patients’ 
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preferred language, all were conducted in Span-
ish. Due to the number of high-risk topics as well 
as the numerous opportunities for in-survey 
counseling, surveys were verbally administered, 
and the SNAPs inputted patient responses into 
the REDCap interface.  
     Given transportation and time limitations, par-
ticipants were asked their zip code in the demo-
graphic section at the beginning of the survey to 
tailor the assessment to their catchment zone. 
Needs identified in the survey were addressed in 
various ways (Table 1). For most needs, a link to an 
online spreadsheet with five separate resources 
within the participant’s catchment zone was 
coded to appear at the end of the survey. SNAPs 
would then print the information about the or-
ganizations, as described in Phase II, and review 
which resources might be most useful for the 
participants. For other needs, such as Medicare 
registration or advance directives, links to rele-
vant paperwork were embedded within the sur-
vey and printed on request.  
     For nutrition and physical activity, in-survey 
counseling was conducted. Linked within the 
survey interface were educational infographics 
from the National Institute of Diabetes and Di-
gestive and Kidney Diseases and United States 
Department of Agriculture, including MyPlate 
images and guidelines on exercise recommenda-
tions from the United States Department of 
Health and Human Services. SNAPs used motiva-
tional interviewing techniques and these in-sur-
vey images to counsel patients on lifestyle modi-
fications. When high-risk needs, such as suicidal-
ity, domestic violence, or human trafficking, were 
identified, SNAPs would inform clinic leadership, 
call relevant hotlines with participant consent, 
make appropriate referrals, or involve emergency 
personnel as necessary (Online Appendix B). Pro-
tocols would populate in-survey if participants 
met criteria for a high risk need through branch-
ing logic.  
     Participants were also asked to identify the pri-
mary community concern for themselves and 
their families. Selected responses are reported 
descriptively. The number of participants re-
questing information about resources was rec-
orded and reported, as was the percentage of pa-
tients who received in-survey counseling. We re-
port the number and outcomes of our high-risk  

Table 1. Procedures to Address Identified Social 
Needs  
 

Procedure Needs to be Addressed 

Participants given 
printout with infor-
mation about local 
resources 

Employment, English classes, 
childcare, free/supplementary 
food, dental health, legal services, 
human immunodeficiency virus 
(HIV) testing, housing, nutrition, 
physical activity 

Participants given 
information and ap-
propriate forms 

 

Medicare registration, voter regis-
tration, advance directives (living 
will, healthcare surrogates, ana-
tomical donation)  

In-survey education 
and motivational in-
terviewing 

Nutrition, physical activity 

Action protocol is in-
itiated in response 
to high-risk need 

Homelessness, intimate partner 
violence, sexual violence, human 
trafficking, depression, suicidality  

Referral to psychia-
try night at San Juan 
Bosco Clinic (SJBC) 

Depression 

 
screens, as well as the capability of SNAPs to fol-
low the designated protocols. 
     To complete the follow-up survey, SNAPs con-
tacted participants two to four weeks following 
the initial SDOH screen. The post-survey protocol 
was as follows: SNAPs attempted to contact pa-
tients via phone at least two to three times. The 
acceptability of the SDOH screen was assessed 
by asking participants at follow-up to rate their 
overall experience with the resource assessment 
using a 3-point Likert scale. Participants were also 
asked to give open-ended suggestions for im-
provement. Responses are reported. 
     Additionally, access to provided resources and 
barriers to access were assessed. Participants 
were asked whether resources had been ac-
cessed after the SDOH screen (Yes/No) and which 
resources had been used (open-ended). Partici-
pants were also asked an open-ended question 
regarding the barriers to seeking and accessing 
community resources. The majority of responses 
were one to three sentences long. Responses 
were transcribed in English in the first person and 
third person. Responses are reported.  
     In some cases, participants requested an addi-
tional follow-up call to allow them more time to 
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access provided resources. These patients were 
asked to take an initial follow-up survey on that 
encounter, were offered assistance in accessing 
referred resources, and were called again within 
two weeks to repeat the follow-up survey. 
 
Data Storage and Analysis 
     All responses were de-identified and recorded 
in REDCap. Responses to selected questions are 
reported descriptively as frequencies and per-
centages. Data were plotted in figures using Mi-
crosoft Excel 2016 for Mac (Version 15.22, Microsoft 
Inc., Redmond, WA). Open-ended responses 
were transcribed in English. In some cases, these 
were reported as direct quotes.  

 
Results 

 
Participants  
     Between October 2017 and May 2018, 40 par-
ticipants were enrolled. Due to the low number 
of participants and to protect anonymity, no de-
mographics are reported. Briefly, the majority of 
participants were female and had a country of 
origin other than the United States.  

Of participants, 38% (n=15) reported utilizing 
community resources before the SDOH screen 
and resource connection process, including food 
stamps, bus passes, free medical services at Jack-
son Memorial Hospital, and free dental services. 

  
SDOH Screen and Requests for Resources 
     Results of the SDOH screen are reported in Ta-
ble 2. Throughout the screen, participants could 
opt to receive information about resources (ques-
tions marked by asterisks). All participants (100%) 
requested and received information about one or 
more outside resource. 
     Participants were asked questions about their 
basic needs including employment, finances, 
housing, and transportation to and from the 
clinic. About half of participants (n=21) reported 
difficulty making ends meet at the end of the 
month. Of the 22 participants who reported un-
employment, 14 (64%) requested and received re-
sources to assist in looking for employment. Of all 
respondents, a majority (n=30) were given infor-
mation about English classes. Though many par-
ticipants (n=16) reported difficulty getting to both 
daytime and specialty appointments, no transp-

ortation resources were available at the time of 
the survey.  
     Both food insecurity and interest in nutrition 
education were significant in the screened sam-
ple. A quarter (n=10) of participants reported that 
there is ‘sometimes’ or ‘often’ not enough food to 
eat at home. A majority (n=34) of all participants 
requested and received information regarding 
resources to better access low-cost food. In terms 
of nutrition, a majority (n=26) of participants re-
ceived information regarding free nutritional 
classes and half (n=20) were interested and re-
ceived information about a free app to manage 
their nutrition goals. In terms of exercise, 60% 
(n=24) of participants received information about 
free fitness classes in their area. SNAPs utilized 
motivational interviewing with all participants 
(n=40) to encourage meeting nutrition and exer-
cise goals.  
     Sexual health screening was limited to ques-
tions about HIV. A majority (60%, n=24) of partici-
pants had never been tested for HIV. Many par-
ticipants (43%, n=17) opted to receive information 
about how to get tested, either at the depart-
ment of health or at an outside organization. 
When asked about dental health, a majority (65%, 
n=26) of participants had not seen a dentist in the 
previous year. An overwhelming majority (90%, 
n=36) requested and were given information 
about free or low-cost local dental care.  
     About half (48%, n=19) of participants received 
information about free or low-cost legal services. 
All participants (n=40) were counseled briefly 
about advanced directives. Of all participants, 
48% (n=19) requested and received a printed copy 
of the advanced directives application. SNAPs 
helped 3 participants register to vote. 
 
Identification of High-Risk Needs and Implemen-
tation of Protocols 
     A total of three participants responded that 
they had a history of emotional or physical abuse; 
after standardized HITS questioning, zero were 
found to be in an active intimate partner violence  
situation. One participant answered a screening 
question positive for human trafficking; after fur-
ther questioning they were not found to be in an 
active trafficking situation. No participants re-
ported sleeping outside or in a place not meant 
for sleeping. Seven (18%) participants met criteria
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Table 2. Results from SDOH screening questions 
 

Social Needs Assessment and Resource Connection n=40 % 

Transportation 

What is Your Primary Mode of Transportation to the Clinic (choose as many as apply)   
     Drive  15 37.5 
     Get a Ride 1 2.5 
     Bus 22 55.0 
     Walk 4 10.0 
     Other  3 7.5 
Do you find it difficult to get to and from your day-time appointments with your medical provider?    
     Yes 16 40.0 
     No 24 60.0 
Do you find it difficult to get to and from specialty care appointments?    
     Yes 19 47.5 
     No 21 52.5 

Employment and Finances 

Do you ever have problems making ends meet at the end of the month?    
     Yes 21 52.5 
     No 19 47.5 
If yes to the above, how hard is it for you to pay for the very basics like food, housing, medical care, and  
  heating?   
     Not hard at all 1 4.8 
     Somewhat hard 11 52.4 
     Very hard  9 42.9 
Are you currently employed?   
     Yes 18 45.0 
     No 22 55.0 
If no to the above, would you like resources to assist you in looking for employment?*    
     Yes  14 63.6 
     No 8 36.4 
Are you interested in English classes?*   
     Yes 30 75.0 
     No 10 25.0 
Are you interested in daytime child-care services?*   
     Yes 4 10.0 
     No 36 90.0 

Housing 

In the last month, have you had concerns about the condition or quality of your housing?   
     Yes 6 15.0 
     No 34 85.0 
In the last month, have you slept outside, in a shelter, in a place not meant for sleeping, or in a place you  
  felt unsafe?    
     Yes 0 0.0 
     No 40 100.0 

Sexual Health 

Have you been tested for HIV/AIDS in your lifetime?    
     Yes 24 60.0 
     No 16 40.0 
Would you like resources for HIV prevention or testing?*        
     Yes 17 42.5 
     No 19 47.5 
No response recorded 4 10.0 

Nutrition 

Would you be interested in low-cost nutritional classes or information for you or your family?*   
     Yes 26 65.0 
     No 14 35.0 
Are you interested and able to use a free app or website to manage the nutrition of you or your family?*   
     Yes  20 50.0 
     No 20 50.0 
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Is low-cost healthy food easy to find within 5 miles of where you live?   
     Yes 28 70.0 
     No 12 30.0 
Which of the following describes the amount of food your household has to eat?   
     Enough food to eat 30 75.0 
     Sometimes enough food to eat 8 20.0 
     Often not enough food to eat  2 5.0 
Are you or your family receiving food stamps?   
     Yes 15 37.5 
     No 25 62.5 
Would you be interested in resources to help you better access food for you or your family?*   
     Yes 34 85.0 
     No 6 15.0 

Exercise 

*Would you be interested in finding a gym or recreation center that is affordable and in your area?    
     Yes 24 60.0 
     No 16 40.0 

Dental Care 

Have you been to a dentist within the last year?   
     Yes 14 35.0 
     No 26 65.0 
*Would you be interested in resources that provide free or lower cost dental care?   
     Yes 36 90.0 
     No 4 10.0 

Legal Needs 

*Do you have any legal needs that might require the help of a lawyer? (For example: work, immigration,  
  disability, housing)    
     Yes 19 47.5 
     No 21 52.5 

Advanced Directive 

An advance directive is a written statement of a person's wishes regarding medical treatment. Would you  
  like information on any of the following?   
     Healthcare surrogate   
          Yes 12 30.0 
          No  28 70.0 
     Living Will   
          Yes 5 12.5 
          No 35 87.5 
     Organ Donation   
          Yes 5 12.5 
          No 35 87.5 
*Received printed copy of AD form   
     Yes 19 47.5 
     No 21 52.5 

Voting 

Are you registered to vote?    
     Yes  7 17.5 
     No 21 52.5 
     Not applicable  11 27.5 
    No answer recorded 1 2.5 
 
*If no to the above, would you like help registering to vote? 

 
n=21  

     Yes 3 14.3 
     No  18 85.7 

When answered in the affirmative, questions marked with an asterisk (*) pre-populated a printed resource sheet with catch-
ment zone resources 
For questions with less than 40 responses, the remainder did not answer that question.  
HIV: human immunodeficiency virus; AIDS:  acquired immunodeficiency syndrome 
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Figure 1. Focus of community programs that would be most beneficial selected by SJBC patients 
 

 

n=37, HIV: human immunodeficiency virus; AIDS: acquired immunodeficiency syndrome; IPV: intimate partner violence 
 
Table 3. Highest priority concern for participants 
(n=35) 
 

Primary Concern n=35 % 

Nutrition and exercise 9 25.7 
Unemployment 7 20.0 
Health concerns 4 11.4 
Diabetes 2 5.7 
Finances 2 5.7 
Stress  2 5.7 
Legal status 2 5.7 
Being with family 1 2.9 
Dental care 1 2.9 
Cancer prevention 1 2.9 
Healthcare access 1 2.9 
Heart disease 1 2.9 
Learning English 1 2.9 
Smoking cessation 1 2.9 

 
for depression by standardized screen; SNAPs 
and clinic staff made these participants direct ap-
pointments for the next available psychiatry spe-
cialist night. No participants screened positive for 
active suicidality.  
 
Community Concerns of Participants  
     After completing the SDOH screen, partici-
pants were given a list of potential concerns and 
asked to rank their highest priority concern for 
their family; 35 participants completed the sur- 

Table 4. Barriers to resource connection at initial 
phone call (n=24) and follow up phone call (n=5) 
 

Initial Phone Call n=24 % 

Did not have time 9 37 
Did not feel comfortable 1 4 
Did not need the resources 1 4 
Other* 13 54 

Second Phone Call n=5 % 

Did not have time 2 40 
Did not need the resource 1 20 
Other* 2 40 

*samples of open-ended responses are described in Table 5. 
 

 
vey (Table 3). The most frequently reported con-
cerns for individuals were nutrition and exercise 
(n=9) and unemployment (n=7). 
     Participants were asked to identify multiple ar-
eas for expansion of community programming. A 
total of 37 participants responded. Top areas in-
cluded nutrition and exercise, access to food, and 
cancer prevention (Figure 1).  
 
Follow-Up Post-survey  
     Of 40 participants, 24 (60%) were successfully 

0 5 10 15 20 25 30

Child abuse and IPV
School drop out

Smoking cessation
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Drug and alcohol abuse
HIV/AIDS

Other
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Fall prevention
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Cancer prevention
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Nutrition and exercise
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Table 5. Selected Transcripts of Qualitative Feedback and Recommendations for Improvement 
 

Phone Call 

“I am very busy taking care of my 2 young grandsons. This makes it difficult for me to find time to reach out to these re-
sources. I also do not have a car, so transportation limits me as well.” 

“I have been dealing with several medical appointments lately and want to get the results of all of these tests before I worry 
about calling these resources.  However, I am very interested in contacting them and would like to try making a dental 
appointment soon. If you call me in two more weeks we can discuss this again, hopefully by then I will have contacted 
them.” 

“I tried to contact one of the resources that offers English classes, but no one picked up. This may have been because it was 
over the holidays, so I will try calling again this week.” 

“I tried contacting a couple of the resources by phone and left a message but have not heard back.” 

reached by phone and completed a follow-up 
survey. Of these, 5 reported that they had suc-
cessfully connected with resources. Another 5 
participants requested a second follow up phone 
call. When reached a second time, 2 of the 5 re-
ported connecting to resources in the interim. In 
total, 7 (29%) of 24 participants reached for follow-
up phone call connected with resources. Re-
spondents reported accessing the following: 
care-messaging (n=3), nutrition resources (n=1), 
attended psychiatry appointment (n=1), went to 
the Miami Dade County Dental Clinic (n=1), and 
an outside healthcare clinic (n=1).  
     Participants were also asked to choose from a 
list of reasons why they had not accessed re-
sources (Table 4). Many (n=15) participants said 
they did not have time. The 5 respondents who 
requested and received a second phone call were 
also asked why they hadn’t contacted the re-
sources given. For those who chose ‘other’, an-
swers are transcribed in first or third person in 
English; these are presented in Table 5. 
     Of those contacted for post-survey, 18 (75%) re-
ported that they found the resource assessment 
‘helpful’, while 4 (17%) indicated that they found 
the assessment ‘somewhat helpful, but it could 
be improved’. No participants rated the survey as 
‘unhelpful.’ No response was given by 3 of the 
participants. 
     All post-survey respondents were asked for 
feedback regarding the SDOH screen and re-
source connection process; 9 participants pro-
vided suggestions (Table 6). 
 

Discussion 
 
     SDOH have a large impact on multiple primary 

care indicators, including chronic disease man-
agement and use of health services.2 Although 
others have explored SDOH screens and resource 
connection tools, few have reported on the devel-
opment and implementation of these protocols 
in an SRFC.13,14 We piloted an electronic tool in a 
student-run clinic in Miami. All participants re-
quested information about community services 
and received in-survey motivational interviewing. 
Some participants requested printed infor-
mation regarding advanced directives and vot-
ing. All participants were screened for high-risk 
needs, and 17.5% screened positive for depression 
with successful direct referral to psychiatry night. 
On post-survey, all participants found the tool at 
least somewhat helpful. 
     Previous work has found resource connection 
to outside organizations to be variably success-
ful.9-11 Unfortunately, less than a third of post-sur-
vey respondents in our study successfully con-
nected with a community resource. We charac-
terized the barriers to resource connection, find-
ing that the most cited was lack of time. Multiple 
participants also reported issues with the referral 
process itself including: discomfort or uncertainty 
when contacting organizations, difficulty reach-
ing the organizations, and that the organizations 
were unhelpful. These findings support the im-
plementation of “closed loop” referrals, in which 
patients  are directly and immediately connected 
to resources.23 This was modeled by Smith and 
colleagues at an SRFC by connecting patients 
who screened positive for food insecurity with 
same-day assistance applications, boxes of gro-
ceries, or direct referrals to local food banks.13 
     After the pilot, quarterly meetings were estab-
lished to review feedback from SNAPs, clinic lead-  
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Table 6. Recommendations for improving the SDOH screen and resource connection process (n=9) 
 

Suggestions for Improvement 

“The resources are confusing. I'm not sure which ones I should contact and how to reach out to them. I'm not sure exactly  
  what each resource is offering, so it is difficult to decide which ones to reach out to and how to do so. I also feel somewhat  
  uncomfortable reaching out for help at times, so I have not tried calling any of the resources yet.”  

“I really enjoyed this process and found it lovely and very helpful. I did hear that there is a clinic that has a shuttle to transport  
  patients to and from their appointments, which I think would be very helpful because I do not have a vehicle, but I am not  
  sure if that is something you all could implement.” 

“(I) would like to see a shuttle to help with transportation to and from clinic.” 

Immigration status 

She was adamant about being very busy with her elderly father and not having time for many of these resources that may  
  require her to go somewhere in person. She thinks maybe providing resources that can help over the phone would be helpful  
  for her. 

“Nothing to change.” 

Nothing to change. She was grateful for the follow up call but has not yet had time to use the resources. 

She thinks everything is great and helpful. 

“No changes, it was very helpful.” 

 
ership, and participants. Use of an electronic 
questionnaire ensured that the tool is amenable 
to iterative development. In response to feed-
back that the quantity of resources was over-
whelming, SNAPs were encouraged to focus on 
one to two organizations per need. Each partici-
pant was asked to prioritize a specific need and 
to commit to contacting organizations that meet 
that need in the two-week follow-up period. In re-
sponse to requests that remote resources are 
preferred, Care Messaging (a messaging plat-
form designed to provide personalized support 
to help underserved populations meet their 
goals, whether it be in nutrition, physical activity, 
or other preventative care measures) and other 
technology-based resources were highlighted in 
the clinic. Pilot results demonstrated that over 
half of participants were interested in an ad-
vanced directive; a Spanish-language advanced 
directive card has since been embedded into the 
RedCAP interface. The adaptability of the Red-
CAP survey could make it a useful tool for other 
SRFC to shape to the communities that they 
serve.  
     In regards to the clinic program development, 
multiple initiatives were launched in reaction to 
this study. Due to the high demand by partici-
pants for increased nutrition education, two 
SNAPs worked to organize a free nutrition class 
in the clinic. To facilitate closed-loop connections, 
a Community Resource Fair was organized. The 

fair invited community organizations to the clinic 
and SJBC patients were invited to attend and 
learn about their services. Important next steps 
include continuing to strengthen these connec-
tions with community organizations so that 
standardized referral processes can be estab-
lished.  
     Limitations to our pilot include small sample 
size and primarily descriptive analysis. Im-
portantly, focus groups with patients were not 
formed, which limited the ability to guide devel-
opment through comprehensive patient sugges-
tions. Factors, including xenophobia and racism, 
as well as concerns with citizenship and docu-
mentation were not directly addressed, which 
could present as significant barriers to medical 
and social care. Additionally, sustainability is an 
area of concern in a SRFC, where there is yearly 
turnover of student leadership.  
     While the connection of participants to out-
side resources was limited, our REDCap-based 
tool is unique in its in-survey motivational inter-
viewing, prioritization of high-risk needs, and as-
sessment of the facilitators and barriers to suc-
cess. Future initiatives include modifying this 
screen to be used at other SRFC and strengthen-
ing relationships between the clinic and commu-
nity organizations.  
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