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Abstract

Background Complex social determinants of health may not be easily recognized by health care providers and
pose a unique challenge in the vulnerable pediatric population where patients may not be able to advocate for
themselves. The goal of this study was to examine the acceptability and feasibility of health care providers using an
integrated brief pediatric screening tool in primary care and hospital settings.

Methods The framework of the Child and Adolescent Needs and Strengths (CANS) and Pediatric Intermed tools

was used to inform the selection of items for the 9-item Child and Adolescent Needs and Strengths-Pediatric
Complexity Indicator (CANS-PCI). The tool consisted of three domains: biological, psychological, and social. Semi-
structured interviews were conducted with health care providers in pediatric medical facilities in Ottawa, Canada. A
low inference and iterative thematic synthesis approach was used to analyze the qualitative interview data specific to
acceptability and feasibility.

Results Thirteen health care providers participated in interviews. Six overarching themes were identified:
acceptability, logistics, feasibility, pros/cons, risk, and privacy. Overall, participants agreed that a routine, trained
provider-led pediatric tool for the screening of social determinants of health is important (n=10, 76.9%), acceptable
(n=11; 84.6%), and feasible (n=7, 53.8%).

Interpretation Though the importance of social determinants of health are widely recognized, there are limited
systematic methods of assessing, describing, and communicating amongst health care providers about the
biomedical and psychosocial complexities of pediatric patients. Based on this study’s findings, implementation of a
brief provider-led screening tool into pediatric care practices may contribute to this gap.
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Introduction

Social Determinants of Health (SDH) are defined as “the
conditions in which people are born, grow, live, work and
age” [1, 2]. These conditions, such as social economic
status (SES), education, adverse childhood experiences,
and housing stability have a direct impact on the health
and well-being of individuals [2—4]. SDH also impact
patients’ abilities to equitably seek health care, adhere to
treatments, and realize optimal medical outcomes [5, 6].
Despite their importance, assessing, communicating and
integrating patients’ SDH remains uncommon in most
health care settings.

The traditional approach to clinical care has involved a
focus on biomedical factors (downstream approach), spe-
cifically, measurable somatic issues [7, 8]. This paradigm
has shifted to the biopsychosocial model, which consid-
ers social and psychological factors in addition to biologi-
cal (upstream determinants) [7, 8]. Complex SDH may
not be easily recognized by health care providers (HCP)
and can be difficult to describe in a clinically meaningful
way [9]. In order to provide patients with the most effec-
tive health care, it is essential to find ways to measure
and communicate a holistic view of patients’ needs to
the entire health team in a way that is respectful of their
unique perspectives and contexts. Multiple authors have
suggested and/or developed stand-alone tools to screen
for SDH [10-19], however, many of these tools are spe-
cific to certain age groups or clinical environments. There
are few brief, versatile tools for use in the pediatric popu-
lation in high volume settings.

Pediatrics poses a unique challenge as patients are par-
ticularly vulnerable and SDH among adult caregivers may
directly or indirectly impact the child creating situations
where developmental needs are not met, with potential
lifelong consequences [4].

The aim of this study was to explore health care pro-
vider’s perceptions of the acceptability and feasibility of
an integrated brief pediatric-specific tool to assess and
describe SDH in community and hospital clinics.

Methods

The study team included 15 active pediatric or family
medicine HCPs and researchers. An initial review of the
literature was conducted during the study development in
2015 and updated in 2020 with the support of a medical
librarian. The search was conducted to identify existing
pediatric-specific screening tools for social determinants
of health. The searches included MeSH terms for child
advocacy, social conditions, education and synonyms for
children and pediatric patients within the MEDLINE (via
EBSCO) database for a period of 10 years (2010-2020). A

10-year period was searched to identify records that were
relatively recent (i.e., published in the prior decade). All
relevant records from these searches were reviewed in
full.

The CANS-PCI was developed using the framework of
the Child and Adolescent Needs and Strengths (CANS)
[20] and Pediatric Intermed [12] tools. A modified-Del-
phi process was used to create a condensed version. The
CANS and Pediatric Intermed tools are based on the
communimetric theory of measurement [20, 21]. This
is a conceptual framework in which experts identify
the key characteristics necessary for a sufficient clinical
understanding of a concept and convert those charac-
teristics into actionable indicator items. In other words,
the pediatric experts meet and reach a consensus on the
core elements of SDH as they present in pediatric care.
The elements become items which are then placed into
an action framework with four levels: 0=No evidence,
no need for action, 1=watchful waiting/prevention,
2=action, and 3=immediate/intensive action.

The team developed an interview guide (Additional
File 1) for semi-structured qualitative interviews [22], in
order to examine health care provider perceptions about
the feasibility and acceptability of an integrated brief
pediatric-specific SDH identification tool. Our study
used the CANS-Pediatric Complexity Indicator (CANS-
PCI) which consisted of 9 items across three domains:
biological, psychological and social (Additional File 2).

Participants were recruited at varied medical facilities
in Ottawa, Ontario that serve pediatric populations face-
to-face via staff at each institution who were emailed by
the research team. Many of these facilities serve at-risk
children and their families. Preliminary in-person meet-
ings with members of the study team and one of the par-
ticipating community health centers was conducted, in
conjunction with a snowball sampling approach [23, 24].
The range of psychosocial and medical needs of the tar-
get population precluded the application of a pre-defined
sampling frame and sampling approach. Therefore,
recruitment was done using purposive convenience sam-
pling [25].

Prior to providing written informed consent to partici-
pate in a 60-minute interview, participants were provided
study information, including a list of the research team
members, and the rationale for conducting the study.
One of two research assistants (AR, SG) with training in
qualitative methods conducted interviews with partici-
pants. These research staff members were not known to
the interview participants. Participant recruitment and
interviews took place between August 1, 2017 to May 31,
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Table 1 Participant demographics (N=13)
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Table 2 The most frequently occurring themes

Characteristic N (%) Theme Sub-themes
Gender Acceptability - Acceptability of a standardized tool
Male 2(15.4) - Aspects that make this more acceptable
Female 11(84.6) Logistics -Time
Number of years in practice - Computer versus Paper
05 10.7) -Who a.drvmniste.rsvit
- When is it administered?
5-10 4(308) - Training
10+ 8(61.5) Feasibility
Time spent with client (N=12) Pros/Cons
20 min 6(46.2) Risk - Judgement
60 min 3(23.0) - General risks, Risk to Confidentiality
Other 3(23.1) - Privacy, Stigma
Profession - Past Trauma
Registered Nurse 176) - Literacy, Outdated Information
Nurse Practitioner 4(30.8) Privacy
Family Physician 3(23.1)
Social Worker 107) individuals were trained in qualitative methods, and the
Pediatrician 3023.0) principal investigator was a family physician with clinical
Surgeon 1 7.7) experience with vulnerable populations. Coding/recod-
Scope of practice ing of the interviews were undertaken by these two team
Community Health Centre 7(538) members, taking into consideration new data and emerg-
Adolescent Health Clinic 10.7) ing themes. Codes were aggregated into themes based
Academic Teaching Centre (secondary post) 2(15.4) on similarities and differences between codes. The study
Tertiary Hospital 5(385) team reached consensus on the final themes. The follow-
Outpatient (secondary post) 2(15.4) ing strategies were applied to validate the findings: [28]
Population Served? data collection and analysis was conducted in an iterative
Involverent in child welfare system 13 (100) method with two analysts, and thick descriptions of each
Poverty 13 (100) theme were generated.
First Nations Children 11(84.6) Ethics approval was granted by local institutional
Metis Children 7 (53.8) research boards. Data use, recording and storage fol-
Inuit Children 8(61.5) lowed the rules and guidelines of three boards.
Past or present immigration or refugee status 12(92.3)
Complex medical needs 12(92.3) Results
Caregiver substance use 12(92.3) Out of 18 HCP who indicated that they were willing to
Substance use/addiction 12(923) be contacted, a total of 13 HCP participated in interviews
Inconsistent access to medical care 11(846) (Table 1). The remaining 5 HCPs were unresponsive to
Legal issues/Criminal activity 120923)  follow-up attempts. Six overarching themes were identi-
Language barriers 13(100) fied most frequently, with several sub-themes (Table 2).
Family/Domestic violence 12(923) Twelve (92.3%) expressed the need to understand SDH in
Single parent household 13 (100) their pediatric population and 11 (84.6%) were positive
Food insecurity 12(923) about the acceptability of using a tool to recognize and
Inadequate housing 12(923) communicate about patients’ SDH.
Caregiver medical problems 12(92.3)

2 Participants were able to choose all that applied

2018; interviews were conducted until no new themes
were identified.

Analysis of interviews

Interviews were recorded, transcribed verbatim, and
imported into NVivo™ for analysis. Data analysis was
done through a low inference approach [26] in an itera-
tive fashion by the research assistant (SG) and one princi-
pal investigator (AE) using thematic synthesis [27]. These

Eight (61.5%) commented on acceptability of a stan-
dardised tool, if done carefully:

“I think it would help [...] sometimes because of the
variety of different populations, [it would help] to
have a clear picture of the SDH, [it] would be better
to have the tools to better serve them’” (Interviewee
10)

When asked “how would you feel about asking ques-
tions from each of these categories to a patient”, 12 (92%)
agreed that they would be able to ask questions. However,
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12 (92.3%) raised concerns about risks associated with
such a tool (privacy, risk to confidentiality, judgement,
and lack of health literacy) and ten (76.9%) were con-
cerned about logistical issues (time to administer, who
administers, method of administration, training) in their
medical practices.

The majority of participants 10; (76.9%) agreed on the
importance. Three essential elements were identified.

First, 7 (54%) identified that HCP would need special-
ized training in administering an SDH screening tool.

“I think the tool should have come with some train-
ing like any history taking does. [...] They look [like]
straight content question[s], but they’re very loaded.
All the families that we (serve), really are under-
served”. (Interviewee 11)

Second, 12 (91.3%) highlighted that the use of the tool
should be sensitive to avoid judgement and stigma.

“Some patients find it difficult or even offensive
or, like, too much prying to ask things like income,
or other determinants, like social determinants of
health. So, I could see that it’s kind of a sensitive
topic in a number of ways”. (Interviewee 9)

Third, data collection should respect the relationship
between HCP and patients. Eight (61.5%) spoke of the
importance of the relationship in gathering sensitive data:

“I've been in the business a long time. And every
week, every day there’s some new tool for something
in the last couple of years. And it’s to the point that,
you know, I think that the talking to people and hav-
ing a relationship with them, if we were to use all
these tools would definitely suffer. So I am really on
the fence about tools” (Interviewee 8)

“.. if a patient is asking, isn’t aware of what the link
might be between some of these questions and they
just seem invasive and personal that you risk jeop-
ardizing a relationship that way. But I feel that that
would be easier to deal with the right approach’
(Interviewee 5)

As the tool was considered acceptable by the majority,
7 (53.8%) commented specifically on the feasibility of
administering this tool.

Two of the HCP were already collecting SDH related
data, albeit in an individualized fashion:

“We do what’s called a HEADSS assessment, it’s a
psychosocial component of our interview, so we look
at the Home, Education, the HE, A is for activities, D
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for drugs, S for sexuality and S for suicide or depres-
sion”, (Interviewee 6)

Potential risk was also identified as a main theme:

“So what it is that I might be able to offer, and why
that information might help with my diagnosis or
my management plan. Just so that [patients] under-
stand that it’s not prying and that I'm not asking for
any form of judgment or anything like that’ (Inter-
viewee 9)

Seven (53.8%) commented on confidentiality:

“Have it documented where it’s necessary and mak-
ing sure that it’s confidential and still private. [...]
we are always reminded that patient confidentiality
is key”. (Interviewee 12)

“I think once [patients] have that understanding
that we're not going to go and tell their parents, or
whoever, their answers, there’s a lot more trust’
(Interviewee 6)

Six (46%) commented on the risk of judgement:

“As long as you try to do it in a non-judgmental way
I guess it would be important to provide a rationale
on every question or a little caveat explaining where
this question comes from, like what's the benefit of it”.
(Interviewee 4)

Five (38%) commented on potential stigma:

“The only thing is hopefully people don’t feel stigma-
tized. That’s the only harm that I could see’ (Inter-
viewee 10)

Five (38%) were concerned about privacy:

“Even though the chart is open for everyone to see,
we’re not pointing it out all [to] the other providers.
[...] sometimes there’s a reason a more sensitive topic
is just being discussed with one provider” (Inter-
viewee 9)

Six (46%) highlighted time as a concern:

“[Health care providers] will not be having the time
to ask all of this. So it would be unrealistic to think
in a busy surgical clinic that they're going to be...It's
different than the pediatric origin of practice’ (Inter-
viewee 13)

Three (23%) commented on literacy:
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“.. I guess it’s with experience where you sort of, you
might have a hunch about somebody’s ability to...
navigate the system based on their literacy’ (Inter-
viewee 5)

And three (23%) were concerned that the information
might become outdated but remain on the patient’s file:

“They saw somebody at some point that said they
had an addiction or that they didn’t finish Univer-
sity [.] and that’s outdated. [...] This is 10-year-old
information you're working with and that addiction
could be well into recovery and they're being stigma-
tized’ (Interviewee 7)

Overall, the HCPs in this study highlighted the impact of
SDH screening despite noting some potential risks, and
most described the use of a short tool as both acceptable
and feasible.

Interpretation

Despite the recognition of the importance of SDH on
health care delivery and outcomes and a proliferation
of new tools for screening, more study is needed to
inform best practices for HCPs to assess and communi-
cate SDH. The Canadian Medical Association has called
for increased recognition of the critical impact of SDH,
identified as integral to improving the health of Cana-
dians [29, 30]. In 2016, the Centre for Effective Practice
endorsed the use of screening tools and a tool kit, adapt-
able to various Electronic Health Records used in Canada
to support taking SDH into account in primary care [31].
The American Academy of Pediatrics recommends sys-
tems that both identify developmental issues and provide
links to supportive community services [32]. Currently,
there is no universally accepted systematic way of assess-
ing, describing and communicating pediatric patients’
combined biomedical and psychosocial needs and their
complexity in order to facilitate access to services and
resources.

Patients’ complex narratives are difficult to quantify,
and although there are several existing tools that include
SDH items, they tend to be specific to either a particu-
lar age group or clinical environment, and thus are not
generalizable to a variety of settings. In a 2019 systematic
review, Sokol and colleagues identified 11 unique screen-
ing tools published in the last 12 years with the primary
aim of supporting the recommendations to identify vul-
nerable children [33]. However, most such tools screened
for specific issues only (such as finance or health literacy)
or were specific to a particular age group or clinical envi-
ronment. In addition, there was limited evaluation of the
tools’ psychometric properties.
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Several authors have looked at the feasibility and
acceptability of implementing them [13, 15, 17, 34]. Simi-
lar to the findings of this body of research, we found that
logistical matters and capacity were common themes.
The key is keeping it simple and flexible and not add to
the documentation burden of the work [10, 16, 35, 36].

In-line with the above-mentioned literature, HCP in
this study expressed a good understanding of the impact
of SDH on their populations and interest in collecting
that data in a way that would positively impact patients.
However, despite their roles working with populations at
risk, only two HCP indicated routinely assessing for SDH.

The participants in this study endorsed that training of
staff in administration of any tool would be key to mini-
mizing stigma and bias, much in line with the literature
[35, 37]. A 25-day feasibility trial incorporating an SDH
screening tool in the Emergency Department concluded
that the main challenges were provider discomfort
screening based on patient appearance, asking stigmatiz-
ing questions, and lack of clarity regarding the screen-
ing’s purpose [18].

HCP in this study were in agreement across several key
themes that were caveats for implementation:

1) How would the tool be integrated into the visit to
avoid risk of bias or stigma?

2) How to respect the needs, languages and cultures of
different group?

3) What training would be provided to the interviewer
to ensure the questions were asked in a patient and
caregiver centered way?

4) How would potential risks of unintended harms in
the form of perpetuation of stigma, racism, bias or
discrimination be addressed?

Overall, this work demonstrates that the interactions
between SDH and pediatric health challenges are com-
plex. There are distal determinants of health from which
intermediate and proximal determinants of health flow.
This complexity is further compounded by parent and
guardian social and economic situation, including inter-
generational effects of trauma [38].

Limitations

This study involved a small number of HCP from a spe-
cific health care system and the interviews were con-
ducted pre-pandemic. A family/patient research advisory
committee was launched at our center after the start of
the study and would be a valuable partner in research of
this kind in the future. This highlights the role of newer
methodologies to engage patients as partners in research
from its inception [39]. While our study used an estab-
lished framework, the reliability and validity of the
CANS-PCI as a screening tool has not been established.
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A shortened tool enhances feasibility but may also risk
oversimplification of complex societal or contextual con-
tributors. More study is needed to identify how patients’
needs should be recorded and shared.

Future directions in the area of study

Healing-centred approaches highlight strengths and cul-
tural contributions to well-being [40]. This study did not
specifically examine how practitioners can implement a
healing-centred approach to care plans and communi-
cation. There is more work that is needed to understand
how using such strategies can mitigate equity gaps expe-
rienced by those with complex SDH concerns rooted in
racism, bias, stigma, or trauma and how best to commu-
nicate about these issues with patients and families.

Conclusions

Although the importance of SDH is widely recognized
and there are pediatric-specific SDH screening tools
available, there is no existing systematic way of assess-
ing, describing and communicating between HCP about
pediatric patients’ combined biomedical and psycho-
social complexities. It appears from this study, a short
SDH screening tool (such as the CANS-PCI) may be able
to contribute to this gap. By using the communimetric
framework [20, 21], this project builds on an established
measurement platform and a commonly used measure-
ment framework for child-serving systems in North
America.

Overall, HCP in our study agreed that a routine, brief
integrated pediatric specific tool to screen for SDH is
important and would be both acceptable and feasible.
Ultimately, this small study contributes to the growing
body of evidence that HCP understand the importance of
SDH to their patients and would be willing to integrate
this into their practice. What matters more than “what”
tool is used is “how” it is used, and by “whom”.

Further research needs to be conducted to: (1) include
different contexts and the point of view of the patients
and their HCP, (2) answer the larger question of whether
routine use of a screening tool by HCP will facilitate
patient access to services and improve health outcomes,
and (3) incorporate best practices/standards about how
such tools should be used, and by whom and how the
findings should be communicated with patients and
families.

Supplementary Information
The online version contains supplementary material available at https://doi.
org/10.1186/512887-024-04759-2.

Additional File 1: Questions for Cognitive Interview

Additional File 2 ? CANS-PCl Tool. Child/Youth and Adolescent Needs and
Strengths (CANS?) PEDIATRIC COMPLEXITY INDICATOR VERSION; CANS-
PCI? MANUAL

Page 6 of 7

[ Supplementary Material 3 ]

Acknowledgements

The authors would like to thank Margaret Sampson, MLIS, PhD, AHIP, for her
support in running the database searches for the literature review conducted
as part of CANS-PCI tool development, and Monisha Kabir, MSc, for formatting
and facilitating this manuscript’s submission.

Author contributions

TA, AE, JC, SF, LJ, LS, MW, RJ, MH, JL, LF-R, SB, DA, and SK developed the study
concept and design. SG and AE contributed to the analysis of the qualitative
semi-structured interview data. All authors (TA, AE, JC, SF, LJ, SG, HAH, LS,
MW, RJ, MH, JL, LF-R, SB, DA, SK) contributed to the interpretation of study
data to identify key authors. AE, TA, and HAH drafted the preliminary version
of the manuscript. All authors critically revised the manuscript for important
intellectual content, approved the final version of the manuscript to be
published, and agreed to act as guarantor of the work.

Funding

This study was funded by a PRIME grant (#20-939501601) from the
Department of Family Medicine of the Faculty of Medicine at the University of
Ottawa.

Data availability

The de-identified dataset used and analyzed during the current study are
available from the corresponding author on reasonable request. To preserve
the anonymity of the interviewees, the transcribed interviews are not available
for sharing.

Declarations

Ethics approval and consent to participate

This study was approved by the Children’s Hospital of Eastern Ontario
(Protocol #:16/112X), Ottawa Health Science Network (Protocol #: 20160952—
01 H), and Bruyére Continuing Care (Protocol #: M16-17-004) research ethics
boards on December 16, 2016, April 26,2017 and April 18, 2017, respectively.
Written informed consent was obtained from all interview participants.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details

'Department of Family Medicine, Faculty of Medicine, University of
Ottawa, Ottawa, ON, Canada

2Centretown Community Health Centre, Ottawa, ON, Canada
*Department of Psychiatry, Faculty of Medicine, University of Ottawa,
Ottawa, ON, Canada

“Children’s Hospital of Eastern Ontario, Ottawa, ON, Canada
Department of Family Medicine, Faculty of Medicine, Queen's University,
Kingston, ON, Canada

SCentre for Indigenous Health Research and Education, University of
Ottawa, Ottawa, ON, Canada

’Bruyeére Research Institute, Ottawa, ON, Canada

8Department of Paediatrics, Faculty of Medicine, University of Ottawa,
Ottawa, ON, Canada

°Children’s Hospital of Eastern Ontario Research Institute, Ottawa, ON,
Canada

'%Centre for Innovation in Population Health, University of Kentucky,
Lexington, KY, USA

MFaculty of Medicine, University of Ottawa, Ottawa, ON, Canada

Received: 12 December 2023 / Accepted: 12 April 2024
Published online: 03 May 2024


https://doi.org/10.1186/s12887-024-04759-2
https://doi.org/10.1186/s12887-024-04759-2

Eyre et al. BMC Pediatrics

(2024) 24:300

References

1.

20.

Commission on Social Determinants of Health. Closing the gap in a genera-
tion: health equity through action on the social determinants of health: final
report: executive summary, https://apps.who.int/iris/handle/10665/69832
(2008, accessed February 11 2022).

World Health Organization. Social determinants of health, https://www.who.
int/health-topics/social-determinants-of-health#tab=tab_1 (2024, accessed
February 26 2024).

Brown DW, Anda RF, Tiemeier H, et al. Adverse childhood experiences and
the risk of premature mortality. Am J Prev Med. 2009;37:389-96. https://doi.
0rg/10.1016/j.amepre.2009.06.021.

Felitti VJ, Anda RF, Nordenberg D, et al. Relationship of childhood abuse and
household dysfunction to many of the leading causes of death in adults. The
adverse childhood experiences (ACE) study. Am J Prev Med. 1998;14:245-58.
https://doi.org/10.1016/50749-3797(98)00017-8.

Ford-Jones EL, Williams R, Bertrand J. Social paediatrics and early child
development: part 1. Paediatr Child Health. 2008;13:755-8. https://doi.
0rg/10.1093/pch/13.9.755.

Marmot M, Friel S, Bell R, et al. Closing the gap in a generation: health equity
through action on the social determinants of health. Lancet. 2008;372:1661-
9. https://doi.org/10.1016/S0140-6736(08)61690-6.

Farre A, Rapley T.The New Old (and Old New) Medical Model: four decades
navigating the Biomedical and Psychosocial Understandings of Health and
lliness. Healthc (Basel). 2017;5. https://doi.org/10.3390/healthcare5040088.
Engel GL. The need for a new medical model: a challenge for biomedicine.
Science. 1977;196:129-36. https://doi.org/10.1126/science.847460.

Robert Wood Johnson Foundation. Health Care’s Blind Side, https://www.rwjf.
org/content/dam/farm/reports/surveys_and_polls/2011/rwjf71795/subas-
sets/rwjf71795_1 (2011, accessed February 11 2022).

Berry C, Paul M, Massar R, et al. Social Needs Screening and Referral

Program at a large US Public Hospital System, 2017. Am J Public Health.
2020;110:5211-4. https://doi.org/10.2105/ajph.2020.305642.

Boch S, Keedy H, Chavez L, et al. An Integrative Review of Social Determi-
nants of Health screenings used in primary care settings. J Health Care Poor
Underserved. 2020;31:603-22. https://doi.org/10.1353/hpu.2020.0048.
Cohen JS, Lyons JS, Benchimol El, et al. The pediatric inflammatory bowel
disease INTERMED: a new clinical tool to assess psychosocial needs. J Psycho-
som Res. 2019;119:26-33. https://doi.org/10.1016/jjpsychores.2019.02.002.
Fiori K, Patel M, Sanderson D, et al. From Policy Statement to practice:
integrating Social needs screening and Referral Assistance with Com-
munity Health Workers in an urban Academic Health Center. J Prim

Care Community Health. 2019;10:2150132719899207. https://doi.
0rg/10.1177/2150132719899207.

Gurewich D, Garg A, Kressin NR. Addressing Social determinants of Health
within Healthcare Delivery systems: a Framework to Ground and inform
Health outcomes. J Gen Intern Med. 2020;35:1571-5. https://doi.org/10.1007/
s11606-020-05720-6.

Meyer D, Lerner E, Phillips A, et al. Universal Screening of Social Determinants
of Health at a large US Academic Medical Center, 2018. Am J Public Health.
2020;110:5219-21. https://doi.org/10.2105/ajph.2020.305747.

Palakshappa D, Scheerer M, Semelka CT, et al. Screening for Social Determi-
nants of Health in free and charitable clinics in North Carolina. J Health Care
Poor Underserved. 2020;31:382-97. https://doi.org/10.1353/hpu.2020.0029.
Pinto AD, Bondy M, Rucchetto A, et al. Screening for poverty and intervening
in a primary care setting: an acceptability and feasibility study. Fam Pract.
2019;36:634-8. https://doi.org/10.1093/fampra/cmy129.

Wallace AS, Luther B, Guo J-W, et al. Implementing a Social determinants
Screening and Referral infrastructure during Routine Emergency Depart-
ment visits, Utah, 2017-2018. Prev Chronic Dis. 2020;17:E45. https://doi.
0rg/10.5888/pcd17.190339.

Khurana D, Leung G, Sasaninia B et al. The Whole PERSON Health Score: A
Patient-Focused Tool to Measure Nonmedical Determinants of Health. NEJM
Catalyst 2022; 3: CAT.22.0096. DOI: https://doi.org/10.1056/CAT.22.0096.
Lyons JS. Communimetrics: A communication theory of measurement in human
service settings. New York, NY, US: Springer Science + Business Media, 2009,
p.xii, 224-xii, 224.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

Page 7 of 7

Lyons J. Transformational Collaborative Outcomes Management. Managing
the business of personal change. Switzerland: Palgrave Macmillan; 2022.
Willis G. Cognitive interviewing: a Tool for improving Questionnaire Design.
1st ed. Thousand Oaks, CA, United States: Sage; 2004.

Goodman LA, Comment. On Respondent-Driven Sampling and Snowball
Sampling in Hard-to-Reach populations and Snowball Sampling not in
hard-to-Reach populations. Sociol Methodol. 2011;41:347-53. https://doi.
org/10.1111/j.1467-9531.2011.01242 x.

Noy C. Sampling knowledge: the hermeneutics of Snowball Sampling in
qualitative research. Int J Soc Res Methodol. 2008;11:327-44. https://doi.
0rg/10.1080/13645570701401305.

Palinkas LA, Horwitz SM, Green CA, et al. Purposeful sampling for Quali-
tative Data Collection and Analysis in mixed method implementation
research. Adm Policy Ment Health. 2015;42:533-44. https://doi.org/10.1007/
$10488-013-0528-y.

Murray HG. Low-inference classroom teaching behaviors and student ratings
of college teaching effectiveness. J Educ Psychol. 1983;75:138-49. https://doi.
0rg/10.1037/0022-0663.75.1.138.

Thomas J, Harden A. Methods for the thematic synthesis of qualitative
research in systematic reviews. BMC Med Res Methodol. 2008;8:45. https://
doi.org/10.1186/1471-2288-8-45.

Creswell J, Poth C. Standards of validation and evaluation. Qualitative inquiry
and research design: choosing among five approaches. Thousand Oaks, CA:
Sage; 2018. pp. 253-86.

Canadian Medical Association (CMA). Health equity and the social determi-
nants of health: a role for the medical profession. Ottawa, Canada: Canadian
Medical Association; 2013.

Government of Canada. Social determinants of health and health inequali-
ties, https://www.canada.ca/en/public-health/services/health-promotion/
population-health/what-determines-health.html (2022, accessed February 11
2022).

Centre for Effective Practice (CEP). https://cep.health/ (2022, accessed Febru-
ary 102019).

American Academy of Pediatrics (AAP). https://www.aap.org/en/ (2022,
accessed February 10 2020).

Sokol R, Austin A, Chandler C, et al. Screening Children for Social Deter-
minants of Health: a systematic review. Pediatrics. 2019;144. https://doi.
0rg/10.1542/peds.2019-1622.

Jetelina KK, Rodriguez P, Oke OK et al. Factors influencing the Implementa-
tion of Social Determinants of Health Screening and referral processes in
Pediatric settings serving medically complex patients. J Appl Res Child 11.
Andermann A.Taking action on the social determinants of health in clinical
practice: a framework for health professionals. CMAJ. 2016;188:E474-83.
https://doi.org/10.1503/cmaj.160177.

Swamy P, Monterrey AC, Wood MS, et al. Caregiver and Pediatric Health Care
provider views on Social needs identification. J Prim Care Community Health.
2020;11:2150132720923085. https://doi.org/10.1177/2150132720923085.
Garg A, Butz AM, Dworkin PH, et al. Improving the management of family
psychosocial problems at low-income children’s well-child care visits: the

WE CARE Project. Pediatrics. 2007;120:547-58. https://doi.org/10.1542/
peds.2007-0398.

Reading CL, Wien F. Health Inequalities and Social Determinants of Aboriginal
Peoples'Health. Prince George, BC: National Collaborating Centre for Aborigi-
nal Health; 2000.

Nykiforuk ClJ. Engaging patients in research using photovoice methodology.
CMAJ. 2021;193:E1050-1051.

Ginwright S. The Future of Healing: Shifting From Trauma Informed Care to
Healing Centered Engagement, https://ginwright. medium.com/the-future-
of-healing-shifting-from-trauma-informed-care-to-healing-centered-engage-
ment-634f557ce69c (2018, accessed January 25 2023).

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.


https://apps.who.int/iris/handle/10665/69832
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://www.who.int/health-topics/social-determinants-of-health#tab=tab_1
https://doi.org/10.1016/j.amepre.2009.06.021
https://doi.org/10.1016/j.amepre.2009.06.021
https://doi.org/10.1016/s0749-3797(98)00017-8
https://doi.org/10.1093/pch/13.9.755
https://doi.org/10.1093/pch/13.9.755
https://doi.org/10.1016/S0140-6736(08)61690-6
https://doi.org/10.3390/healthcare5040088
https://doi.org/10.1126/science.847460
https://www.rwjf.org/content/dam/farm/reports/surveys_and_polls/2011/rwjf71795/subassets/rwjf71795_1
https://www.rwjf.org/content/dam/farm/reports/surveys_and_polls/2011/rwjf71795/subassets/rwjf71795_1
https://www.rwjf.org/content/dam/farm/reports/surveys_and_polls/2011/rwjf71795/subassets/rwjf71795_1
https://doi.org/10.2105/ajph.2020.305642
https://doi.org/10.1353/hpu.2020.0048
https://doi.org/10.1016/j.jpsychores.2019.02.002
https://doi.org/10.1177/2150132719899207
https://doi.org/10.1177/2150132719899207
https://doi.org/10.1007/s11606-020-05720-6
https://doi.org/10.1007/s11606-020-05720-6
https://doi.org/10.2105/ajph.2020.305747
https://doi.org/10.1353/hpu.2020.0029
https://doi.org/10.1093/fampra/cmy129
https://doi.org/10.5888/pcd17.190339
https://doi.org/10.5888/pcd17.190339
https://doi.org/10.1056/CAT.22.0096
https://doi.org/10.1111/j.1467-9531.2011.01242.x
https://doi.org/10.1111/j.1467-9531.2011.01242.x
https://doi.org/10.1080/13645570701401305
https://doi.org/10.1080/13645570701401305
https://doi.org/10.1007/s10488-013-0528-y
https://doi.org/10.1007/s10488-013-0528-y
https://doi.org/10.1037/0022-0663.75.1.138
https://doi.org/10.1037/0022-0663.75.1.138
https://doi.org/10.1186/1471-2288-8-45
https://doi.org/10.1186/1471-2288-8-45
https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://www.canada.ca/en/public-health/services/health-promotion/population-health/what-determines-health.html
https://cep.health
https://www.aap.org/en/
https://doi.org/10.1542/peds.2019-1622
https://doi.org/10.1542/peds.2019-1622
https://doi.org/10.1503/cmaj.160177
https://doi.org/10.1177/2150132720923085
https://doi.org/10.1542/peds.2007-0398
https://doi.org/10.1542/peds.2007-0398
https://ginwright.medium.com/the-future-of-healing-shifting-from-trauma-informed-care-to-healing-centered-engagement-634f557ce69c
https://ginwright.medium.com/the-future-of-healing-shifting-from-trauma-informed-care-to-healing-centered-engagement-634f557ce69c
https://ginwright.medium.com/the-future-of-healing-shifting-from-trauma-informed-care-to-healing-centered-engagement-634f557ce69c

	﻿Acceptability and feasibility of screening with a pediatric care provider-led social determinants of health identification tool
	﻿Abstract
	﻿Introduction
	﻿Methods
	﻿Analysis of interviews

	﻿Results
	﻿Interpretation
	﻿Limitations
	﻿Future directions in the area of study

	﻿Conclusions
	﻿References


