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INTRODUCTION

Unmet health-related social needs (HRSNs) drive increased
healthcare utilization and exacerbate health disparities.1–5 The
COVID-19 pandemic led to severe secondary social impacts
in vulnerable communities, including economic uncertainty
and exacerbation of unmet social needs such as housing and
food insecurity, transportation difficulties, exposure to vio-
lence and threats to personal safety.6,7 These social impacts
are often magnified in patients hospitalized for COVID-19,
given how the infection affects patients’ health as well as their
communities and family support systems. Yet few coordinated
approaches to supporting vulnerable, hospitalized patients
during major public health events have been documented or
evaluated in the literature.
Healthcare systems have increasingly expressed an interest

in addressing HRSNs and clinicians overall support social
need programs, yet significant barriers impede the assessment
and implementation of programs addressing HRSNs.8,9 While
literature on screening for social needs among hospitalized
patients exists,10 few publications describe standardized pro-
cesses and fewer still evaluate their approaches. Given the
high proportion of patients in our setting with unmet HRSNs
and challenges to comprehensively identifying those needs,
we implemented universal HRSN screening of admitted pa-
tients with COVID-19 in combination with a coordinated
program linking them to appropriate community resources.
As described below, our approach was guided by the Model
for Improvement.11

A number of screening tools for social needs have been
published.12 We performed a review of available tools. We
selected the PRAPARE (Protocol for Responding to and
Assessing Patients’ Assets, Risks and Experiences) tool13 to

align with parallel efforts at local federally qualified health
centers that were adopting this assessment. The PRAPARE
screening tool is a standardized questionnaire consisting of a
nationally developed set of core and optional measures.13

Prior to project implementation, our inpatient screening and
documentation for HRSNs was inconsistent. We hypothesized
that implementation of a standard approach to screening for
and tracking HRSNs would allow our inter-professional care
teams to develop more effective, contextualized patient care
plans to directly impact these needs.
We carried out our pilot program in partnership with an

inter-professional team of providers involving physicians/
advanced practice providers, medical students, social workers,
case managers, nurses, and pharmacists.

SETTING AND PARTICIPANTS

This intervention focused on clinical teams caring for adult
patients with COVID-19 admitted to the internal medicine
service on either the general medical or intensive care units.
Our setting is a 212-bed urban academic safety-net hospital.
At baseline in 2019, approximately 33% of inpatients were
uninsured, 11% were covered byMedicaid, and 27% received
Medicare.
All patients admitted afterMarch 29, 2020, with COVID-19

based on SARS-COV2 PCR testing with a length of stay of at
least 24 h were eligible for screening and social care planning
by their care teams. Prior to the COVID-19 pandemic, an
inter-professional team led by hospitalists had identified the
quality gap and potential benefits of universal screening as
part of an institutional quality improvement challenge in 2019.
With the onset of the pandemic, the project was refocused on
patients admitted with COVID-19. Project implementation
was directed primarily by the hospitalist leader (SP) working
with a group of self-selected resident physicians and members
of the Department of Internal Medicine quality improvement
team, supported by executive sponsorship from departmental
leaders.
Care teams included Internal Medicine (IM) faculty and

residents, medical students rotating on the IM clerkship or
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on a Transitions of Care elective,14,15 and hospital staff, in-
cluding social workers, nurse case managers, bedside nurses,
and pharmacists.
The University of Texas Internal Review Board granted

exempt status for data collection and assessment. Patients
and care team members were free to decline participation in
the screening program.

PROGRAM DESCRIPTION

This project was initiated prior to the COVID-19 pandemic
with the goal of developing a feasible HRSN screening pro-
cess that could be adopted by our inpatient medicine teams.
Between December 2019 and January 2020, one inpatient
team with an IM attending, 3–4 residents, and 1–2 medical
students piloted PDSA (Plan-Do-Study-Act) cycles to screen
patients on a single medical inpatient team for HRSNs using
the PRAPARE tool, coordinating with nurses, social workers,
and case managers to address any identified needs. The project
team performed rapid process PDSA cycles testing timing of
distribution of tool to patients; self-completion of tool by
patients (versus assisted completion); team member responsi-
ble for ensuring tool completion; methods of coordination
with social work/case management team; and documentation
strategies. The initial strategy was to continue iterations of this
process on a single teaching team to develop an effective
approach that could then be adopted by our other medical
teams.
However, in late March 2020, as we began caring for our

first patients admitted with COVID-19, the project team
shifted the program goals and approach. Of the first 10 patients
admitted with COVID-19, nine identified as Hispanic/Latinx,
all of whom spoke Spanish as their primary language; four
were concerned about losing housing; and six had no primary
care home. In response, we adapted our project to develop a
rapid process engaging all stakeholders in a larger-scale roll-
out designed to assess and address HRSNs for all patients
admitted with COVID-19.
In March 2020, the project lead rapidly convened an inter-

professional team consisting of IM and Infectious Diseases
physicians, nurses, social workers, case managers, and lan-
guage interpreters. The team created admission-to-discharge
process maps for COVID-19 patients, delineating processes
for performing formal HRSNs assessments while patients
remained in isolation and mechanisms for addressing unmet
social needs.
The program consisted of two key components: (1) docu-

mentation of PRAPARE tool screening, and (2) coordinated
provision of appropriate resources to all hospitalized COVID-
19 patients.
To support HRSN screening, the project lead provided

brief, just-in-time training sessions for clinical team
members about HRSN screening and processes. Every
Sunday, an email was sent to all residents and

attendings rotating on a COVID service with instruc-
tions, resources, and processes for performing HRSN
screening. The team provided an electronic template
version of the PRAPARE Tool that could be copy-
pasted into our electronic health record notes. The pro-
ject team slightly modified the PRAPARE tool to in-
clude a question about gender and sexual orientation,
revised the income question to include brackets, and
added a “trailer or RV” option under “housing.” The
lead physician for the project followed up with informal
in-person communication with residents on Monday to
review the PRAPARE tool and discuss methods for
establishing trust with patients. He also engaged medical
students who were unable to participate in direct patient
care rotations early in the COVID-19 pandemic through
a newly designed Transitions of Care elective.15 Stu-
dents participating in this elective received a 1-h didac-
tic session at the start of their rotation discussing the
importance of HRSNs, how to remotely assess HRSNs
over videoconference or telephone using our standard-
ized tool, and how to coordinate with the case manage-
ment and social work team members to address social
needs.
The screening was intended to be performed by any

physician on the care team and/or the Transitions of
Care medical students. While screening was encouraged
soon after admission, it could be completed any time
during the hospital stay.
The second key component of the intervention was

coordinated provision of appropriate resources. In col-
laboration with community-based, public, and private
organizations, the project team, including social workers,
developed resource guides to address unmet social needs
and to allow our most vulnerable community members
to quarantine and isolate as necessary. All COVID-19
patients received a standard resource packet (available in
English and Spanish) detailing food assistance, utilities
assistance, housing and rent assistance, mortgage for-
bearance, eviction prevention, emergency relief funds,
transportation assistance, isolation support, respite hous-
ing, interpersonal and domestic violence support, mental
health support, child care resources, unemployment ben-
efits, and the process for enrollment in local health
coverage programs (see Appendix 1 for a consolidated
list of frequently used resources). Project team members
provided specific referrals, information, and assistance
enrolling patients with identified unmet social needs in
qualifying programs. For example, for patients identify-
ing housing insecurity, our team assisted with applica-
tions for emergency financial assistance, government-
sponsored rent and mortgage assistance, and connection
with homelessness prevention and rapid rehousing ser-
vices. In addition, to reinforce the coordination of ap-
propriate resources in response to HRSN screening in-
formation, a discharge checklist was provided to assist
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teams (Appendix 2). The discharge checklist included an
item to review whether HRSN screening had previously
occurred, and provided a “last-chance” opportunity to
perform screening prior to discharge.

PROGRAM EVALUATION

We performed a detailed chart review of the first 100
consecutive COVID-19 patients admitted to our hospital
between March 29, 2020, and May 13, 2020. These
patients were attributed to 10 discharging internal med-
icine attendings and three critical care discharging at-
tendings. Patient demographics, obtained from chart ex-
traction, are presented in Table 1. Seventy-nine percent
of patients identified as Latinx/Hispanic; 62% primarily
spoke Spanish; 52% were uninsured and an additional
19% received a health coverage program for Travis
County residents with low income called the Medical
Access Program (MAP). Table 1 also includes social
and structural characteristics for these patients, including
current employment status, type of occupation/work per-
formed, and housing type. Nearly half (45%) of patients
did not identify a primary care provider (PCP).
The PRAPARE tool was completed and documented

in 56 of the first 100 admitted patient charts, per chart
review. The completion of HRSN screening varied
widely across discharging attending physicians. Two
hospitalist attendings and all three discharging critical
care attendings did not have a single documented HRSN
screening, whereas the other eight attendings completed
HRSN documentation, with individual completion rates
ranging from 29 to 100%. The physician lead met with
participants every 1 to 2 weeks and informally collected
feedback on the program. Consistent completion of the
tool was observed when the attending on the primary
service actively encouraged use of the tool or when the
patient was followed by medical students on the Tran-
sitions of Care elective.15 Rates of completion increased
after an initial ramp-up period, with HRSN screening
documented in only 5 of the first 20 patients (25%), but
then achieving a steady performance of 64% overall for
patients 21–100. In addition to teams simply not per-
forming the task due to competing demands and/or the
assumption that there were not unmet needs to be ad-
dressed, reasons for non-completion included rapid clin-
ical deterioration, direct discharge from the critical care
team, and death during hospitalization.
The PRAPARE tool identified relevant HRSNs in 64% of

this cohort of patients admitted with COVID-19 (Table 2),
including housing insecurity in 39%. Targeted information
and assistance for addressing specific HRSNs were provided
to all of patients who had an identified need on PRAPARE
tool screening.

DISCUSSION

Our pilot program to perform HRSN screening in the
hospital was quickly refocused to respond to the
COVID-19 pandemic. This resulted in the identification
and documentation of relevant HRSNs for hospitalized
COVID-19 patients. We noted a high prevalence of
housing insecurity. The number of patients identified
as housing insecure was much higher than those initially
classified as “homeless” on intake, illustrating the addi-
tional actionable information and nuance obtained
through HRSN screening. Identification of these social
needs facilitated the referral to community resources.
We found that despite significant effort invested in provid-

ing resources, just-in-time training, and engaging resident
physicians, completion of HRSN screening remained depen-
dent on the individual attending at time of discharge, or on
having a medical student on the Transitions of Care elective
involved in a patient’s care. Our experience suggests that
someone on the team other than the attending should be
responsible for completing HRSN screening, even if the at-
tending has accountability for ensuring completion. Our pro-
gram did not include real-time audit-and-feedback to teams,
partially due to competing demands and constraints related to
the early stages of the pandemic, but this may be an important
component for future programs to ensure higher fidelity to the
process. Our experience highlights the capacity of hospital
care teams to partner with community service providers to
address unmet HRSNs. Subsequently, we integrated a com-
munity health worker who assesses HRSNs and addresses
unmet patient and family needs, resulting in a more reliable
workflow.
Our pilot program of HRSN screening for patients admitted

during the early stages of the COVID-19 pandemic supports
the importance and relevance of systemic HRSN screening in
hospitals. Despite our relatively modest overall completion
rate (56%), according to informal feedback from participants
who engaged in the process, performing screening during
hospitalization was not overly burdensome for the clinical
teams, and often provided unexpected insights about social
needs.
There are a number of limitations with this current

report, including a lack of follow-up data tracking
whether patients used the resources provided as part of
the HRSN process and their overall longer-term out-
comes following hospitalization. We are now collecting
follow-up data about specific utilization of resources and
outcomes as part of our community health worker pro-
gram. Though we obtained general information about
barriers to completion, we were unable to collect spe-
cific data about reasons for non-completion at the pa-
tient level. The need to rapidly adapt to the COVID-19
pandemic greatly affected our initial implementation and
evaluation plans for this intervention, but it also provid-
ed a catalyst to more quickly gain buy-in and display
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the importance of HRSN within this particularly vulner-
able population of hospitalized COVID-19 patients dur-
ing the early stages of the pandemic.

In conclusion, our experience supports that HRSN screen-
ing for hospitalized patients is feasible and provides relevant,
actionable information for medical teams.

Table 1 Demographics, Social, and Structural Characteristics of the First 100 Consecutive COVID-19 Patients at a Single Urban Safety-Net
Academic Medical Center

Screened with
PRAPARE Tool

Not Screened with
PRAPARE Tool

Sex [N=100]
Male 57 33 24
Female 43 23 20

Age [N=100]
Mean [standard deviation] (years) 50.8 [±16] 48.9 [±14] 53.2 [±18]
Range (years) 24–92 24–91 24–92

Race/ethnicity [N=100]
Latinx/Hispanic (all) 79 45 34
Black/African American (Hispanic) 1 1 0
Asian (Hispanic) 1 1 0
Black/African American (non-Hispanic) 6 5 1
Asian (non-Hispanic) 1 0 1
White (non-Hispanic) 14 6 8

Language [N=100]
Spanish 62 35 27
English 33 18 15
Spanish/English 5 3 2

Insurance/health coverage [N=100]
Uninsured 52 29 23
Travis County Medical Access Program (MAP) 19 10 9
Medicaid 1 1 0
Medicare 8 5 3
Medicaid + Medicare 5 2 3
Private insurance 15 9 6

Current employment status [N=100]
Full time 31 16 15
Part time/temporary 10 10 0
Retired 9 5 4
Unemployed 22 12 10
Recently unemployed 20 11 9
Other employed 0 0 0
Disabled 6 2 4
Missing data 2 0 2

Type of occupation/work performed [N=60, employed and
recently unemployed]

Construction/landscaping/mechanic/farming 30 (50%) 16 14
Construction 20 9 11
Maintenance/landscaping 2 2 0
Mechanic/electrical/plumbing/machinist 8 5 3

Food/retail/gig/house cleaning 19 (32%) 15 5
Food 9 7 2
Retail/delivery/gig service 4 4 0
House cleaning 6 3 3

Healthcare/care taking 7 (12%) 4 3
Office 4 (7%) 1 3

House type [N=100]
House 32 22 10
Apartment 34 22 12
Trailer/mobile home 10 8 2
Stay with others 0 0 0
Hotel 0 0 0
Shelter 1 0 1
Nursing home 4 1 3
Homeless 5 3 2
Unknown/missing 14 0 14

Current primary care provider [N=100]
Yes 55 29 26
No 45 27 18

Disposition [N=100]
Home 70 40 30
Isolation facility 16 11 5
Skilled nursing facility 3 1 2
Long-term acute care 7 3 4
Death 4 1 3

All data obtained through chart review and demographics in the electronic medical record.
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Electric, gas, oil, water shut off threat 9 (16%)

All data obtained through chart review of documented PRAPARE
screening tool results in the electronic medical record.
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