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OCIOECONOMIC DISPARITIES IN HEALTH CONTINUE

to exist, despite advances in medicine.! Since the

classic Whitehall studies, it has been well known

that the social context in which an individual lives
and works influences health.>? Mitigating the harmful con-
sequences of social factors that contribute to health dis-
parities has largely been left to the public health and policy
communities, whereas clinical medicine has traditionally
focused on identifying and reducing biological risk factors
for an individual patient. The patient-centered medical
home (PCMH), however, offers an important opportunity
to promote population health through systematically
addressing the social determinants of health.

Pediatrics first developed the concept of the medical home*
and continues to evolve clinical practice aimed at address-
ing social determinants because of children’s exquisite vul-
nerability to the deleterious effects of the social and physi-
cal environment, especially the aggregation of social factors
associated with poverty. Many programs that affect social
risk have been demonstrated to be effective in pediatric prac-
tice; PCMHs under the accountable care organization model
can accelerate the delivery of such innovative services that
include new financial models designed to provide incen-
tives for the adaptation to adult populations. Adaptation of
such programs within the PCMH can be implemented in a
variety of ways that will provide important data about what
types of services best improve population health.

The following suggestions based on pediatric guidelines
and practices can be used to inform the development of trans-
formative PCMHs designed to address the social context of
patient care, especially those PCMHs serving low-income
populations.

Make Addressing the Social Determinants

of Health a Key Tenet of Clinical Guidelines
Bright Futures pediatric guidelines are used by pediatri-
cians to determine which tasks to perform at regular health
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supervision visits and emphasize the importance of view-
ing the child in the context of the family and community.’
Numerous American Academy of Pediatrics policy state-
ments, including ones on the medical home, child maltreat-
ment, early childhood adversity, and community pediat-
rics, stress the influence that social risk factors have on
children’s health, along with the role pediatricians have in
ameliorating them. Emphasizing these and similar factors
in adult guidelines may further enhance physicians’ aware-
ness of the importance of addressing social determinants
within the PCMH.

Screen for Social Determinants at Medical Visits

Primary care screening strategies have been developed for
specific psychosocial issues such as substance abuse, ma-
ternal depression, and intimate partner violence. There is
emerging evidence that similar screening for basic unmet
material needs (eg, food, employment, benefits, educa-
tion) at pediatric visits can increase physician referrals and
family contact with community resources.® The PCMH of-
fers new opportunities for monitoring the basic unmet needs
of vulnerable adults, particularly the elderly, and linking them
to community services.

Colocate Community-Based Resources
in the PCMH

Colocation of community-based resources such as WIC (Spe-
cial Supplemental Nutrition Program for Women, Infants,
and Children) is commonplace in urban pediatric clinics.
Colocation within PCMHs can address transportation dif-
ficulties, streamline community services for patients, in-
crease patient satisfaction, and provide improved access to
and more appropriate use of social services.” Opportuni-
ties exist to broaden the type of community-based services
(eg, housing programs, job training centers, GED [General
Educational Development]| programs, food pantries) needed
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by adult patients, particularly in PCMHs serving low-
income populations. These types of programs can affect so-
cial determinants, but ultimately their adoption and spread
will likely be based on their own funding and the potential
to create synergy with the health care system.

Develop "Outside the Box" Multidisciplinary
Primary Care Interventions

Learning problems among low-income children are being
addressed by programs such as the Reach Out and Read pro-
gram that extended standard counseling by pediatricians to
include giving parents books to take home to read to their
children. Studies have shown that Reach Out and Read in-
creases parental reading and improves children’s language
skills.® Currently, Reach Out and Read reaches more than
25% of impoverished children in the United States.® The
medical-legal partnership model embeds legal services within
the pediatric and some adult health care settings to address
common legal needs of families (eg, housing conditions, food
security, personal safety) that impair health. Health Leads
is a pediatric care-based model that places volunteer un-
dergraduate students in the waiting rooms of urban clinics
to connect families having unmet basic needs with avail-
able community resources. Leveraging new visual media
using visual simulation instead of verbal explanations, along
with smartphone monitoring or communication, may also
enhance patient wellness behavior, not as a stand-alone mea-
sure but as part of clinical care. Overall, PCMHs offer the
opportunity (and, very importantly, the financial incen-
tive) to address social determinants with “outside the box”
interventions, multidisciplinary care teams, and techno-
logically advanced health education efforts.

Integrate Home Visiting Programs
With the PCMH

Home visiting programs could play an important adjunct
role in assisting physicians address their patients’ social de-
terminants beyond the walls of the PCMH. A primary goal
of these pediatric programs is to promote child develop-
ment and parenting skills and assist parents with specific
needs such as school enrollment, employment, and access-
ing social safety net programs. Home visits provide nurses
and other paraprofessionals with a better understanding of
the child’s living conditions. Although nurse home visita-
tion programs are also used in the geriatric population, their
primary goal is to maintain or improve the functional sta-
tus of the elderly, not necessarily to directly address social
determinants. Because many of these determinants likely con-
tribute to the readmission of elderly and chronically ill pa-
tients, home visitation may become an important cost-
saving investment. The “population management” function
of the PCMH not only provides the opportunity to care for
those patients who access medical services in primary care
offices but also expands the scope of care to patients who
do not make office visits. New models of care are now rap-
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idly being developed to address this fundamental aspect of
health care.

Conclusions

To further promote the health and well-being of adults and
the elderly, pediatric programs such as those described above
could be both selectively and systematically integrated within
the PCMH to address the social determinants of health. The
current climate offers health care systems an opportunity
to design, implement, and study the effects of these pro-
grams. If these programs could be shown to improve popu-
lation health and help to control costs in ways such as re-
ducing hospital admission and readmission, among other
important outcome measures, then broad dissemination can
occur. In some cases the cost for these programs would be
covered entirely or in part by public or other funds (eg, food
pantries, medical-legal partnership), and the challenge is to
integrate them into health care. Once shown to be effec-
tive, indicators related to the social determinants of care,
including process and outcome measures, can then be-
come part of the pay-for-performance and quality evalua-
tion metrics of PCMHs.

Addressing social determinants of health within the PCMH
represents a high-value benefit to the health care system and
has the potential to reduce the long-standing socioeco-
nomic disparities in health that continue to persist.
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