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Introduction: Home visits can improve quality of care and health outcomes and provide a unique
opportunity to learn more about patients’ social context and assess patients’ various social determinants
of health (SDH). The objectives of this study were to assess patient self-reported SDH, resident reflections
on patient social status, the utility of a SDH survey during home visits, and resident comfort levels
addressing patient SDH.

Methods: This was a mixed-methods pilot study utilizing patient self-reported data and open-ended
reflection questions. Participants included adult patients aged more than 18 years from an urban safety-
net clinic and family medicine residents who provide their care.

Results: We received forty-two surveys from 42 home visits. Most patients were female (61.9%) and
African-American (45.2%), aged from 25 to 88 years (mean=60.24). Top patient-reported SDH include
transportation, paying bills, and food insecurity. Common themes of resident responses included positive
utility of the survey for assessing patient SDH; variation in comfort level when inquiring about patient SDH
with positive influence from prior experience, assistance from colleagues, or prior good relations with
patients; and expressed intention to include SDH assessment in future practice.

Conclusions: Residents recognized the value of assessing SDH during home visits and expressed intent to
include it in future practice. Thorough assessment of patient SDH may help to craft a more robust and
standardized system to prioritize patients who would most benefit from receiving home visits.

Introduction

Currently most patient care, and hence medical training, occurs within established clinical settings.’ This is
far removed from the horse-and-buggy style of medicine wherein physicians treated patients in their own
homes.*® Although medical home visits significantly declined throughout much of the 20th century, they are
still viewed both as meaningful forms of clinical practice and as valuable settings for medical education.’%’
Indeed, physicians made 478,088 house calls to Medicare beneficiaries in 2000, doubling to 995,294 house
calls in 2006.8 However, while the overall number of home visits increased during this time, most were
performed by specific types of physicians, for example geriatricians, osteopaths or those in rural practice.’®
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One cited benefit of home visits includes hot-spotting, the process of identifying individual high-utilizers of
medical services, patients who often have complicated social factors negatively influencing their health.3°
Conversely home visits may also be useful for cold-spotting, which involves identifying communities with
complex social determinants of health (SDH) and limited primary care access with the intention of bridging
primary and public health care in a population.®'9 Such strategies recognize the importance of identifying and
assessing the impact of patients’ SDH in order to improve overall biopsychosocial health and reduce health
disparities.’” While this assessment can be done in a formal clinical setting, home visits uniquely offer
clinicians the advantage of direct access to the context of a patient’s life circumstances, allowing for more
comprehensive strategies to improve patient health and quality of life.31213

Until 2014, the Accreditation Council for Graduate Medical Education (ACGME) mandated family medicine
residents conduct home visits as part of their educational requirements.® Though literature on this is limited,
one previous study showed that family medicine residents expressed positive impressions of home visits for
older patients because the experience gave them better insight into their patients’ lives, helping to improve their
caregiving and assessment skills.” Considering the potential benefits of addressing SDH in the context of
patients’ homes, the Department of Family and Community Medicine at UT Southwestern Medical Center
continues conducting resident-led home visits, despite the withdrawn ACGME requirements. This study was
initiated in 2017 with the purpose of analyzing the SDH of those home visit patients as well as residents’
perceptions of the experience.

This mixed-methods pilot study utilized both patient self-reported quantitative data and resident responses to
qualitative self-reflection questions. The patient questionnaire was an abridged SDH survey derived from
several sources including a geriatric SDH inventory.'#16 The resident conducting the home visit read and
recorded patient responses to the survey items that also served as a guide to inform an SDH-focused patient
history. We assessed patient SDH factors, including transportation, paying bills, food security, housing
maintenance, medication cost, legal problems, finances, employment security, reading, and personal and home
safety. Patient answers were Likert-scaled using the following possible responses, “no difficulty at all,” “some
difficulty,” “very difficult,” and “completely difficult.” During analysis, we created a binary Likert scale (no
difficulty, some difficulty).

After each home visit, residents completed an open-ended questionnaire consisting of five questions that
assessed their views on the visit and the effects of discussing SDH with patients. Residents were asked about
the effectiveness of using the survey as a guide for assessing and understanding patient SDH. They were also
asked how comfortable they felt about the discussion with the patient and what they were able to learn about
their patient from the experience that they might not have otherwise. Finally, the residents were asked to predict
how they might take any lessons learned and implement them into their future practices.

Resident responses to the open-ended questions were entered into an Excel spreadsheet and were grouped
according to the relevant survey questions. Two authors (P.D. and M.C.) independently reviewed the data
through a process of open content analysis, an approach utilized to derive categories and patterns directly from
textual data.?? Reflections and analytical notes were compared and utilized in a further iteration of data
analysis to achieve consistency and derive patterns from the responses. These findings were shared, and
further refined with the other project members (N.G. and P.P.). Once consensus was achieved, the group
performed a final review of the responses to ensure accuracy, consistency, and prevalence across the data.

All current adult patients of the Parkland Family Medicine Residency Clinic, an urban, safety-net, teaching clinic
that provides care to a medically underserved population in Dallas, Texas, were eligible to participate and were
selected by the resident physician based on perceived need. Accompanied by a physician assistant, residents
conducted the home visits with clinic standard of care addressing health needs in addition to the SDH
guestionnaire. This study was approved by the UT Southwestern Medical Center Institutional Review Board and
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the Parkland Hospital and Health System Office of Research Administration.

Results

From September 2017 to June 2019, 26 family medicine residents conducted 42 home visits. Resident
participants were primarily female (54%) and spanned all 3 years of family medicine postgraduate training: 35%
were first-year, 42% second-year, and 23% third-year residents. Patients received one home visit each. Patients
ranged in age from 25-88 years old (mean age=60.24) and were primarily female (61.9%); 45.2% of patients
identified as African-American, 21.4% Hispanic/Latino, 14.3% Caucasian, and 19.1% selected “another
ethnicity.” Four patients were currently employed and 25 were on a fixed income. Patient responses to SDH
difficulties are described in Table 1. We developed themes from resident responses and subsequently
reanalyzed for prevalence across home visits. Percentages following each theme indicate the prevalence of
these responses across resident participants. Key patterns in resident responses and supporting quotes are
shown in Table 2.

Conclusion

Despite the ACGME removing home visits requirements, our study shows that home visits provide meaningful
opportunities to teach residents about patient health in a holistic fashion. Study results also indicate that
patient participants must overcome a variety of difficulties to maintain their biopsychosocial well-being. Results
show that approximately half of the patients in this study struggled with transportation, paying bills, food
security, and housing maintenance, among others. Additional studies underscore opportunities to identify SDH
difficulties in the primary care setting and point to a more general need to improve identification and
amelioration of SDH obstacles that patients face.’”2! While this study included a relatively small sample size,
the results show that residents learned more about their patients, gained novel insights into patients’
psychosocial health, and in general found the survey to be a useful guide for conducting an otherwise sensitive
conversation. This is consistent with a previous study showing family medicine residents giving positive
feedback on the home visit experience, helping improve their ability to care for and understand their patients
and their life circumstances.’ This pilot study demonstrates the need for future studies that apply more
rigorous assessment of the educational outcomes of resident-led home visits and measure the impact of the
home visit on subsequent clinic encounters.
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Tables and Figures

Table 1: Social Determinants of Health Difficulties (N=42)

SDH Factor No Difficulty (%) Some Difficulty (%)
Transportation 40.0 60.0
Paying bills? 513 48.7
Food security? 539 46.2
Housing maintenance® 61.5 38.5
Medication cost® 66.7 33.3
Reading 70.0 30.0
Home safety? 84.6 15.4

20ne patient not reported for these factors (N=41).
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Table 2: Resident Reflections on Social Determinants of Health
Assessments and Home Visit Experiences (N=42)

Reflection Question and Supporting Comments (% Prevalence of Response Themes)

How Did the SDH Questionnaire Help During the Home Visit?

Helped understanding of patients’ SDH (48%)
“Learned more about her social history and how it makes it difficult for her to live how she would like and go to appointments.”
-PGY-2

Helped organize/structure a thorough SDH interview (33%)

“The questions helped me to have structure to my visit. They gave a framework to work within and allowed me to cover everything
that was necessary during the visit beyond just the medicine.”

-PGY-1

Was not very helpful/relevant (7%)
“Somewhat - this particular patient didn’t have as many social heeds as expected.”
-PGY-1

How Comfortable Were You Asking SDH !uestions During the Home Visit?

At least moderately comfortable (79%)
“Some were a bit awkward at first but it was not uncomfortable as patient was very forthcoming.”
-PGY-1

Comfort influenced by degree of past experience (12%)
“Somewhat comfortable with intermittent hesitation due to unfamiliarity / first home visit; overall fine.”
-PGY-1

Comfort positively influenced by prior good rapport with patient (12%)
“Since | knew this patient well, it was not too difficult. However, it was slightly awkward at first.”
-PGY-3

Comfort improved with colleague (5%)
“Got more comfortable with [Physician Assistant].”
-PGY-2

New Insight/Information Learned About the Patient That May Not Have Been Otherwise

Degree of patient social support/relationships (48%)

“For me, the amount of support that she got made me realize why she feels like she is a burden. As the same time, it was nice to
see her support.”

-PGY-2

Cost/burden of care to patient/family (26%)

“I learned that a big problem for my patient had to do with transportation to and from their appointments. | also learned that they
needed some equipment such as a hoist and a suction machine inside their home. The patient’s caregiver was also suffering from
her own disabilities and needed help for another source of full ime home healthcare in the home.”

-PGY-1

Patient past life experiences (17%)
“I learned a lot of social and financial, past traumatic experiences are affecting her.”
-PGY-2

Lack of access to care/resources (12%)
“The logistics of navigating her home environment was very enlightening. | did not realize how non-accessible her apartment was.”
-PGY-2

Status of patient living conditions (10%)
“His living situation requires official evaluation and he will greatly benefit from nursing visit.”
-PGY-1

Prediction of Impact on Future Career

Recognition of importance (93%)

“It has changed in a way that it now opens my eyes on the importance of being more involved and asking my patients about their
personal lives. It makes a difference.”

-PGY-2

Openness to broader understanding of patients (41%)

“Understanding that maintaining health Is not always controlled by just the will to take care of yourself. A lot of outside things come
into play.”

-PGY-2

If/How Were Able to Address Issues Revealed by SDH Survey

Coordinated with/provided other resources (41%)
“I will be talking to social worker to help her with some of the medications as she is paying a lot for her medication.”
-PGY-2

Adjust treatment/medication (19%)
“Yes, spoke about limitation of taking insulin due to price. Able to reeducate on how to take it.”
-PGY-1
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