
e684  Canadian Family Physician • Le Médecin de famille canadien | Vol 62: november • novembre 2016

Health workers who ask about social determinants 
of health are more likely to report helping patients
Mixed-methods study

Anila Naz MD MPH  Ellen Rosenberg MD  Neil Andersson MD PhD  Ronald Labonté MA PhD  Anne Andermann MD DPhil 
On behalf of the CLEAR Collaboration

Abstract
Objective To assess the feasibility of implementing a clinical decision aid called the CLEAR Toolkit that helps front-
line health workers ask their patients about social determinants of health, refer to local support resources, and 
advocate for wider social change.

Design A mixed-methods study using quantitative (online self-completed questionnaires) and qualitative (in-depth 
interviews, focus groups, and key informant interviews) methods.

Setting  A large, university-affiliated family medicine teaching centre in Montreal, Que, serving one of the most 
ethnically diverse populations in Canada.

Participants Fifty family doctors and allied health workers responded to the online survey (response rate of 50.0%), 15 
completed in-depth interviews, 14 joined 1 of 2 focus groups, and 3 
senior administrators participated in key informant interviews.

Methods Our multimethod approach included an online survey 
of front-line health workers to assess current practices and 
collect feedback on the tool kit; in-depth interviews to understand 
why they consider certain patients to be more vulnerable and 
how to help such patients; focus groups to explore barriers 
to asking about social determinants of health; and key 
informant interviews with high-level administrators to identify 
organizational levers for changing practice.

Main findings  Senior administrators consider asking about 
social determinants to be part of the mandate of health workers. 
However, barriers perceived by front-line clinicians include 
insufficient training in social history taking, uncertainty about 
how to address these issues in clinical practice, and a lack 
of knowledge of local referral resources. Health workers with 
specific ways of asking patients about their social challenges 
were more likely to report having helped their patients as 
compared with those who did not know how to ask (93.8% vs 
52.9%; P = .003).

Conclusion While health workers recognize the importance of 
social determinants, many are unsure how to ask about these 
often sensitive issues or where to refer patients. The CLEAR 
Toolkit can be easily adapted to local contexts to help front-line 
health workers initiate dialogue around social challenges and 
better support patients in clinical practice.

Editor’s Key Points
• There is increasing recognition that, to improve 
health, we need to develop strategies for increasing 
health equity. Despite a growing literature on 
the need for training, relatively few clinical tools 
are available to assist health workers in assessing 
patients’ vulnerabilities and in knowing how to 
take action on the social determinants in practice.

• The CLEAR Toolkit was designed to guide 
health workers in treating the presenting 
health problem, asking about underlying social 
problems, referring to local social support 
resources, and advocating for more supportive 
environments for health. This study set out to 
determine whether family doctors and allied 
health workers would consider such a tool to be 
practical and useful in better supporting their 
patients and promoting larger social change.

• Participants understood the importance of the 
social determinants of health, but many were 
unsure how to take action. This was especially 
true for trainees and those unfamiliar with the 
local context and community resources available. 
Health workers considered the CLEAR Toolkit to be 
a helpful first step to guide them in asking patients 
about social issues and to know where to refer.

This article has been peer reviewed.  
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Résumé
Objectif Évaluer la faisabilité de mettre en œuvre une aide à la décision clinique appelée la trousse d’outils CLEAR, qui aide 
les travailleurs de première ligne en santé à poser à leurs patients des questions concernant les déterminants sociaux de la 
santé, à les diriger vers des ressources d’entraide locales et à préconiser des changements sociaux plus larges.  

Conception Une étude par méthodes mixtes, à l’aide de méthodes quantitatives (questionnaires remplis en ligne par les 
intéressés) et qualitatives (entrevues en profondeur, groupes témoins et entrevues avec des intervenants clés).  

Contexte Un grand centre d’enseignement en médecine familiale, affilié à une université à Montréal, au Québec, desservant 
une des populations les plus diversifiées sur le plan ethnique au Canada.  

Participants Cinquante médecins de famille et professionnels de la santé ont répondu au questionnaire en ligne (taux de 
réponse de 50 %), 15 ont passé une entrevue en profondeur, 14 ont 
rejoint 1 de 2 groupes témoins et 3 administrateurs supérieurs ont 
participé à des entrevues visant les informateurs clés.  

Méthodes Notre approche à méthodes multiples comportait un sondage 
en ligne auprès de professionnels de la santé de première ligne pour 
évaluer les pratiques actuelles et recueillir des commentaires sur la trousse 
d’outils; des entrevues en profondeur visant à comprendre pourquoi ils 
considéraient certains patients comme étant plus vulnérables et comment 
aider ces patients; des groupes de discussion pour explorer les obstacles au 
questionnement sur les déterminants sociaux de la santé; et des entrevues 
d’informateurs clés avec des administrateurs de haut niveau pour déceler 
des leviers organisationnels susceptibles de changer les pratiques.   

Principales constatations  Les administrateurs supérieurs estiment 
que les questions à propos des déterminants sociaux de la santé font 
partie du mandat des professionnels de la santé. Par ailleurs, parmi 
les obstacles perçus par les cliniciens de première ligne figurent le 
manque de formation en anamnèse sociale, l’incertitude quant aux 
façons précises d’aborder ces problèmes dans la pratique clinique et 
une connaissance insuffisante des ressources de soutien locales. Les 
professionnels de la santé qui avaient des façons précises de poser 
des questions aux patients à propos de leurs défis sociaux étaient plus 
nombreux à signaler qu’ils avaient aidé des patients que ceux qui ne 
savaient pas comment les questionner (93,8 c. 52,9 %; p = ,003).

Conclusion Les professionnels de la santé reconnaissent l’importance des 
déterminants sociaux, mais bon nombre d’entre eux sont incertains quant 
à la façon de questionner les patients à propos de ces problèmes souvent 
délicats ou encore ne savent pas où référer ces patients. La trousse d’outils 
CLEAR peut aisément être adaptée aux contextes locaux pour aider les 
professionnels de la santé de première ligne à amorcer un dialogue entourant 
les problèmes sociaux et mieux aider les patients dans la pratique clinique.  

Les professionnels de la santé qui s’informent  
des déterminants sociaux sont plus susceptibles  
de signaler qu’ils ont aidé des patients  
Étude par méthodes mixtes  
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points de repère du rédacteur
• Il est de plus en plus reconnu que pour améliorer la santé, 
il faut élaborer des stratégies visant à accroître l’équité en 
santé. En dépit d’ouvrages multiples sur la nécessité de faire 
de la formation à cet égard, relativement très peu d’outils 
sont accessibles pour aider les professionnels de la santé à 
évaluer les vulnérabilités des patients et à savoir réagir face aux 
déterminants sociaux dans la pratique.

• La trousse d’outils CLEAR a été conçue pour guider 
les professionnels de la santé dans le traitement des 
problèmes de santé immédiats, le questionnement à 
propos de problèmes sociaux sous-jacents, l’aiguillage vers 
des ressources locales d’entraide sociale et la promotion 
d’environnements plus favorables à la santé. Cette étude 
visait à déterminer si les médecins de famille et les autres 
professionnels de la santé trouveraient cet outil pratique et 
utile pour mieux soutenir leurs patients et promouvoir un 
changement social plus large.   

• Les participants comprenaient l’importance des déterminants 
sociaux de la santé, mais bon nombre d’entre eux n’étaient pas 
certains des mesures à prendre. C’était particulièrement le cas des 
stagiaires et de ceux qui n’étaient pas familiers avec le contexte 
local et les ressources communautaires à leur disposition. Les 
professionnels de la santé ont trouvé que la trousse d’outils 
CLEAR était utile comme première étape pour les guider lorsqu’ils 
posaient des questions aux patients concernant leurs problèmes 
sociaux et pour déterminer où diriger les patients.  

Cet article a fait l’objet d’une révision par des pairs.  
Can Fam Physician 2016;62:e684-93
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Good health cannot be achieved by focusing solely 
on treating disease.1 It is well known that there 
are systematic, avoidable, and unjust differences 

in health between countries, with variations in life 
expectancy of up to 40 years between the richest and 
poorest nations.2-5 Even within rich (and poor) countries 
there are considerable health gaps among specific 
population subgroups, such as young single mothers, 
indigenous persons, immigrants and refugees, and those 
with mental health problems.6-8 Some studies have 
shown, for instance, that homeless persons in Canada 
have a life expectancy that is 40 years less than the 
population average.9,10 These differences in health status 
are attributed to the social determinants of health, defined 
by the World Health Organization as “the circumstances 
in which people are born, grow, live, work, and age.”11

There is increasing recognition that, to improve health, 
we need to develop strategies for increasing health 
equity (ie, reducing avoidable health differences among 
different population subgroups).12 While education, 
labour, law enforcement, and other sectors need to 
be involved in policy and community development to 
create supportive environments for health,13 the health 
sector also has an important role to play.

The Canadian Medical Association considers training 
health workers to address the social determinants of 
health to be one of the key principles for promoting 
more equitable health outcomes for patients, families, 
and communities.14 However, this training is only 
starting to be integrated in medical education15,16 and in 
primary care practice. Despite a growing literature on 
the need for training,17-20 few tools are available to assist 
clinicians in assessing and taking action on patients’ 
self-reported vulnerabilities like precarious employment, 
housing problems, difficulties accessing child care, or 
domestic violence. Most available clinical practice tools 
look only at a single facet of vulnerability such as income 
or ethnicity.21-27 However, vulnerabilities have a tendency 
to cluster, and different vulnerabilities might require 
different pathways for finding solutions. For instance, 
authors of the ACE (Adverse Childhood Experiences) 
study demonstrated that more than one-quarter of 
adults in their cohort study had suffered multiple 
adverse childhood experiences (including various forms 
of abuse or neglect, living with a household member 
with drug addiction or other mental health problems, 
witnessing the abuse of a parent, parental separation or 
divorce, and parental incarceration),28 and that there is a 
dose-response relationship in terms of poor health and 
social outcomes in later life.29 We therefore need a more 
nuanced and multifaceted approach to identifying and 
managing vulnerabilities in practice.

Established in 2010, the CLEAR Collaboration brought 
together a group of international researchers and policy 
makers with the goal of creating an evidence-based 

clinical decision aid that could easily be adapted to local 
contexts to help front-line health workers tackle the 
social determinants of health, particularly in low- and 
middle-income countries.30 The CLEAR Toolkit guides 
health workers in treating the immediate health problem, 
asking about underlying social problems, referring to 
local social support resources, and advocating for more 
supportive environments for health.

This study set out to determine whether family 
doctors and allied health workers in a large family 
medicine practice serving a highly ethnically diverse 
inner-city population would consider such a tool to be 
practical and useful in better supporting their patients 
and promoting larger social change.

METHODS

Study setting and design
The tool kit was piloted at St Mary’s Hospital Family 
Medicine Centre, a community-based, university-affiliated 
teaching unit located in an inner-city neighbourhood in 
Montreal, Que, with a very high proportion of newly arrived 
immigrants and refugees. A multimethod study31-33 carried 
out from July 2013 to June 2014 explored facilitators and 
barriers to addressing social determinants of health in 
clinical practice using an online self-completed survey, 
in-depth interviews, and focus groups with health 
workers, as well as key informant interviews with senior 
health administrators to better understand the structural 
and organization factors involved. We obtained ethics 
approval from the institutional review board of the St 
Mary’s Research Centre.

Participants
We contacted family physicians, family medicine residents, 
nurses, and nurse practitioners currently working at the 
family medicine centre who were on the e-mail mailing 
list of the centre. Nurses and nurse practitioners were 
included because they have an integral role in the family 
medicine practice and are often involved in helping 
to manage complex health and social challenges (eg, 
providing counseling, referral to the centre local de 
services communautaires). We also conducted key 
informant interviews with a purposive sample of senior 
health administrators to understand barriers and levers 
for institutional change. We excluded medical students 
and nonclinical staff from the study (eg, secretaries, 
medical records clerks, orderlies, security personnel).

Sample size
At the time of the study there were 100 health workers 
at the family medicine centre (40 family doctors, 50 
residents, 8 nurses, and 2 nurse practitioners). Based on 
this total population size, we would need 50 respondents 
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to obtain a 10% margin of error with a 95% confidence 
level.34 As we anticipated that there would be a relatively 
low response rate given the existing literature on family 
doctor surveys,35 and even though we used multiple 
approaches to obtain the best response rate possible,36 
we nonetheless decided to send the questionnaire to all 
eligible health workers (excluding medical students and 
nonclinical staff) to maximize the number of responses. 
We continued the in-depth interviews until data 
saturation was reached (15 in-depth interviews). We 
conducted 2 focus groups with 6 to 8 health workers in 
each group, and 3 key informant interviews with senior 
health administrators.

Data collection
Survey.  We sent an e-mail invitation to the 100 front-
line health workers with an electronic version of the 
draft tool kit and a link to an online self-completed 
survey. We sent 2 e-mail reminders (5 and 10 days 
after the initial mailing) and left a paper version of the 
questionnaire in their mailboxes (ie, the third and final 
reminder). The survey questions covered 7 domains: 
characteristics of the health workers, experience in 
caring for vulnerable and disadvantaged patients, first 
impressions of the CLEAR Toolkit, willingness to use 
the tool kit, suggestions for improvements, how best 
to distribute the tool kit, and recommendations for 
reinforcing a social determinants approach in clinical 
practice. For instance, we asked, “Do you have specific 
ways of asking patients about potentially sensitive topics 
such as poverty, structural racism, food insecurity, family 
violence, and so forth?” and “In caring for patients who 
are vulnerable or marginalized, was there anything you 
said or did that you considered particularly helpful for 
these patients?” with prompts to provide more detailed 
explanations of their answers. The final page of the 
survey asked whether the respondent would be willing 
to participate in a 20- to 30-minute individual interview.

Interviews and focus groups.  The semistructured 
interview guide sought to better understand why 
respondents considered certain patients to be more 
vulnerable and how to best care for such patients. 
The interview guide for the focus groups explored the 
barriers and facilitators to using a social determinants 
of health approach from the health worker perspective, 
and sought to understand why some people were early 
adopters of such an approach and how to encourage late 
adopters to become more involved. The key informant 
interview guide looked at structural or organizational 
factors for creating a culture shift in clinical practice.

We used snowball sampling37 to recruit participants 
for the in-depth interviews. We attempted to recruit 
health workers representing different occupations, ages, 
sexes, levels of training, and years since graduation. 

We recruited focus group participants following a 
routine weekly academic half-day educational program. 
We asked each participant whether he or she agreed 
with the statement that “Every clinical encounter is an 
opportunity to talk with patients about potential social 
challenges underlying their health problems.” Based 
on their answers, about half of the participants joined 
1 of 2 groups—those who agreed unequivocally and 
those who disagreed, were not entirely in agreement, or 
were unsure. Finally, we recruited participants for the 
key informant interviews from a sample of high-level 
administrators with decision-making power within St 
Mary’s Hospital, the family medicine centre, and the 
McGill family medicine residency training program.

Data analysis
Survey.  Survey questionnaire data were initially 
tabulated and analyzed using the built-in basic summary 
statistics capabilities of the online data collection 
software.38 Statistical analysis of the downloaded 
data relied on SAS software, version 9.3. Statistical 
significance was assessed at an a level of .05. Open-
ended responses were coded into categories and 
reviewed by 2 independent researchers (A.N., A.A.) to 
check reliability.

Interviews and focus groups.  We audiotaped and 
transcribed verbatim all interviews and focus groups. Data 
analysis proceeded according to a combined deductive-
inductive thematic analysis, as described in Crabtree and 
Miller.39 We created an initial deductive coding frame 
consisting of 5 broad categories based on the research 
questions. Within each of these categories, 2 independent 
researchers (A.N., A.A.) identified and coded themes and 
issues that emerged within the data. The researchers 
compared their coding, resolved disagreements, and 
then coded all remaining transcripts of interviews, focus 
groups, and key informant interviews.

RESULTS

Of the 100 health workers invited to participate in the 
survey, 50 responded (response rate of 50.0%). Most 
participants (Table 1) were family doctors and family 
medicine residents (28 of 50, 56.0%). About half were 
female (24 of 50, 48.0%), younger than 40 years of age 
(23 of 50, 46.0%), and still in training or had completed 
their training fewer than 10 years ago (22 of 50, 44.0%). 
Because family medicine residents were included in this 
survey, we had a sample that was younger than family 
medicine respondents to the National Physician Survey 
(35.3% [1631 of 4626] younger than 45 years of age) and 
the family doctor population overall (39.5% [10 739 of 
27 195] younger than 45 years).40
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Main themes
The results of this study are presented here by inte-
grating the responses to the survey, the 15 interviews, 
the 2 focus groups, and the 3 key informant interviews, 
around 5 main themes.

Why do health workers consider certain patients 
to be more vulnerable?  Most survey respondents 
(Table 2) reported having been involved in caring 
for a range of vulnerable patients including recent 
immigrants and refugees, single parents, and isolated 
seniors. During the in-depth interviews, respondents 
explained that the reasons why certain groups were 
more vulnerable included being unable to navigate 
the local health system, being a victim of violence, 
and lacking an adequate social support network. 
Respondents believed that vulnerable patients often 
had greater health needs, but if one did not reach 
out to these patients and continue to follow closely, 
they most likely would not get the care they needed. 
According to one respondent, 

If you don’t follow them they can get lost in the sys-
tem … they disappear in the wind. A lot of them could 
become homeless … so you are there to keep a watch-
ful eye on these people. So at least they know some-
body else is watching over them … the fact that they 
have a link to us, you know, as physicians and nurses, 
they feel that somebody cares about them and sup-
ports them and actually cares for their well-being.

Are health workers already asking about and taking 
action on social determinants?  Most respondents 
agree that it is the role of health workers to address the 
underlying social issues of their patients (44 of 50, 88.0%). 
According to one respondent, “I think that patients really 
trust their doctors, especially their family doctors … they 
want an interaction with their family doctor to guide 
them with their problems.” However, only one-third of 
respondents had specific ways of asking their patients 
about potentially sensitive topics (Box 1) such as poverty, 
structural racism, food insecurity, family violence, and 
other social conditions that can lead to or exacerbate 

Table 1. Demographic characteristics of survey participants

Characteristics
CLEAR toolkit Clinical decision aid 

survey, 2013, N (%) NPS, 2013, N (%)

Total population of family 
doctors in Canada in 2013 

(N = 27 195), N (%)

Response rate* 50 (50.0) 4626 (17.0) NA

Sex

• Female 24 (48.0) 2212 (47.8)             11 831 (43.5)

• Male                   9 (18.0) 2011 (43.5)             15 085 (55.5)

• No response 17 (34.0)                 403 (8.7)                  279 (1.0)

Age, y†

• Younger than 40 (or 45) 23 (46.0) 1631 (35.3)             10 739 (39.5)

• 40 (or 45) and older 10 (20.0) 2593 (56.1)             16 391 (60.3)

• No response 17 (34.0)                 402 (8.7)                   65 (0.2)

Professional category

• Family doctor or GP 13 (26.0)               4626 (100.0) 27 195 (100.0)

• Family medicine resident 15 (30.0) NA NA

• Allied health worker (eg, 
nurse)

                  5 (10.0) NA NA

• No response 17 (34.0) NA NA

Professional experience‡

• Still in training 15 (30.0) NA NA

• Training (or licensed) < 10 y 
ago

                  7 (14.0) 1166 (25.2) NA

• Training (or licensed) ≥ 10 y 
ago

                11 (22.0) 3099 (67.0) NA

• No response 17 (34.0)                 361 (7.8) NA

NA—not applicable, NPS—National Physician Survey.
*Overall, 50 of 100 participants responded to the clinical decision aid survey and 4626 of 27 195 physicians responded to the NPS.
†In our survey the cutoff for age was 40 y; in the NPS and overall family doctor population data, 45 y is used.
‡Our survey asked time since completion of specialty training; the NPS asked years since licensed to practice.
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health problems (16 of 49, 32.7%). A key finding of 
this study (Table 3) is that when health workers have 
specific ways of asking patients about the social causes 
of poor health, almost all of them report having been 
able to help their patients address these issues (15 of 
16), whereas only half of those who do not have ways 
of asking believe that they have helped their patients (15 
of 16, 93.8%, vs 9 of 17, 52.9%; P = .003). Health workers 
mentioned multiple ways of helping their vulnerable 
patients including nonjudgmental listening, being 
empathetic, and supporting their patients in problem 
solving (Box 2). According to one respondent, “the most 
important thing is to refer them to the right community 
resources, taking the time to explain how they work 
and how to access them.” Another said, “Listen to the 

person; sometimes just listening you find out what is 
most important to that person and work with them on 
that issue—it may not be the one that you think is the 
most important!”

When health workers do not ask and do not take 
action, why not?  The main barriers to asking patients 
about the social causes of poor health include lack of 
training, lack of role models, being unclear whether 
this is part of their mandate, and time constraints. One 
family medicine resident said, 

For me I think it is really a very good idea because I 
know these things are important, but I don’t always 
know what to do. How do I approach this or that or 

Table 2. Key findings from the survey
Survey question n (%)

Respondent involved in caring for vulnerable or marginalized patients (N = 50)

• Persons with mental health problems 46 (92.0)

• Recent immigrants and refugees 44 (88.0)

• People living in poverty 41 (82.0)

• Single parents 39 (78.0)

• Persons with substance abuse and addiction problems 39 (78.0)

• Isolated seniors 38 (76.0)

• Young children from disadvantaged households 33 (66.0)

• Victims of abuse and neglect 25 (50.0)

• Indigenous persons 25 (50.0)

Respondent believes it is the role of health workers to address the social determinants of health (N = 50)

• Yes 44 (88.0)

• No               0 (0.0)

• Unsure               6 (12.0)

Respondent has specific ways of asking patients about sensitive topics such as food insecurity, racism, 
and family violence (N = 49)

• Yes 16 (32.7)

• No 18 (36.7)

• Unsure 15 (30.6)

Respondent has said or done things that have helped vulnerable or marginalized patients (N = 48)

• Yes 33 (68.8)

• No               5 (10.4)

• Unsure 10 (20.8)

Respondent finds the CLEAR Toolkit clinical decision aid* (N = 37) ...

• Is clearly written             37 (100.0)

• Is relevant to my work 33 (89.2)

• Can help me address the social causes of poor health 32 (86.5)

• Can help me interact with my patients 31 (83.8)

• Is useful in my local context 28 (75.7)

• Has inspired me to take on larger social action 21 (56.8)

*Respondents who strongly agree or agree.
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whatever? I think we got less training about vulner-
able populations, and that can be hard. 

Another resident stated, “I know the social issues 
exist, but often I am unsure of what questions to ask 
to address them or how to integrate them into my 

interview.” A senior administrator considered this to 
already be part of resident training, although perhaps 
something that still needs to be developed further: 

We have encouraged our residents in the past to con-
sider this as part of their career obligations once they 
practise. And we have also in the past encouraged 
some of them to do this as a part of a resident project.

Another administrator also suggested that senior phy-
sicians should be more involved in asking about social 
issues and should act as role models for their residents.

What is helpful about the CLEAR Toolkit and what 
could be improved?  Most respondents found the tool 
kit to be clearly written (37 of 37, 100.0%), relevant 
to their work (33 of 37, 89.2%), and helpful for them 
to address the social causes of poor health (32 of 37, 
86.5%). About half agreed that it would change the way 
they practised (18 of 37, 48.6%) and that it had inspired 
them to take on larger social actions related to social 
determinants of health (21 of 37, 56.8%). According to 
one family medicine resident, 

Yes, I like the format: the treat, ask, refer, advocate. 
I think that is very helpful. It is a simplified message 
and it also says that you are not alone, just because 
you ask about it does not mean that you are taking it 
all on your shoulders.

Another respondent also appreciated the multifaceted 
nature of the tool kit: 

The interesting thing about the tool kit is that it is just 
addressing certain questions ... to determine if this 
person is doing OK. Depending on how they answer 
the questions then you can identify the areas that 
need more support. So I find that is critical.

Participants recommended that the tool kit be shortened 
and simplified, and include a list of key referral resources 
for each social issue (eg, food insecurity, family violence), 

Box 1. Examples of how health workers ask patients 
about social determinants of health

Begin with nonjudgmental, open-ended questions.
• How are you doing?
• How is it going at home?
• How is your family situation?
• Can you tell me about the struggles in your life?
• Are you having difficulties in any particular area?

Follow this with direct questioning to better understand the 
key issues.

• Social isolation: Are you married or single? With whom do 
you live? Is the father of the baby aware of your 
pregnancy?

• Violence: Do you feel safe at home? Have you ever felt 
threatened? How do you resolve conflict at home?

• Food insecurity: How are you eating? What do you eat? In 
the past month have you found yourself worrying about 
how you would put food on the table?

• Housing problems: Where do you live? How many rooms 
do you have? Do you have any problems with mold, 
cockroaches, or mice?

• Unemployment and precarious employment: How are you 
supporting yourself? How is your work situation? Do you 
work? What kind of work do you do? Has your recent job 
change created financial stress?

• Poverty: Are you worried about making ends meet at the 
end of the month? Do you have financial problems? Do 
you feel able to pay your rent and food? Do you have 
concerns about being able to afford all the expenses for 
your future baby?

Then assess social support and existing resource use.
• Do you have relatives here?
• Do you have any close friends if you need help?
• Have you ever used a food bank or other community 

resource?

Table 3. Bivariate association of health workers having specific ways of asking patients about social determinants of 
health and having taken action to help vulnerable patients: N = 47.
Health worker has 
specific ways of 
asking patients about 
vulnerability

Health worker has taken action to help support vulnerable patients

Total, N (%) p valueYes, N (%) No, N (%) Unsure, N (%)

Yes         15 (93.8)          0 (0.0)           1 (6.2)        16 (34.0) .003*

No           9 (52.9) 5 (29.4)           3 (17.6)        17 (36.2)

Unsure           8 (57.1)          0 (0.0)           6 (42.9)        14 (29.8)

Total 32 (68.1) 5 (10.6) 10 (21.3) 47 (100.0)

*Fisher exact test P value, P < .05.
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including telephone numbers to facilitate the referral pro-
cess. They also suggested there should be more content 
on how to influence policy and build community partner-
ships to create more supportive environments for health, 
rather than “putting on band-aids” after people are already 
suffering from complex health and social issues.

What could be the effects of using the tool kit in 
practice?  Most respondents agreed that the CLEAR 

Toolkit should be distributed to physicians, nurses, 
and medical residents (28 of 30, 93.3%), as well as to 
social workers (26 of 30, 86.7%) and outreach workers 
(25 of 30, 83.3%). They suggested that widespread use 
of the tool kit could potentially have multiple effects 
including improving health worker knowledge of social 
determinants, changing clinical practice to be more 
supportive of vulnerable patients, empowering patients 
and connecting them to local resources, improving the 
health and social situation of patients, and reducing 
“revolving door” medicine and unnecessary emergency 
visits. According to one respondent, the effect of the tool 
kit to support vulnerable patients “could be measured 
by the fact that they are still walking into your office and 
they are still alive. They haven’t committed suicide and 
somebody hasn’t killed them.”

DISCUSSION

Our study suggests that family doctors are routinely 
involved in caring for a range of vulnerable patients 
and understand the importance of addressing the social 
determinants of health, but more training and clinical 
practice tools are needed to help busy front-line health 
workers in better supporting their patients.

The CLEAR Toolkit is an evidence-based and 
user-friendly clinical decision aid designed to help 
health workers assess different aspects of patient 
vulnerability in a sensitive and caring way and easily 
identify key referral resources in their local area41 (also,  
A. Andermann et al, data not yet published). Our study 
found that health workers who had ways of asking 
patients about their social problems were more likely 
to report having helped their patients with these issues. 
These results are consistent with previous studies in 
which delivery of culturally competent care25 and 
understanding the social context of patients were 
important factors in patient-centred care.42 This can also 
have important implications for adherence to medical 
treatment and better understanding reasons underlying 
noncompliance.43,44 Educating health professionals about 
the social determinants of health, providing practical 
guidance on how to ask patients about social problems, 
and linking patients to supportive resources have been 
identified as important interventions for promoting the 
health of marginalized and disadvantaged patients.45-47

Strengths and limitations
We used a multimethod study to better understand 
the complexities of encouraging health workers to 
incorporate a social determinants approach into their 
clinical practice. While the response rate for the survey 
component of the study was only 50.0%, it is well known 
that busy family doctors are difficult to recruit in research 

Box 2. What health workers are doing to support 
their vulnerable patients

Understanding and acknowledging the patient’s social 
situation

• Providing a safe space and being approachable
• Asking about the patient’s social context
• Listening with a nonjudgmental attitude
• Using the services of a translator as needed
• Finding out what is most important to that person
• Showing empathy and concern about his or her situation
• Letting the patient know that I understand his or her 

situation
• Normalizing and destigmatizing the patient’s situation
• Telling the patient that he or she is not alone

Being aware of and referring to resources available in the 
community

• Asking patients if they are aware of specific programs and 
resources that can help

• Exploring with patients what they can do to help 
themselves

• Referring to social worker and local community services
• Explaining how these support resources work
• Motivating patients in seeking help
• Involving the team nurse in patients’ care
• Showing them that I support them in their choices

Being supportive and following up over time
• Accommodating patient needs (eg, not having to miss 

work to visit the clinic)
• Writing letters to government authorities (eg, help 

relative get travel visa to care for newborn)
• Letting them know I am there for anything if they need 

help
• Following up on their social issues at future visits

Engaging in community-level action
• Community involvement and supporting local 

organizations (eg, board member, donations)
• Conducting research and publishing articles on vulnerable 

populations
• Volunteering in clinics that serve specific vulnerable 

populations (eg, refugee clinic)
• Outreach programs in the community (eg, sexual health 

education in local schools)
• Setting up a non-governmental organization or specific 

clinic for marginalized groups if one does not exist
• Advocacy and activism (eg, lobbying for policy change)
• Voting for a political party that believes in social justice
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studies,48,49 and thus the response rate is broadly what 
one expects from this specific study population.50 Those 
who did respond to the survey did not always answer all 
of the questions, resulting in more missing data, limiting 
our ability to assess associations. Nonrespondents are 
typically senior, male, and in practice for more than 15 
years.51 Possibly related to self-selection of responders, 
we found a slightly higher proportion of health workers 
with specific ways of asking their patients about 
potential social issues than an earlier published study 
did.52 It would therefore be interesting to further explore 
possible sex relationships involved in support of a social 
determinants approach.

Implications for policy and practice
In this study, front-line health workers largely 
understood the importance of the social determinants 
of health such as education, financial stress, living 
conditions, discrimination, and social participation, 
which are known to affect health outcomes from the 
cradle to the grave.53 However, many family doctors 
were unsure how to take action on these determinants 
in day-to-day practice. This was especially true for 
trainees and those unfamiliar with the local context 
and community resources available. Health workers 
considered the CLEAR Toolkit to be a helpful first step 
to guide them in asking patients about social issues and 
to know where to refer. Strong organizational support 
and buy-in is also needed to ensure the use of such 
an approach in practice. Implementation in different 
settings will require adaptation of the tool kit informed 
by local health worker trainers and community group 
organizers to identify effective referral pathways for 
support resources and to build stronger linkages with 
the local community. 
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