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Abstract

Within the health care sector, researchers, clinicians, and payers increasingly recognize the importance of the social
determinants of health for improving maternal and child health. This article focuses on existing and emerging approaches
to screening families for unstable housing circumstances. The authors describe how housing stability screening helps
health care providers to better understand risks for caregiver and child health and wellness. They urge clinicians to

screen more actively for housing stability, not just homelessness, hospitals to pursue incentive payments and alternative
financial models to address housing instability, and policymakers to expand investments in housing as a health-promoting
policy opportunity.

Unstable housing circumstances have been associated with a quality, unstable neighborhoods, overcrowding, and homeless-
wide range of negative health outcomes, including lead expo- ness (Johnson & Meckstroth, 1998; Satcher, 2010). Additional
sure and toxic effects, asthma, and depression (Shaw, 2004). metrics have included multiple moves; eviction; and difficulty
Housing instability is a social determinant of health variably paying rent, mortgage, or utilities (Geller & Curtis, 2010; Cutts

defined by high housing costs relative to income, poor housing et al., 2011; Gilman, Kawachi, Fitzmaurice, & Buka, 2003;
Kushel, Gupta, Gee, & Haas, 2006; Pavao, Alvarez, Baumrind,
' Induni, & Kimerling, 2007; Stahre, VanEenwyk, Siegel, & Njai,
Competencies for Prenatal to 5 (P-5) Professionals™ | 2015; Suglia, Duarte, Chambers, & Boynton-Jarrett, 2013).
[P-5 (2] [P-5 (8 i Children’s HealthWatch has previously examined health, devel-

For more information see page 4, or visit www.zerotothree.org/p-5 opmental, and anthropometric correlates of housing insecurity

,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,,, among children younger than 3 years using crowding (> 2
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people per bedroom or > 1 family per residence) and multiple
moves (> 2 moves within the previous year) as indicators (Cutts
et al,, 2011). Our previous research also reported that infants
whose mothers’ experienced homelessness prenatally had
significantly increased adjusted odds of low birth weight com-
pared to infants of mothers consistently housed and infants
experiencing postnatal homelessness only (Cutts et al., 2015;
Sandel et al., 2018b). We have also demonstrated that home-
lessness during infancy was associated with higher adjusted
odds of fair or poor infant health and developmental risk, and
higher adjusted odds of fair or poor health and depressive
symptoms among homeless mothers (Cutts et al., 2018). Sub-
sequent research from Children’s HealthWatch demonstrated
the stress of prenatal and postnatal homelessness combined
is associated with the greatest increased risk of adverse infant
and early childhood health outcomes relative to those never
homeless (March et al., 2011).

On the basis of our previous research and a review of the
literature, in 2018 we identified distinct dimensions of housing
instability associated with inadequate access to care and
adverse health outcomes (Cutts et al., 2011; DeWit, 1998;
Kushel et al., 2006; Simpson & Fowler, 1994). Our research
found three specific housing circumstances: behind on rent in
the past 12 months, two or more moves in the past 12 months,
and history of homelessness in the child’s lifetime. Each
circumstance was individually associated with increased odds
of adverse caregiver and child health and material hardship
(Sandel et al., 2018a). This article builds on our prior research
and explores the current state of pediatric housing screening,
the use of a three-question housing stability screen (the
Housing Stability Vital Sign), and emerging future opportunities
to better understand and promote caregiver and child health
and wellness.

Why Should Health Care Screen
for Housing Stability and Other
Social Determinants of Health?

The United States spends increasingly more money per capita
on medical care compared to other industrialized nations,
while spending increasingly less on social services (Bradley

& Taylor, 2013). While health-related social needs have
historically been a concern for public health, social service, and
religious and charitable organizations, the health care sector
now recognizes its expanded role in identifying and addressing
housing instability and other social needs. Increasingly,

this rethinking of the role of health care leads states and
institutions to squarely position the social determinants of
health within, and not separate from, systems of health care
delivery. Previous innovations and advances in pediatric
practice and the patient-centered medical home have provided
convincing evidence that screening for unmet basic social
needs, including housing instability, is a necessary step to
facilitating successful connections to community resources,
with resulting improvements in health and well-being (Garg,
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Homelessness during infancy was associated with higher adjusted odds of

fair or poor infant health and developmental risk, and higher adjusted odds
of fair or poor health and depressive symptoms among homeless mothers.

Jack, & Zuckerman, 2013; Gottlieb et al., 2016). Housing
stability screening provides important information for health
care systems and communities, essential to decisions about
program development and reimbursement rates.

How Should Health Care Providers Screen
for Housing Stability in Clinical Settings?

Historically, there has been wide variation in how researchers
and health care organizations develop, validate, and implement
tools for identifying/addressing patients” housing and other
social needs (LaForge et al., 2018). This lack of standardized
workflows/screening tools has largely resulted in ad hoc efforts
to assess patients’ social needs with varying degrees of success
and validation in terms of sensitivity, specificity, or evidence that
outcomes are altered (Adler & Stead, 2015). The variation and
lack of standard screening tools is due in part to the fact that no
universally accepted definition of housing instability exists, and
as a result, there is no national “gold standard” survey module
(Coleman-Jensen, Gregory, & Rabbitt, 2017). Furthermore,
though there is a great deal of research on housing quality,
there is little research exploring different forms of housing
instability compared side-by-side rather than in isolation from
one another to identify associations with increased risk for
adverse maternal and child health outcomes (Evans, Saltzman,
& Cooperman, 2001; Krieger & Higgins, 2002). For this reason,
we sought to develop a Housing Stability Vital Sign to accurately
screen for a household's housing stability and ultimately
promote caregiver and child health and wellness.

Aside from the Housing Stability Vital Sign, other widely
acknowledged screening tools exist. The Centers for Medicare
& Medicaid Services (CMS) Accountable Health Communities
Model screening tool asks two housing questions. The
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The health care sector now recognizes its expanded role in identifying and
addressing housing instability and other social needs.

first housing question was adapted from the Protocol for
Responding to and Assessing Patients’ Assets, Risks, and
Experiences tool developed by the National Association of
Community Health Centers and partners which was intended
to identify patients who are homeless and are at risk of losing
their housing for any reason, including inability to pay a
mortgage or rent. The second housing question was adapted
from a question developed by Nuruzzaman and colleagues
which was intended to identify beneficiaries who are living

in substandard housing (National Association of Community
Health Centers, Association of Asian Pacific Community Health
Organizations, Association OPC, & Institute for Alternative
Futures, n.d.; Nuruzzaman, Broadwin, Kourouma, & Olson,
2015). The Boston Medical Center Health System’s Thrive™
screener asks patients a three-part housing question adapted
from the CMS tool's first housing question (Buitron de la Vega
et al., in press).

While there is no agreed upon standard for screening for and
assessing housing stability, previous research and current pilot
projects have indicated the need to include questions that not
only identify patients currently experiencing the most severe
form of housing instability—homelessness—but also to identify
patients and families experiencing instability that puts their
health and well-being at risk.

The Housing Stability Vital Sign

Children’s HealthWatch developed the Housing Stability

Vital Sign screening tool in the context of understanding the
landscape of common housing questions used to screen for
housing stability (i.e., homelessness and substandard housing)
and of our previous research exploring various forms of
housing instability (i.e., homelessness, overcrowding, multiple
moves). We realized that a measure of affordability was missing
and sought to examine potential associations with maternal
and child health and well-being as well as other family

social needs.
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Research data we obtained from using a housing instability
tool that included questions regarding being behind on rent,
multiple moves, and homelessness confirmed that it was useful
to ask about housing stability in clinical settings. For clinical
sites interested in screening for housing stability, this research
supported the use of three housing stability questions (as
adapted from our Children’s HealthWatch research survey),
which for consistency may best be asked in reference to the
past 12 months:

a. Was there a time when you were not able to pay the
mortgage or rent on time? (Answer is yes/no, positive
screen if answer is yes);

b. How many places have you lived? (Answer is number of
places lived, positive screen if answer is three or more,
i.e. > two moves in 12 months.); and

c. At any time were you homeless or living in shelter
(including now)? (Answer is yes/no, positive screen if
answer is yes)

When we compared unstably housed families who screened
positive with the Housing Stability Vital Sign to families who
were stably housed (after controlling for confounders),

we found an association between each housing instability
circumstance and adverse caregiver health outcomes, child
health and development outcomes, and household hardships
among families with children under 48 months old (Sandel

et al, 2018a).

Limitations to the Housing
Stability Vital Sign

First, as previously stated, because there is no agreed upon
definition of circumstances that define housing instability,
there is no gold standard housing stability screening against
which these housing circumstances can be compared. For
this reason, investments in future research to create robust
standard testing of a diagnostic tool, such as sensitivity and
specificity analysis, is warranted. Second, data used in the
analyses included a large clinical sample of predominantly
urban, low-income families of very young children and their
primary caregivers. Although there is a strong link between
poverty and housing instability, these housing circumstances
have not been tested in populations of varying socioeconomic
status, rural populations, or families without young children.
Third, the cross-sectional design of the study demonstrates
association, not causation, and we acknowledge that the
associations (e.g., housing instability and maternal depressive
symptoms) may be bi- or multi-directional. Finally, as with
any self-report measure, these housing circumstances and
some of the outcomes are subject to reporting bias and shared
method variance. Despite these limitations, these three forms
of housing stability have important clinical implications for all
practitioners who work with children and families. Together,
they represent an effective way to identify families at risk

for adverse health conditions and hardships associated with
unstable housing that can be administered in pediatric offices,
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by clinicians or practitioners working with young families in
social service settings (e.g., departments of social services,
school systems, housing assistance programs), or by housing
and community groups to assess individual and community-
level needs.

Experience at Boston Medical
Center—Screening and Intervening
in Housing Stability

At Boston Medical Center (BMC), New England’s largest safety-
net hospital, screening for housing instability and for other
social determinants of health has proven a critical first step in
assessing the unmet resource needs that can contribute to
poor health outcomes. The Thrive™ hospital-wide screening
tool, which was implemented in the pediatric outpatient clinic
in 2017, provides patients and families with the opportunity to
report needs and request resources that might be of assistance
in addressing these needs (Buitron de la Vega et al., in press).
The Thrive tool is available in the six languages most commonly
spoken in the hospital and assesses needs in eight areas:
housing, food, utilities, medications, transportation, caregiving,
employment, and education. For each of these areas, resource
sheets are available within the electronic health record and can
be easily printed and given to families during a visit. During the
first year of screening in the pediatric outpatient setting, almost
half of all families indicated at least one area of need, and 15%
reported current housing instability or homelessness.

The practice of screening for housing insecurity and
homelessness is an essential first step toward identifying families
who are experiencing urgent or immediate housing needs.
Ideally, screening can also provide an upstream opportunity to
support families who are experiencing housing instability and
can assist in making connections to resources to avert eviction
and homelessness. By extension, when screening for needs in
the areas in which financial stress may first become evident—
difficulty paying for food and utilities, for example—appropriate
referrals can support families in accessing resources that ideally
can improve overall financial stability and help prevent housing
instability and homelessness.

As indicated previously, neglecting to address the impact of
social determinants of health generally, and housing specifically,
stymies the provision of effective medical care. When screening
tools identify housing instability or homelessness, however, it is
incumbent upon those administering the screening to provide
meaningful referral options to families who have trusted the
medical team by sharing what may be very sensitive information
about their housing needs.

At the same time, immense challenges face all service providers
seeking to support families experiencing housing instability

or homelessness. As in other metropolitan areas, families in
Greater Boston face an extreme scarcity of affordable housing.
Families seeking reasonable market-rate rental units may be
forced to live far from their communities and workplaces

or may have to double up or endure severely overcrowded
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Screening for unmet basic social needs, including housing instability,
is a necessary step to facilitating successful connections to
community resources.

conditions in order to maintain geographic proximity. Families
who are homeless will enter an overburdened shelter system
and may be placed in a distant facility without a realistic route to
continuing in established school or employment.

In our clinical setting, addressing families’ reported housing
needs involved developing an approach that prioritized
collaboration between front-line staff, medical providers, and
community-based organizations. We are fortunate to have
strong longitudinal existing partnerships with two innovative
organizations—Health Leads and MLPB (formerly known as
Medical Legal Partnership | Boston). A new funding stream
provided us with an opportunity to add a co-located housing
specialist from Metro Housing | Boston, a nonprofit housing
agency in Boston, to the care team.

Making appropriate and efficient referrals to the co-located
housing specialist depended on effective collaboration between
the many stakeholders in this equation. We laid the groundwork
for this collaboration by first holding a series of meetings that
included hospital-based patient navigators, family advocates,
social workers, and other front-line staff who would be most
likely to make referrals to the new housing specialist. These
evolved into regularly scheduled meetings, or Housing Rounds,
that provide an opportunity to build capacity in referring
providers with regard to the complicated housing landscape in
Greater Boston. Housing Rounds also function as a sounding
board for complex cases, facilitate sharing of expertise from
multiple perspectives, and provide a forum for brainstorming
around barriers and challenges.

Another step in streamlining the process of making referrals
was the development of a written referral pathway that could
serve as a point of reference for deciding on when and how to
make a referral. This document resulted from our first round of
meetings and incorporated the input of partner organizations
and service providers in order to troubleshoot commonly
encountered questions and scenarios. We also developed a
referral form, a release of information, and an information sheet
to provide to families at the time of referral.
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A final component of our approach was to train the medical
team in the pediatric clinic on how to respond to positive
screens for housing emergencies when support staff and
community partners were not readily available to assist—during
the weekend and evening clinic hours, for example. We created
a simple referral algorithm outlining how to provide support
and resources to families reporting a housing emergency with
no place to stay that night. We provided training to all staff on
this algorithm, including call center and front desk staff, medical
assistants, nurses, nurse practitioners, and physicians.

In summary, universal screening for housing and other resource
needs in our clinical setting identified families at risk for eviction
and homelessness whose needs might
not have previously been recognized. The
opportunity to offer families a referral to a
housing specialist was a key component
of being able to provide meaningful
assistance in response to a positive
screen. Collaboration with other partners
in our clinical setting enhanced the reach
of our referral process and built stronger
working relationships between hospital
staff and community organizations

jointly working to address the formidable
challenge of connecting families with
stable, affordable housing.

Practice and Policy Considerations
for Housing Stability Screening
in Clinical Settings

Housing instability among low-income households raises
numerous health care practice and policy concerns, namely
its large contribution to inefficiencies within the U.S. health
care system. For example, the top 5% of hospital users—
overwhelmingly poor and housing unstable—are estimated
to consume 50% of health care costs (Blumenthal & Abrams,
2016). A general lack of stable housing is a key driver behind
the fact that households living in poverty in the U.S. are

often the most expensive to treat. By identifying unstable
housing in clinical settings, efforts designed to prevent family
homelessness and improve housing stability can be extremely
effective from both a public health and child development
perspective. Moreover, the American Academy of Pediatrics
recommended social screening within health care (Council on
Community Pediatrics, 2016). We recommend practitioners
screen patients for housing stability, document its prevalence
and associated health risks in order to advocate for more
resources, and drive innovations in addressing housing
stability as a clinically important social determinant of health
(Sandel et al., 2018a). Clinicians should more actively conduct
housing stability screening, hospitals should pursue incentive
payments and alternative financial models, and policymakers
should expand investments in housing as a health-promoting
policy opportunity.
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Universal screening for
housing and other resource
needs in our clinical setting
identified families at risk for
eviction and homelessness

whose needs might not

have previously been
recognized.

Potential interventions include targeting homelessness
prevention services for at-risk families (Shinn, Greer, Bainbridge,
Kwon, & Zuiderveen, 2013); creating permanent, supportive
housing initiatives aimed to reduce health care usage among
the chronically homeless; and investing in housing production
and services to respond to housing needs among patients
(Gilmer, Stefancic, Ettner, Manning, & Tsemberis, 2010). For
example, the Camden Coalition of Healthcare Providers in

New Jersey and Hennepin County Health Center in Minnesota
use housing vouchers to reduce health care costs; United
Healthcare has invested in new housing across the country; Bon
Secours Health System in Baltimore, Maryland, and Nationwide
Children’s Hospital in Columbus,

Ohio, have built affordable housing
units; and Boston Medical Center in
Boston, Massachusetts, has invested in

a variety of affordable housing projects
throughout Boston (McCluskey, 2017;
Sandel & Desmond, 2017).

Outside of clinical settings, homelessness
and housing instability assessments

have been implemented by public

health agencies as well as early care and
learning settings, such as Head Start
centers, child care centers, preschools,
and family child care, to determine eligibility for programs and
services (U.S. Department of Health and Human Services, 2016).
For example, the Healthy Start in Housing (HSiH) program is a
collaborative initiative of the Boston Public Health Commission
and the Boston Housing Authority that helps housing-unstable,
high-risk pregnant and/or parenting families, with a child under
5 years old who has a complex condition requiring specialty
care, to secure and retain housing. The goals of HSiH are

to improve birth outcomes and to improve the health and
well-being of women and families. Key strategies include the
provision of housing as well as intensive case management
aimed at housing retention and participant engagement in
services and interventions that contribute to achievement of
their identified goals. Boston Public Health Commission helped
determine eligibility and facilitated the intake process. It is worth
noting among initiatives and interventions such as HSiH, and
health care-based housing supports, that program eligibility
may vary depending on the definition of housing instability or
homelessness used (i.e., broader assessments of housing risk
such as the Housing Stability Vital Sign, the McKinney-Vento
definition of homeless, versus the very narrow definition of
homelessness used by the U.S. Department of Housing and
Urban Development).

Although there is much to learn from these promising efforts,
they remain an outlier approach to improving patient health
and are often limited in their scale due to inadequate funds as
well as a narrow focus on highest-need, highest-cost patients,
who are often adults. Children who are unstably housed in
early life may form the pipeline to being the future high-need,
high-cost adults. Thus continued research, innovation, and
development of policies and programs are urgently needed.
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Efforts that foster innovation and flexibility through the use of
Accountable Care Organizations (ACOs) and Medicaid waivers
can play an important role. One of the biggest investments in
the field is the CMS innovation initiative of $157 million toward
creation of the Accountable Health Communities Model (Alley,
Asomugha, Conway, & Sanghavi, 2016). One promising aspect
of this model is the use of “bridge organizations” tasked with
the engagement of all the relevant service providers within a
community (including health care services, public health, and
social services) to achieve shared goals for a defined population
(Billioux, Conway, & Alley, 2017). Funding for community
service providers is a missing link in this model, and future
efforts should ensure not just that the bridge exists but that
the services provided are supported financially. At the state
level, Massachusetts’ Medicaid 1115 waiver demonstration ACO
program integrates a social needs screening measure into its
ACO measure slate, which factors into an ACO'’s quality score
(Center for Health Care Strategies, 2018).

To significantly reduce health disparities through effective
housing platforms, far more resources are needed. The Center
for Health Care Strategies recently released a report that
recommended CMS embrace adapted pay-for-success models,
which would allow states and Managed Care Organizations

to enable investments in addressing patients’ health-related
social needs by paying only for “what works" (Center for Health
Care Strategies, 2018). States and Managed Care Organizations
could then invest in a portfolio of housing-based supports

such as: legal assistance and payments that secure housing

(i.e., one-time payment for security deposit and first month's
rent). In November 2018, U.S. Department of Health and
Human Services Secretary Alex Azar suggested Medicaid may
soon allow hospitals and health systems to directly pay for
housing (Barr & Dickson, 2018). Yet ultimately, building healthier
communities—with plenty of safe, decent, and affordable
housing for all family configurations— will be required to
improve the well-being of children who, if nothing changes,
may be the future's highest-need and highest-cost patients.
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