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Introduction
The Institute of Medicine has stated that “practicing in
the context of family and community” is a fundamental
tenet of primary care.1 This is particularly important in
pediatrics, where social determinants of health powerfully shape children’s well-being. Prior studies have
demonstrated the impact that family psychosocial issues
(eg, poverty, food insecurity, and housing instability) can
have on children’s health and development. Pediatric
professional guidelines including the Bright Futures
health supervision guidelines recommend that primary
care providers address the social milieu of their patients2;
however, few routinely do so.3 Provider barriers include
lack of time, professional training, and knowledge of
community resources.4
Within the medical home, innovative multidisciplinary
team-based approaches are needed to assist providers with
identifying social problems and referring families with
unmet needs to available community-based resources, particularly for low-income populations where basic material
needs are common. Nonmedical team members have traditionally included social workers, community outreach
workers, patient navigators, and lawyers. This report
describes a new management approach to addressing families’ unmet social needs within pediatric primary care,
namely, using volunteer undergraduate students to assist
providers with their patients’ social needs.
Health Leads (HL; formerly Project HEALTH) is a
nonprofit organization, founded in 1996 at Boston Medical
Center (formerly Boston City Hospital), that places undergraduate students in urban clinics to assist impoverished
families with their social needs.5 Currently, HL operates
21 help desks at urban medical homes across the United
States; approximately 800 students from 12 universities
serve 9000 families annually. We describe the impact of
the HL model on families’ receipt of community-based
resources at an urban pediatric clinic. This integrated care
model includes (a) parents completing a brief previsit

screening survey for social issues (eg, food, housing,
employment, etc) at well-child care visits, (b) providers
referring to the HL desk located in the clinic, and (c) HL
students connecting families to community-based resources
through in-person meetings and telephone follow-up. HL
students then update referring providers about outcomes
(see Figure 1).

Methods
This was a prospective cohort study conducted at the
Harriet Lane Clinic of the Johns Hopkins Children’s
Center, which serves as a medical home to ˜8500 lowincome children in Baltimore, MD. HL was established by
a joint venture with Johns Hopkins University and the
Baltimore City Health Department in 2006. We report on
data from July 1, 2008, to January 20, 2011, during which
time the HL model became the standard of care; this time
frame also allows us to report on a complete 6-month
follow-up data. Data on referrals, families’ needs, receipt
of resources, and provider updates were recorded by the
volunteers and stored in the HL database.
Descriptive statistics were used. We excluded any
missing or unknown data. Frequencies of the outcomes
were calculated using Microsoft Excel.
The study was approved by the institutional review
board at Johns Hopkins School of Medicine.
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Figure 1. Flow diagram of Health Leads Model for addressing families’ unmet social needs

Results

Table 1. Types of Identified Family Needs (N = 2265)

During this 2½ year time period, 1059 families used the
HL desk. The majority of families (87%) were referred
by clinic staff members (eg, physicians, nurse practitioners, nurses, social workers, and front desk personnel);
71% were referred by their child’s pediatric primary
care provider.
Overall, a total of 2265 family needs were identified.
Each family had a mean of 2.1 needs. The most prevalent needs were employment (25%), housing (14%),
child care (13%), health insurance (11%), and food
(10%; see Table 1).
Within 6 months of accessing the HL desk, 50% of
families had enrolled in at least 1 community-based
resource. Families most frequently enrolled in resources
for employment, health insurance, and food.
Almost 85% of pediatric primary care providers who
made a referral to HL received at least 1 update on their
referred family’s progress from the HL volunteers.

Employment
Housing
Child care
Health insurance
Food
Adult education
Utilities
Other (eg, transportation, financial assistance)
Commodities (eg, crib, furniture)

25%
14%
13%
11%
10%
9%
6%
8%
5%

Discussion
In this program evaluation, we found that the HL model
had a positive impact on reducing unmet social needs
for low-income families. This innovative multidisciplinary team-based model was able to connect the
medical home with community-based resources, often a
daunting task within the current primary care model.
The HL model is consistent with the principles of com-
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munity pediatrics, resulting in a true “synthesis of clinical practice and public health principles” aimed at
promoting the overall health of children within the
context of their families and communities.6 It is also
consistent with a core theme of the Bright Futures
health supervision guidelines for children and adolescents, specifically, promoting community relationships
and resources at health supervision visits.2
Since the initial Whitehall studies,7,8 it is evident that
social determinants, particularly during childhood, have a
strong influence on health. Novel research findings have
demonstrated how cumulative risk exposures can lead to
toxic stress altering important neurocognitive pathways and physiological pathways in early childhood.9
Pediatricians have the opportunity to address patients’
social needs given their unique longitudinal relationship
with families. This is especially true in the first 3 years of
life when well-child care visits are frequent2; it is particularly important then since the effects of poverty are more
deleterious during this sensitive time.10 However, addressing social problems during the average 17-minute wellchild care visit is challenging for pediatricians. Other
significant barriers that providers face include lack of
knowledge of community resources, inadequate professional training on how to address these issues, and low
self-efficacy. Having volunteer students work in partnership with providers on these complex social issues may
be one potential solution for large urban pediatric practices. We believe that the HL model is an innovative, time
efficient, and effective system of care to address families’
social problems at well-child care visits.
Overall, more than 10% of families attending this
urban clinic used the HL desk; approximately half of
these families had one of their unmet basic needs
resolved. These numbers may appear modest; however,
on a public health scale these numbers are robust—more
than 1000 families used the HL desk to get their social
needs addressed.
A few limitations to the study should be mentioned.
We report the experience at 1 clinic; therefore, our findings may not generalize to other health care settings.
Parental self-report was used to measure many of our
outcomes that may have introduced recall and social
desirability biases. Despite these limitations, we believe
that our findings are novel and promising.
The HL model integrates primary care with the existing public health infrastructure (ie, community-based
resources) and may promote greater health equity by
addressing the unmet basic needs that low-income families disproportionally face. Further longitudinal studies are
needed to assess the potential impact of this care model on
child health and development. We suggest that the HL
model may serve as a primary care model for addressing
the unmet social needs of impoverished families.
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