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Background: Health care organizations, including the Veterans
Health Administration (VHA), are increasingly adopting programs to
address social determinants of health. As part of a comprehensive
social risk screening and referral model, tailored resource guides
can support efforts to address unmet social needs. However,
limited guidance is available on best practices for the development
of resource guides in health care settings.

Observations: This article describes the development of
geographically tailored resource guides for a national VHA quality
improvement initiative, Assessing Circumstances and Offering
Resources for Needs (ACORN), which aims to systematically
screen for and address social needs among veterans. We
outline the rationale for using resource guides as a social needs

intervention and provide a pragmatic framework for resource
guide development and maintenance. We offer guidance based on
lessons learned from the development of ACORN resource guides,
emphasizing a collaborative approach with VHA social workers
and other frontline clinical staff, as well as with community-based
organizations. Our how-to guide provides steps for identifying high-
yield resources along with formatting considerations to maximize
accessibility and usability among patients.

Conclusions: Resource guides can serve as a valuable cross-
cutting component of health care organizations’ efforts to address
social needs. We provide a practical approach to resource guide
development that may support successful implementation within
the VHA and other clinical settings.
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ocial risk factors and social needs
have significant, often cumulative,
impacts on health outcomes and are
closely tied to health inequities. Defined
as the individual-level adverse social con-
ditions associated with poor health, social
risk factors broadly include experiences
such as food insecurity and housing insta-
bility; whereas the term social needs in-
corporates a person’s perceptions of and
priorities related to their health-related
needs.! One recent study examining data
from the Veterans Health Administration
(VHA) found a 27% higher odds of mortal-
ity with each additional identified social
risk, underscoring the critical link between
social risks and veteran health outcomes.?
Assessing Circumstances and Offering Re-
sources for Needs (ACORN), a collaborative
quality improvement initiative conducted in
partnership with the VHA Office of Health
Equity and VHA National Social Work Pro-
gram, Care Management and Social Work
Services, is a social risk screening and refer-
ral program that aims to systematically iden-
tify and address unmet social needs among
veterans to improve health and advance
health equity>* ACORN consists of 2 com-
ponents: (1) a veteran-tailored screener to
identify social risks within 9 domains; and
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(2) provision of relevant VA and commu-
nity resources and referrals to address iden-
tified needs.>” Veterans who screen positive
for > 1 need receive referrals to a social
worker or other relevant services, such
as nutrition and food services or mental
health, support navigating resources, and/or
geographically tailored resource guides. This
article describes the development and use
of resource guides as a cross-cutting inter-
vention component to address unmet social
needs in diverse clinical settings and shares
lessons learned from implementation in VHA
outpatient clinics.

BACKGROUND
Unequal distribution of resources com-
bined with historical discriminatory
policies and practices, often linked to in-
stitutionalized racism, create inequities
that lead to health disparities and hin-
der advancements in population health.®7
Although health care systems alone can-
not eliminate all health inequities, they
can implement programs to identify social
risks and address individual-level needs as
1 component of the multilevel approach
needed to achieve health equity.®

As a national health care system serv-
ing > 9 million veterans, the VHA is well
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positioned to address social needs as an es-
sential part of health. The VHA routinely
screens for certain social risks, including
housing instability, food insecurity, and in-
timate partner violence, and has a robust
system of supports to address these and
other needs among veterans, such as sup-
portive housing services, vocational reha-
bilitation, assistance for justice-involved
veterans, technology access support,
and peer-support services.” ! However,
the VHA lacks a systematic approach to
broader screening for social risks.

To address this gap, ACORN was devel-
oped in 2018 by an advisory board of sub-
ject matter experts, including clinical leaders,
clinical psychologists, social workers, and
health services researchers with content ex-
pertise in social risks and social needs.’ This
interprofessional team sought to develop a
veteran-tailored screener and resource refer-
ral initiative that could be scaled efficiently
across VHA clinical settings.

Although health care organizations are in-
creasingly implementing screening and in-
terventions for social risks within clinical
care, best practices and evidence-based tools
to support clinical staff in these efforts are
limited."* Resource guides—curated lists of
supportive services and organizations—may
serve as a scalable “low-touch” interven-
tion to help clinical staff address needs either
alone or with more intensive interventions,
such as social worker case management or
patient navigation services.'

RESOURCE GUIDES—A

CROSS-CUTTING TOOL

The VHA has a uniquely robust network of
nearly 18,000 social workers with clinical
expertise in identifying, comprehensively
assessing, and addressing social risks and
needs among veterans. Interprofessional
patient aligned care teams (PACTs)—a
patient-centered medical home initia-
tive that includes embedding social work-
ers into primary care teams—facilitate the
VHA’s capacity to address both medical and
social needs.'* Social workers in PACTs and
other care settings provide in-depth assess-
ment and case management services to vet-
erans who have a range of complex social
needs. However, despite these comprehen-
sive social services, in the setting of univer-
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sal screening with a tool such as ACORN,
it may not be feasible or practical to refer
all patients who screen positive to a social
worker for immediate follow-up, particu-
larly in settings with capacity or resource
limitations. For example, rates of screen-
ing positive on ACORN for > 1 social risk
have ranged from 48% of veterans in pri-
mary care sites and 80% in social work sites
to nearly 100% in a PACT clinic for veter-
ans experiencing homelessness. '

Additionally, a key challenge in the de-
sign of social needs interventions is de-
termining how to optimize intervention
intensity based on individual patient needs,
acuity, and preferences. A substantial pro-
portion of individuals who screen positive
for social risks decline offered assistance,
such as referrals.'® Resource guides are a
cross-cutting tool that can be offered to vet-
erans across a variety of settings, including
primary care, specialty clinics, or emer-
gency departments, as either a standalone
intervention or one provided in combina-
tion with other resources or services. For
patients who may not be interested in or
feel comfortable accepting assistance at the
time of screening or for those who prefer
to research and navigate resources on their
own, tailored resource guides can serve as
a lower touch intervention to ensure inter-
professional clinical staff across a range of
settings and specialties have accessible, re-
liable, and up-to-date information to give to
patients at the point of clinical care.!

Resource guides also can be used with
higher touch clinical social work interven-
tions, such as crisis management, support-
ive counseling, and case management. For
example, social workers can use resource
guides to provide education on VHA or com-
munity resources during clinical encoun-
ters with veterans and/or provide the guides
to veterans to reference for future needs. Re-
source guides can further be used as a tool to
support community resource navigation pro-
vided by nonclinical staff, such as peer spe-
cialists or community health workers.

HOW TO BUILD RESOURCE GUIDES

Our team created resource guides (Figure)
to provide veterans with concise, geograph-
ically tailored lists of VHA and other fed-
eral, state, and community services for the
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FIGURE ACORN Resource Gwde Examples with Resources for Veterans

A Housing Resources

24/7 National Call Center for Homeless Veterans: 1-877-424-3838

Healthcare for Homeless Veterans (HCHV)

Walk-in Clinic Hours: Monday - Fridays from 8:00am - 4:00pm in Building 7, Room 207

HCHV provides Veterans with ive services from to short-term

housing. Services include case management as well as clinical support with medical care, mental
health, and substance use. HCHV's walk-in clinic also provides individualized resources and
referrals to VA and community programs for Veterans' needs. No appointment is necessary.

Supportive Services for Veterans and their Families (SSVF)

1-877-4AIDVET (1-877-424-3838)

SSVF provides Veterans the skills necessary to maintain long term, independent living. SSVF
services include case management, housing and financial counseling, and assistance obtaining
benefits and services. For more information, call the National Call Center for Homeless
Veterans hotline or a local office closest to you:

New England Center and Home for Veterans  (617) 371-1706 or ssvi@nechv.org

Soldier On, Inc. 1-866-406-8449 or ssvfintake@wesoldieron.orq
Veterans, Inc. 1-800-482-2565 or katherineperson@veteransinc.org

Veterans Northeast Outreach Center, Inc. (978) 372-3626 or info@vneoc.org

Lowell Transitional Living Center

(978) 458-9888

www ltic.org

Walk-in Intake Hours: 10:00am - 4:00pm at 205 Middlesex Street, Lowell MA 01852

[E1%%;[E] The Lowell Transitional Living Center offers emergency shelter to Merrimack
Valley residents in need of accommodation. Case managers can provide
individualized services and community referrals for housing, financial assistance,

[= health and wellness, and more. You will need to bring a valid Massachusetts ID,

Social Security card, or birth certificate for intake. Please call or visit the website for more

information about the intake process and services provided.

The Wish Project
(866) 947-4360 or email info@thewishproject.org
www.thewishproject.org
Pick Up Hours: Tuesday through Saturday from 9:00am — 2:00pm
[EIRFi[E The Wish Project provides free clothing, toiletries, and cleaning supplies to those in
¥ need. Toiletries and cleaning supplies are given once a month and clothing every
3 months. Please call or email the program to discuss your needs. A picture ID is
=15 required when picking up. No appointment is necessary.
Decomber 2023

Please contact the Bedford VA Medical Center’s Social Work service line at
(781) 687-2375 if you have any questions about the information on this page or need

additional help with these or other resources.

B social Support Resources

24/7 Veteran Call Center: 1-877-WAR-VETS (1-877-927-8387)

VA Bedford Community Recovery Connections Team (CRCT)

(781) 687-3400

CRCT Peer Specialists offer individual support services to Veterans, as well as help them build
their own social support circles by providing local community resources and hosting weekly
Veteran Coffee Socials.

Weekly Coffee Socials

Coffee Socials are in-person community-based meetings for Veterans in 22 communities. These
Socials help Veterans get together to connect with other Veterans, share information and support,
and watch out for other Veterans in their communities. These groups are free to attend without
needing to register beforehand. To join, find the nearest meet-up:

Bedford Thursdays, 7:30am - 9:00am, VA Bedford Patriot Canteen, 200 Springs Rd.
W. Bridgewater  Saturdays, 9:30am - 11:00am, Bettencourt Honda, 31 South Main St.
Danvers ‘Thursdays, 9:00am - 10:30am, Danvers Senior Center, 25 Stone St.
Gloucester Fridays, 8:30am - 10:00am, Gloucester Veterans Services, 12 Emerson Ave.
Haverhill ‘Thursdays, 7:30am - 9:00am, Battle Grounds Coffee, 39 Washington St
Newburyport Tuesdays, 7:00am - 8:00am, Battle Grounds Coffee, 33 Pleasant St.

For more information about the Coffee Socials or to find additional locations, please call the general
line to speak with a CRCT team member.

Operation Delta Dog
(603) 921-5253 or email apply@operationdeltadog.org

www.
Training Center: 19G Clinton Drive, Hollis, New Hampshire 03049

Operation Delta Dog's mission s to rescue homeless dogs and train them to be
service dogs for Veterans with Post-Traumatic Stress Disorder (PTSD), Traumatic
Brain Injury (TBI), Miltary Sexual Trauma (MST), and other related challenges.
There is no cost to the Veeteran to receive a service dog.

o]
To be eligible to apply, Veterans must: have an official diagnosis from a health care provider, be
willing to complete a background check, be able to commit to the full training process, and live
within an hour of the Training Center. If approved, the process of adopting a service dog could
take about 4-8 weeks.

December 2023

Please contact the Bedford VA Medical Center’s Social Work service line at
(781) 687-2375 if you have any questions about the information on this page or need

additional help with these or other resources.

Abbreviation: ACORN, Assessing Circumstances and Offering Resources for Needs.

social risk domains included on the ACORN
screener. To inform and develop a frame-
work for building and maintaining ACORN
guides, we first reviewed existing models that
use this approach, including Boston Medi-
cal Center's WE CARE (Well Child Care,
Evaluation, Community Resources, Advo-
cacy, Referral, Education) and Thrive pro-
grams. We provide an overview of our
process, which can be applied to clinical
settings both within and outside the VHA.'8!1°

Partnerships

Active collaboration with frontline clinical
social workers and local social work lead-
ership is a critical part of identifying and
prioritizing quality resources. Equipped
with the knowledge of the local resource
landscape, social workers can provide rec-
ommendations pertaining to national or
federal, state, and local programs that have
a history of being responsive to patients’ ex-
pressed needs.”® VHA social workers have
robust knowledge of the veteran-specific re-
sources available at VHA medical centers
and nationally, and their clinical training
equips them with the expertise to provide
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guidance about which resources to priori-
tize for inclusion in the guides.®

After receiving initial guidance from
clinical social workers, our team began out-
reach to compile detailed program infor-
mation, gauge program serviceability, and
build relationships with both VHA and
community-based services. Aligning with
programs that share a similar mission in
addressing social needs has proved cru-
cial when developing the resource guides.
Beyond ensuring the accuracy of program
information, regular contact provides an
opportunity to address capacity and work-
flow concerns that may arise from increased
referrals. Additionally, open lines of com-
munication with various supportive ser-
vices facilitate connections with additional
organizations and resources within the area.

The value of these relationships was ev-
ident at the onset of the COVID-19 pan-
demic, when the ACORN resource guides
in use by our clinical site partners required
frequent modifications to reflect rapid
changes in services (eg, closures, transi-
tion to fully virtual programs, social dis-
tancing and masking requirements). Having
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established connections with community
organizations was essential to navigating
the evolving landscape of available pro-
grams and supports.

Curating Quality Resources

ACORN currently screens for social risks in
9 domains: food, housing, utilities, trans-
portation, education, employment, legal,
social isolation/loneliness, and digital
needs. Each resource guide pertains to a
specific social risk domain and associated
question(s) in the screener, allowing staff
to quickly identify which guides a veteran
may benefit from based on their screen-
ing responses. The guides are meant to be
short and comprehensive but not exhaus-
tive lists of programs and services. We limit
the length of the guides to one single-sided
page to provide high-yield, geographically
tailored resources in an easy-to-use format.
The guides should reflect the geographic
area served by the VHA medical center or
the community-based outpatient clinic
(CBOC) where a veteran receives clinical
care, but they also may include national-
and state-level resources that provide ser-
vices and programs to veterans.

Although there is local variation in the
availability and accessibility of services across
social risk domains, some domains have an
abundance of resources and organizations at
federal or national, state, and/or community
levels. To narrow the list of resources to the
highest yield programs, we developed a series
of questions that serve as selection criteria to
inform resource inclusion (Table).

Because the resource guides are intended
to be broadly applicable to a large number
of veterans, we prioritize generalizable re-
sources over those with narrow eligibility cri-
teria and/or services. When more intensive
support is needed, social workers and other
VHA clinical and nonclinical staff can sup-
plement the resources on the guides with
additional, more tailored resources that are
based on individual factors, such as physical
residence, income, transportation access, or
household composition (eg, veteran families
with children or older adults).

Formatting Resource Guides

Along with relevant information, such as
the program name, location, and a specific
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TABLE Selection Criteria for ACORN
Resource Guides

1. How comprehensive are the state and community
services compared with the US Department of
Veterans Affairs or other federal programs offering
similar services? Does the program specifically cater
to veterans?

2. How easy will it be for a veteran to contact the
service provider to apply, enroll, and receive
services? What are their hours of operation and
options for modes of contact? Did your team
experience multiple failed attempts in connecting
with a supportive service via phone or email?

3. Are the services offered for free or at a reduced
cost based on military history (veteran status),
income level, etc?

4. Does the service provider have a specific
point-of-contact who may be willing to directly triage
calls from veterans?

5. If it is a local community service, is it easily
accessible by veterans in the area? If service provision
is in-person, can veterans reasonably access the
service through public transit and/or rideshares?

Abbreviation: ACORN, Assessing Circumstances and
Offering Resources for Needs.

point of contact, brief program descriptions
provide information about services offered,
eligibility criteria, application requirements,
alternate contacts and locations, and web-
site links. At the bottom of each guide, a
section is included with the name and di-
rect contact information for a social worker
(often the individual assigned to the clinic
where the veteran completed the ACORN
screener) or another VHA staff member
who can be reached for further assistance.
These staff members are familiar with the
content included on the guides and pro-
vide veterans with additional information
or higher touch support as necessary. This
contact information is useful for veterans
who initially decline assistance or referrals
but later want to follow up with staff for
support or questions.

Visual consistency is a key feature of the
ACORN resource guides, and layout and
design elements are used to maximize space
and enhance usability. Corresponding font
colors for all program titles, contact infor-
mation, and website links assist in visually
separating and drawing attention to perti-
nent contact information. QR codes linked
to program websites also are incorporated

Health Equity
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for veterans to easily access resource in-
formation from their smartphone or other
electronic device.

Maintaining Resource Guides

To ensure continued accuracy, resource guides
are updated about every 6 months to reflect
changes in closures, transitions to virtual/
in-person services, changes in location, new
points of contact, and modifications to ser-
vices or eligibility requirements. Notations
also are made if any changes to services or el-
igibility are temporary or permanent. Record-
ing these temporary adjustments was critical
early in the COVID-19 pandemic as service
offerings, eligibility requirements, and appli-
cation processes changed often.

Updating the guides also facilitates contin-
uous relationship building and connections
with VHA and community-based services.
Resource guides are living documents: they
maintain lines of communication with des-
ignated contacts, allow for opportunities to
improve the presentation of evolving pro-
gram information in the guides, and offer the
chance to learn about additional programs in
the area that may meet veterans' needs.

Creating a Manual for ACORN Resource
Guide Development

To facilitate dissemination of ACORN across
VHA clinical settings and locations, our
team developed a Resource Guide Manual
to aid ACORN clinical sites in developing re-
source guides.?! The manual provides step-
by-step guidance from recommendations for
identifying resources to formatting and lay-
out considerations. Supplemental materials
include a checklist to ensure each program
description includes the necessary informa-
tion for veterans to successfully access the
resource, as well as page templates and style
suggestions to maximize usability. These
templates standardize formatting across the
social risk domain guides and include op-
tions for electronic and paper distribution.

RESOURCE GUIDE LIMITATIONS

The labor involved in building and main-
taining multiple guides is considerable and
requires a time investment both upfront
and long term, which may not be feasible
for clinical sites with limited staff. How-
ever, many VHA social workers maintain
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lists of resource and referral services for vet-
erans as part of their routine clinical case
management. These lists can serve as a
valuable and timesaving starting point in
curating high-yield resources for formal re-
source guides. To further reduce the time
needed to develop guides, sites can use
ACORN resource guide templates rather
than designing and formatting guides from
scratch. In addition to informing veterans
of relevant services and programs, resource
guides also can be provided to new staff,
such as social workers or peer specialists,
during onboarding to help familiarize them
with available services to address veterans’
unmet needs.

Resources included on the guides also
are geographically tailored, based on the
physical location of the VHA medical cen-
ter or CBOC. Some community-based
services listed may not be as relevant, ac-
cessible, available, or convenient to veterans
who live far from the clinic, which is rele-
vant for nearly 25% of veterans who live in
rural communities.” This is a circumstance
in which the expertise of VHA social work-
ers should be used to recommend more ap-
propriately tailored resources to a veteran.
Use of free, publicly available electronic re-
source databases (eg, 211 Helpline Center)
also can provide social workers and patients
with an overview of all available resources
within their community. There are paid re-
ferral platform services that health systems
can contract with as well.”> However, the po-
tential drawbacks to these alternative plat-
forms include high startup costs or costly
user-license fees for medical centers or clin-
ics, inconsistent updates to resource infor-
mation, and lack of compatibility with some
electronic health record systems.?

Resource guides are not intended to take
the place of a clinical social worker or other
health professional but rather to serve in a
supplemental capacity to clinical services.
Certain circumstances necessitate a more
comprehensive clinical assessment and/or
a warm handoff to a social worker, includ-
ing assistance with urgent food or housing
needs, and ACORN workflows are created
with urgent needs pathways in mind. Deter-
mining how to optimize intervention inten-
sity based on individual patients’ expressed
needs, preferences, and acuity remains a
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challenge for health care organizations con-
ducting social risk screening.!> While distri-
bution of geographically tailored resource
guides can be a useful low touch interven-
tion for some veterans, others will require
more intensive case management to address
or meet their needs. Some veterans also may
fall in the middle of this spectrum, where a
resource guide is not enough but intensive
case management services facilitated by so-
cial workers are not needed or wanted by the
patient. Integration of peer specialists, pa-
tient navigators, or community health work-
ers who can work with veterans to support
them in identifying, connecting with, and re-
ceiving support from relevant programs may
help fill this gap. Given their knowledge and
lived experience, these professionals also can
promote patient-centered care as part of the
health care team.

CONCLUSIONS

Whether used as a low-touch, standalone in-
tervention or in combination with higher
touch services (eg, case management or re-
source navigation), resource guides are
a valuable tool for health care organiza-
tions working to address social needs as a
component of efforts to advance health eq-
uity, reduce health disparities, and promote
population health. We provide a pragmatic
framework for developing and maintaining
resource guides used in the ACORN initia-
tive. However, additional work is needed to
optimize the design, content, and format of
resource guides for both usability and effec-
tiveness as a social risk intervention across
health care settings.
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