Journal of Athletic Training
doi: 10.4085/1062-6050-0327.23
© by the National Athletic Trainers’ Association, Inc
www.natajournals.org

2024;59(4):394-402

Original Research .

Athletic Trainers’ Observations of Social Determinants
of Health in the Collegiate Setting: A Card Study

Kelsey J. Picha, PhD, ATC*t; Cailee E. Welch Bacon, PhD, ATCt1;
Cassidy Evans Windsor, DAT{S; Joy H. Lewis, DO, PhDII;

Alison R. Snyder Valier, PhD, ATCt#li

*Department of Interdisciplinary Health Sciences, A.T. Still University, Mesa, AZ; tDepartment of Athletic Training,
A.T. Still University, Mesa, AZ; $School of Osteopathic Medicine in Arizona, A.T. Still University, Mesa; §Roswell
High School, GA; IIDepartment of Research Support, A.T. Still University, Mesa, AZ

Context: Addressing social determinants of health (SDOH) in
all populations improves patient outcomes, leading to better
patient-centered care. Despite known influences of SDOH, little is
known about the ability of athletic trainers (ATs) to observe SDOH
in practice.

Objective: To explore ATs' observations of SDOH and
describe actions taken at the point of care in collegiate and uni-
versity settings.

Design: Descriptive via an observational card study.

Setting: Athletic training facilities.

Patients or Other Participants: Collegiate and university
ATs (23 participants across 20 institutions).

Data Collection and Analysis: The ATs used a modified
observation card to document observations of SDOH during
patient encounters in the collegiate or university setting. The cards
contained instructions for completion and a table with 4 columns:
(1) a list of 19 predetermined SDOH, (2) a checkbox for observed
SDOH, (3) a checkbox for the perceived negative influence of
observed SDOH on patient health, and (4) an open box to write in
what actions, if any, were taken to address the observed SDOH.

Results: Overall, 424 cards were collected. Of 725 observed
SDOH, access to social media (153/725, 21.1%), academic
stressors (131/725, 18.1%), and behavioral health issues (71/725,
9.8%) were the most commonly observed. Nearly 39% (281/725)
had a perceived negative influence. Of those, academic stressors
(49/281, 17.4%), behavioral health issues (46/281, 16.4%), and
transportation issues (32/281, 11.4%) were most common. For
the 23.0% (166/725) of SDOH acted upon, ATs used counseling
and education (73/166), provided additional resources (60/166),
referred to others (29/166), or communicated with others (4/166).

Conclusions: Because ATs are positioned to accurately
assess SDOH, they can promote better patient-centered care
and improve patient outcomes. Our results suggest that many
SDOH observed by ATs in the collegiate or university setting
have a negative influence on patient health. Better support for
patients with academic stressors and behavioral health issues
is important because of these SDOH.

Key Words: athletic health care, patient outcomes, social
factors, academic stressors, behavioral health

perceived to negatively influence patient health.

Key Points

 Social determinants of health were observed by athletic trainers in the collegiate and university setting and were often

» Because behavioral health was commonly perceived to negatively influence patient health, athletic trainers should be
aware of best practice guidelines for mental health emergency action plans and policies and procedures.

» Referral and education were frequent actions taken by athletic trainers to address the negative influences of social
determinants of health, which emphasized their ability to mitigate these at the point of care.

to recognize and study the circumstances in which

patients live, learn, work, play, and grow and deter-
mine how those conditions influence health and well-
being.'™ These conditions, known as social determinants
of health (SDOH), have been reported to influence health
more than the care provided through traditional health care
services in both positive and negative ways.>® Further,
SDOH have been categorized by the Centers for Disease
Control and Prevention into 5 interconnected domains: eco-
nomic stability, education access and quality, health care
access and quality, neighborhood and built environment,

T he athletic training profession is advancing efforts

and social and community context.” Although the influ-
ences of SDOH can be both positive and negative, much of
the research has focused on the negative influence due to the
lasting effects on health as well as the contribution to the
widening of health disparities. For example, individuals
who do not earn an income above the poverty line (eco-
nomic instability) may be unable to afford housing in a safe
neighborhood (neighborhood and built environment), and
those living in neighborhoods with more social disorder
may have higher rates of anxiety and depression.® Often the
result of the unequal allocation of power and resources,’
these factors can negatively influence mental, physical, and
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social well-being and may preclude optimal individual and
population health.®” Therefore, SDOH should be recog-
nized by clinicians as an integral part of health care.

Recognition and assessment of SDOH may lead to inter-
ventions that mitigate negative effects in populations at var-
ious societal levels, improving patient-centered care and
leading to better patient outcomes.”*"'° Public health efforts
and interventions can reduce the negative influences of
SDOH on individual and population health. At the patient
level, when UK physicians referred their patients with
known anxiety, stress, or depression to social services, the
patients’ symptoms improved.'' Similarly, when US chil-
dren were screened for their basic needs and providers
referred families to community resources for support, positive
outcomes included child care, fuel to meet transportation
needs, and a reduction in homelessness.'? At the community
level, a faith-based organization in the Dominican Republic
provided youth baseball athletes attending sports academies
with an education in addition to the opportunity to play
sports.'? Partners of this organization indicated a positive influ-
ence of the academies, noting that they promoted equity and
education and kept the youth off the street."* These examples
highlight the potential for implementation of interventions as
long as the negative influence of SDOH on a population is rec-
ognized. To date, research on SDOH has primarily focused on
nonathletic populations, yet investigation of the athletic popu-
lation to promote better support and understanding of these
athletes has been suggested.*"

Despite the health benefits of sport activity, individuals
participating in sport are still susceptible to the influence of
SDOH, and clinicians in athletic health care are just now
recognizing their effects.">'® Although athletes participate
in various settings, a central setting for athletic health care
is the college or university. Participation in collegiate or
university athletics often places an athlete in regular com-
munication with athletic trainers (ATs). Athletic trainers
have reported managing patient cases in which a variety of
SDOH were negatively influencing their patients’ well-
being.'” Because of their unique position in the athletic
health care system and because they are often the only health
care provider an athlete interacts with regularly,'”> ATs are in
an optimal position to assess SDOH. In college and university
settings, ATs are likely the first providers from whom athletes
seek care. Additionally, ATs in this setting have many opportu-
nities to create meaningful patient encounters, build trusting
relationships, and initiate difficult conversations. Unfortu-
nately, limited evidence has described SDOH that affect colle-
giate athletes and the strategies used to reduce their negative
influence. More intentional observation and documentation of
SDOH may highlight trends, which may allow us to address
significant concerns affecting collegiate athletes. When ATs
recognize SDOH and identify trends in their own practice,
they will be better positioned to support their patients, provide
guidance toward the appropriate resources, and facilitate refer-
rals.? Therefore, the purpose of our study was to explore ATs’
observations of SDOH and describe actions taken at the point
of care in collegiate and university settings.

METHODS
Design

The current study used a descriptive observational preva-
lence card study design. Card studies are designed to

collect large samples of data over a short period at the point
of care without altering or changing the care provided or
the interaction between the clinician and patient.?'** Preva-
lence card studies collect clinician observations about the
prevalence of a certain phenomenon in clinical practice.*!
This study design allowed us to gain insight into SDOH
observed by ATs at the collegiate level during patient
encounters. The study was approved by the sponsoring uni-
versity’s institutional review board.

Participants

We recruited ATs employed in the collegiate or univer-
sity setting through criterion-based convenience sampling.
Individuals were considered eligible to participate if they
were certified by the Board of Certification and were cur-
rently providing athletic training services in a collegiate or
university setting. A member of the research team emailed
a convenience sample of 45 ATs to determine their interest
in the study. Additionally, ATs were recruited through social
media sites, including Twitter and Facebook. Athletic train-
ers who saw a social media posting and were interested in
participating were asked to contact the principal investigator
using the email address provided on the post. A total of 23
ATs who met the inclusion criteria expressed interest in par-
ticipating in the study.

Instrumentation

To achieve the study aims, we used an observation card
to collect data about SDOH during meaningful patient
encounters. A meaningful patient encounter was defined as
“an interaction that occurs through verbal communication
and/or physical examination.”*® An example of a meaningful
encounter is when a patient receives passive stretching by
the AT after practice, and the AT engages in conversation
about how the patient felt throughout practice. Applying an
ice bag to an athlete without any clinically relevant discus-
sion is not considered a meaningful patient encounter.

To create the SDOH observation card, 3 members of the
research team (K.J.P., C.W.B., A.S.V.) requested permis-
sion to modify a previously validated card developed to
capture primary care providers’ SDOH observations.”* The
main modifications involved adjusted the wording on the
card so that it was relevant and appropriate for ATs. Once
all modifications were made, the SDOH card was re-
reviewed by a content expert (J.H.L.) and 2 experienced
ATs to ensure that the modifications were appropriate and
the card remained readable and understandable. The con-
tent expert has expertise in SDOH and previously con-
ducted observational research using a card study design.
Based on feedback from the content expert and ATs, we
made no additional modifications.

The final SDOH card (Figure) was 9 in (22.9 cm) X 6 in
(15.2 cm) and provided basic instructions for completion of
the card on the front and a table to record SDOH observa-
tions on the back. Each card consisted of a table with 4 col-
umns: (1) a list of predetermined SDOH, (2) a checkbox
for observed SDOH, (3) a checkbox for the perceived nega-
tive influence of observed SDOH on patient health, and (4)
an open box to write in what actions, if any, were taken to
address the observed SDOH. Based on the 5 domains of
SDOH, 19 SDOH were listed in the first column with an
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Front of Card
Social Determinants of Health Card Instructions

[T

Columns

corresponding social factor.

Place an “x” on the grid for all that apply to this patient encounter.

A. Observe: Observe your patient for social factors. Check the box only if you observe the

If you observed a social factor, complete columns B and C for that social factor.
B. Negative Impact: Evaluate the impact of the social factor on the patient’s health. Check the
box only if you believe the social factor has a negative impact on the patient’s health.
C. Action Taken: If you took action to address the observed social factor, enter a brief
statement regarding the action taken (eg, education, counseling, referral, resources).

Back of Card

A

B C

Social Factors
Factors

Observed Social

Negative Impact on Action Taken
the Patient’s Health?

Access to social media/emerging technologies

Behavioral health issues

Cultural beliefs/values

Educational limitations

Family care demands

Individual/family life circumstances

Poor social support

Language barrier

Lack of health literacy

Poverty/near poverty

Insufficient/lack of health insurance

Food insecurity

Homeless/poor or unstable living conditions

Transportation issues

Migrant/immigration status

Neighborhood safety

Substance use/abuse

Academic stressors

Job stressors

Other

I am unsure if this patient is affected by any of the listed social factors |:|

I did not observe any of the listed social factors

Figure. Social determinants of health card study instructions.

option to add a factor if it was observed but not on the list.
At the bottom of the card were 2 checkbox options that
stated, “I am unsure if this patient is affected by any of the
listed social factors” and “I did not observe any of the listed
social factors.” Participants could check either or both
boxes. The cards were designed to be completed in less
than 30 seconds. The domain (economic stability, education
access and quality, health care access and quality, neighbor-
hood and built environment, and social and community
context) of each specific social determinant is outlined in
Table 1.

To establish the feasibility and validity of the research
methods, we conducted a pilot study with 17 ATs who were
employed in the collegiate, university, or secondary school
setting and who were not involved in the final analysis.
Over a 2-week period, the 17 ATs returned 122 cards and
reported an average of 1.5 SDOH per card (range = 0-8).
Based on review of the data collected during the pilot

O

study, we noted that the social determinant of health listed
as “job/academic stressors” did not allow for differentiation
between a job and an academic stressor. Therefore, we split
this factor into 2 factors for data collection.

Procedures

Once eligible ATs agreed to participate in the study, they
were asked to complete a brief demographic questionnaire.
Before data collection, each AT was sent a packet through
postal mail that supplied instructions (see Supplemental
Appendix, available online at http://dx.doi.org/10.4085/
1062-6050-0327.23.S1), 30 blank SDOH cards, a definition
sheet for all SDOH listed on the cards, and a prepaid, pre-
addressed envelope to return all materials to the study
investigators.

One week before data collection, each participating AT
completed online training hosted in the Qualtrics platform.
The training provided an overview of SDOH and their
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Table 1. Social Determinants of Health Categories and Examples

Category Example

Social Determinant of

Outcome Health Collected

Economic stability Having an income above the poverty line

More opportunities for safe housing,
healthy food, and private health

e Job stressors
e Poverty/near poverty

insurance

Education access
and quality

Access to good schools at all age levels

Health care access
and quality

Access to health insurance, medications,
preventive screening, and overall
health care

Increases the likelihood of obtaining
higher-paying jobs, access to scholar-
ships, and better economic stability

Proactive and preventive approaches
rather than reactive approaches to
care can be taken, decreasing the rate

e Academic stressors

e Educational limitations

e Language barrier

o Insufficient/lack of health insurance
e Lack of health literacy

of disease and cost of care

Neighborhood and
built environment

Violence within a neighborhood, unsafe
air or water (or lack of access), struc-
tural integrity, and pest control

Social and commu-
nity context

Relationships from home, work, and
within the community

When basic needs are met, rates of ill-
ness, injury, and disease decrease

Strong social support systems allow indi-
viduals to thrive, improving health and
quality of life

o Neighborhood safety

e Transportation issues

o Homeless/poor or unstable living
conditions

e Food insecurity

e Poor social support

e Individual/family life circumstances

e Family care demands

o Cultural beliefs/values

e Behavioral health issues

e Access to social media/emerging
technologies

e Substance use/abuse

e Migrant/immigration status

importance in health care. It also reviewed the study proce-
dures and expectations of the participants. The online train-
ing took 20 to 30 minutes to complete. The principal
investigator (K.J.P.) followed up with each participant after
the training to answer any remaining questions before the
data-collection period.

Data collection began in August 2021 and ended in May
2022. We stratified data-collection efforts so that only 2 of
the 23 ATs were completing SDOH cards at any time in
order to ensure that observations were being made during
each month of the academic year. To guarantee that ATs
would observe the most representative sample of their
patient panels, we asked each AT to indicate the most
appropriate months to conduct the observations, and we
strategically scheduled them to collect data within that
timeframe. During the assigned collection period, each AT
collected data over a 2-week period or until 30 cards
were completed, whichever came first. After each mean-
ingful patient encounter, the AT completed the SDOH
card. After the ATs finished data collection, they returned
their completed cards in the provided envelope through
postal mail to the principal investigator. After completion
of the study, each AT was provided a study honorarium
for participation.

Data Analysis

Once we received the completed SDOH cards, a member
of the research team manually entered the data into Excel
(version 1808; Microsoft Corp). Quantitative and qualitative
analyses were conducted on the collected data. Descriptive sta-
tistics were calculated to characterize the quantitative data,
including the ATs’ demographic characteristics, frequency of
cards completed, frequency of SDOH observed, and frequency

of SDOH the ATs perceived to have a negative influence.
Qualitative analyses were conducted to characterize the
reported actions taken by ATs. To investigate which SDOH
were observed by the ATs, we used a deductive thematic analy-
sis**; the 9 SDOH outlined by the National Academies of Sci-
ences, Engineering, and Medicine’ served as the predetermined
themes that guided data analysis. To analyze these open-
ended responses when ATs indicated and described an action
taken to mitigate the negatively perceived SDOH, qualitative
data analyses were performed using a deductive thematic
analysis,?* and the multiple phases were guided by a modified
consensual qualitative research (CQR) approach.”>** We
selected this approach to guide data analysis for the open-
ended response data so we could explore the actions taken by
ATs when SDOH were observed and perceived to have a
negative influence on the patient’s health. The rigorous multi-
phase CQR approach requires multiple analysts to minimize
researcher bias and achieve consensus during each phase.*>*°
We used a 3-person data-analysis team to complete the multi-
phase analysis process; 2 researchers were new to the CQR
method and were trained by the third team member,>® who
had extensive experience with the method. Additionally, an
internal auditor reviewed the final data analysis and con-
firmed the accuracy and representativeness of the study find-
ings.?>2® During the first phase, the identified SDOH was
blinded, and only the responses for the actions taken were
analyzed. Each member of the data-analysis team reviewed
the first 50 rows and developed an initial codebook of emer-
gent categories. Next, the data-analysis team met to discuss
the categories and develop a consensus codebook. During the
second phase, each member coded 50 new responses using
the initial codebook. The team then met again to discuss the
codes and confirm the codebook. During the third phase, all
open-ended responses were coded and reviewed by each
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Table 2. Demographic Characteristics of Participating College/
University Athletic Trainers (N = 23)

Characteristic No. (%)
Sex
Male 5(21.7)
Female 18 (78.3)
Race
Black or African American 2(8.7)
Other 1(4.3)
Unreported 3(13.0)
White 17 (73.9)
Highest degree attained
Bachelor’s 3(13.0)
Master's 12 (52.2)
Clinical doctorate 2(8.7)
Academic doctorate 2(8.7)
Unreported 4(17.4)
Years as a certified athletic trainer
0-4 9(39.1)
5-10 5(21.7)
11-15 3(13.0)
16-20 1(4.3)
Unreported 5(21.7)

team member until consensus was achieved. Finally, the
coded responses were categorized by the social determi-
nant of health listed, and descriptive statistics were calcu-
lated to establish the frequency of each category. The
internal auditor reviewed all study findings once the data
analysis was completed to ensure that researcher bias was
minimized and the participant responses were accurately
represented.

RESULTS

Overall, 424 observation cards were collected from 23
ATs (age = 28.1 £ 3.7 years) at 20 colleges or universities
(Table 2). Each AT collected a mean of 18.4 = 9.2 observa-
tion cards. In 78% (331/424) of patient encounters, SDOH
were observed, whereas in 22.0% (93/424) of patient
encounters, no SDOH were observed, and in 4.0% (17/424)
of patient encounters, ATs recorded being unsure whether
SDOH were observed. Across all cards, 725 SDOH were
documented and 38.8% (281/725) were perceived to have a
negative influence on the patient’s health (Table 3). The top
3 SDOH observed were access to social media and emerg-
ing technologies (153/725, 21.1%), academic stressors
(131/725, 18.1%), and behavioral health issues (71/725,
9.8%). The 3 SDOH selected the least were educational
limitation (1/725, 0.14%), poverty/near poverty (3/725,
0.41%), and homeless/poor or unstable living conditions
(5/725, 0.69%). Neighborhood safety was not observed by
the ATs.

The top 3 reported SDOH that were perceived to have a
negative influence on patient health were academic stress-
ors (49/281, 17.4%), behavioral health issues (46/281,
16.4%), and transportation issues (32/281, 11.4%; Table 3).
Although not documented as often as other SDOH, when
insufficient/lack of health insurance (15/18, 83.3%), food
insecurity (8/11, 72.7%), or poor social support (24/39,
61.5%) was observed, ATs also perceived these SDOH as
negatively influencing patient health.

Of the 725 SDOH observed, ATs reported acting on 25.0%
(181/725). Of those 181, 15 actions were deemed unclear;
the handwriting of the response was illegible or undecipher-
able by the data-analysis team without making assumptions

Table 3. Athletic Trainers’ Observations of Social Determinants of Health and the Actions Taken When Social Determinants of Health

Were Perceived to Have a Negative Impact on Health

Observations

Action Taken

Perceived as a

Observed in  Negative Effect Counselingand Provide Additional Referralto Communication
Social Determinant of Health a Patient  on Patient Health Education Resources Others With Others ~ Total
Access to social media/emerging 153 13 5 2 1 0 8
technologies
Academic stressors 131 49 5 8 3 0 16
Behavioral health issues 71 46 17 4 13 0 34
Transportation issues 56 32 0 20 0 0 20
Lack of health literacy 50 27 21 2 0 1 24
Individual/family life circumstances 46 24 2 2 5 0 9
Poor social support 39 24 8 1 0 0 9
Job stressors 37 11 4 2 0 0 6
Language barrier 23 4 0 2 0 1 3
Cultural beliefs/values 23 2 0 0 0 0 0
Family care demands 22 7 0 4 2 0 6
Insufficient/lack of health insurance 18 15 1 6 3 0 10
Migrant/immigration status 14 2 0 0 0 0 0
Substance use/abuse 13 7 4 1 1 0 6
Food insecurity 11 8 3 2 1 2 8
Other 9 6 2 0 0 0 2
Homeless/poor or unstable living 5 3 1 3 0 0 4
conditions

Poverty/near poverty 3 1 0 1 0 0 1

Educational limitations 1 0 0 0 0 0 0
Neighborhood safety 0 0 0 0 0 0 0
Total 725 281 73 60 29 4 166

Data are reported as frequencies.
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about the action taken. Therefore, 166 responses about the
actions taken were included in our qualitative analyses (Table
3). Four categories emerged for the actions taken by ATs to
address SDOH: counseling and education (73/166), provid-
ing additional resources (60/166), referral to others (29/166),
and communication with others (4/166). The most common
SDOH for which actions were taken were behavioral health,
lack of health literacy, and transportation issues.

DISCUSSION

In the current study, we described ATs’ observations of
SDOH and investigated actions taken at the point of care in
collegiate and university settings. Although interest in
SDOH and their influence on health is increasing, research
exploring the influence of SDOH in athletic health care and
the role of ATs in mitigating these SDOH is limited.'?"—°
Our results suggest that many SDOH observed by ATs in
the collegiate and university setting have a negative per-
ceived influence on patient health. These outcomes support
foundational findings that ATs in the collegiate or univer-
sity setting observe SDOH in their daily practice that often
require intervention.

The most commonly noted social determinant by these
ATs was social media use. Access to and use of social
media has been on the rise, with most users in the age range
of 18 to 29 years.’' Similar to all SDOH, social media can
have a positive or negative influence on health and well-
being.*??* For these collegiate and university athletes,
social media and emerging technologies were not often per-
ceived by the ATs as negatively influencing health, possibly
because the patients had access to education, health care,
and sport. However, previous authors suggested that pro-
longed use of social media was related to increases in sed-
entary behavior, anxiety, depression, and stress.***** In
college freshmen, a strong positive correlation between
sleep quality and social media use has been identified, indi-
cating worse sleep quality with increased use of social
media.*® Although our ATs did not document these poten-
tial negative effects, awareness of the possible negative
effects of social media and emerging technologies may
help with the early detection of concerns so that they can
be addressed sooner.

Academic stressors and behavioral health were the 2
SDOH that were observed most frequently and most often
perceived as negatively influencing patient health. These
findings were not surprising because earlier investigators
determined that a common cause of mental distress in col-
legiate athletes was academics.’’*® To address this topic,
the National Collegiate Athletic Association created a men-
tal health and athlete wellness task force to develop a
“Mental Health Best Practices” consensus document® to
guide coaches and health care providers on navigating
mental health concerns in collegiate athletes. The document
outlines the importance of mental health screening in pre-
participation physical examinations and the need for emer-
gency action plans for mental health emergencies; it also
identifies the appropriate clinical staff to manage such situa-
tions. Although an AT may be the first to recognize an ath-
lete’s behavioral health condition, the document recommends
that a licensed mental health provider handle it. This recom-
mendation highlights the importance of creating teams of
medical professionals to support the care of athletes.’**

Taken together, our results and guidance from the consensus
document indicate that ATs in the collegiate or university set-
ting should be prepared with emergency action plans, poli-
cies, and procedures to handle patients with behavioral health
conditions and emergencies.***°

Even though the ATs in this study did not report social
media and emerging technologies as negatively influencing
patient health, social media’s contribution to behavioral
health conditions cannot be ignored. These ATs may not
have been in a position to attribute observed behavioral
health conditions to the use of social media, yet researchers
found that young adults’ use of social media may under-
mine their well-being.*' Additionally, addiction to online
social networking is being studied and in some work is
considered an addiction disorder*?; several scales and ques-
tionnaires were used to determine the effects of social
media on behavioral health. Athletic trainers with concerns
about social media addiction or its relationship to patient
behavioral health may want to administer 1 or more of the
following instruments: the Addictive Behavior Questionnaire,
Online Social Support Scale, Rosenberg Self-Esteem Scale,
Beck Depression Inventory, or Patient Health Questionnaire-9
depression screen.*” However, before implementing screen-
ings or questionnaires such as these, ATs need to consider
what the results may yield and have appropriate plans in
place.

Although less commonly observed than academic stress-
ors and behavioral health, insufficient/lack of health insur-
ance (83.3%), food insecurity (72.7%), and poor social
support (61.5%) received high percentages of perceived
negative influence on patients. When compared with the
total number of observations, insufficient/lack of health
insurance had the highest perceived negative influence on
overall health compared with all other observed SDOH
(15/18, 83.3%). Having access to health insurance has been
preliminarily linked to greater use of health care services
and is essential in the United States for access to quality
care.® In 2017, the American College Health Association
reported that 82.8% of college students had some form of
health insurance, 2.4% did not, and 0.8% were not sure.**
The limited observation of health insurance concerns may
have reflected many institutions’ requirement to have
health insurance to be able to participate in sports. The col-
legiate setting is unique because some institutions also
cover all additional costs of health care for student-athletes.
Nonetheless, the financial amount that a collegiate setting
covers for external services varies among institutions.*> A
college or university may cover all health care costs for
student-athletes, yet ATs must be aware of the costs of
health care so that they can reduce potential costs for
patients through their clinical decisions, especially for
those with insufficient insurance. The negative influence of
this social determinant is particularly important because
ATs are often the only health care providers in a community
and may manage untreated health conditions because of a
lack of insurance or quality health care.'”

The prevalence of food insecurity among US college stu-
dents ranged from 20% to 50%,**® which was higher than
in the general population.*® That percentage may seem high
for our reported observations, but athletes are a subset of
the collegiate population that may require further study.
Further, although student-athletes are often provided with
meals or snacks during the seasons depending on the
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institution, ATs may not be observing food insecurities
because this resource is in place to feed student-athletes.
Regardless, when food insecurity was observed, it was per-
ceived as a serious problem. In a review article, Freuden-
berg et al*’ provided examples of how college campuses
can respond and have responded to food insecurity, which
could be applied to athletic programs. For example, in col-
laboration with the college or university and athletic pro-
gram or department, ATs could create food pantries, set
aside funds for emergency situations, prepare meal vouchers
for student-athletes, and learn about government resources.*’
Having information readily available would be beneficial
when this social determinant is observed so that athletes in
need can access community food banks or enroll in the Sup-
plemental Nutritional Assistance Program.

The role of social support in individual health and well-
being is crucial. In general, social support refers to a per-
son’s social network, social norms, values, and cultural
background.*® Consequences of poor social support or iso-
lation include high blood pressure, a weaker immune sys-
tem, heart disease, obesity, and mental health conditions.*!
In our study, ATs recognized the negative influence of
social support in their patient populations. In athletic health
care, ATs provide vital support to their patients during the
recovery and rehabilitation process and may be an addi-
tional source of support when it is perceived to be missing.
Previous researchers showed that social support provided
by ATs in the collegiate setting reduced patient anxiety and
depressive symptoms after injury.>?’ Athletic trainers also
described managing patient cases when social support neg-
atively influenced patient health, and they strongly agreed
with its importance in athletic health care.'® Our results add
to the existing literature that acknowledges the ability of
ATs to observe and intervene when social support nega-
tively influences patient health.

Although important in the global context of society, edu-
cational limitations, poverty, and homelessness were not
often documented by our ATs. This result was unsurprising
because all patients observed by the ATs were enrolled in
college and, as a part of the college experience, may have
had housing. Therefore, ATs may not have considered edu-
cation itself a problem because their patients were actively
enrolled in college. Additionally, many collegiate and uni-
versity athletes live in dormitories or are provided with
housing expenses. Unless specific questions are asked
about living in poverty or experiencing homelessness,
some athletes may not divulge such information. Our ATs
also did not observe the social determinant of health of
neighborhood safety. Explanations for this result may be
that it is not naturally discussed in athletic health care or
does not generally apply to those living in dormitories. In
the university setting, education and housing concerns may
be addressed by the university instead of the student. In
general, these SDOH are not easily observed without fur-
ther questioning, a screening tool, or an established rela-
tionship. Athletic trainers may want to directly inquire
about how safe athletes feel in their neighborhoods or what
their housing situations are if they are not living in on
campus.

Because SDOH are often intertwined, SDOH that were
not observed in our study may have presented as other
SDOH that were observed. Although these SDOH were
limited or not observed, ATs should not assume that the

student-athlete has not experienced these SDOH before
attending the university or that they are not currently expe-
riencing them. Instead, ATs should assess SDOH through
the regular use of patient-reported outcome measures or
already established screening tools, which may lead to deeper
conversations and understanding, potentially highlighting
some of the more difficult SDOH to observe. Ultimately,
improved observation and assessment of and intervention for
SDOH that negatively influence patient health may lead to
better health equity in athletic health care.

Participating ATs in our investigation were not only observ-
ing the influence of SDOH in their patients but also trying to
mitigate some of the perceived negative influences. As we
demonstrated, ATs were well versed in educating their patients
and advocating for them. The main actions used by our ATs to
address the negative influences of SDOH were counseling and
education, additional resources, referral to others, and commu-
nicating with others. Although ATs were taking action to miti-
gate the negative influence of SDOH, action was reported in
only about 25% of cases where SDOH were perceived to be
negatively influencing health. As health care providers, ATs’
awareness and observation of SDOH is insufficient to improve
patient outcomes, and ATs should continue to support patients
experiencing a negative effect of SDOH when appropriate or
possible. These findings indicate the need for additional
resources to mitigate the negative influences of SDOH. Specif-
ically, academic stressors, behavioral health issues, health lit-
eracy, and transportation were commonly perceived to have
negative influences on patient health and were SDOH that
ATs reported acting on the most. Future authors should
expand on these results to determine which resources ATs are
lacking that would allow them to provide better care and
direction for athletes in need.

Athletic trainers continue to be advocates for their patients
through observation and actions to address SDOH negatively
influencing health. Further, continued observation, with the
addition of assessment of SDOH, will help ATs align with
the Institute of Medicine’s 6 aims for improving health care
quality when making clinical decisions.”*> Making a con-
scious effort to practice clinically in a manner that prioritizes
these criteria can help ATs address SDOH identified through
assessment and intervene appropriatelye.>*

Limitations

One limitation of our work was its observational design.
We chose this design for our card study because it captures
what is occurring in the environment and gathers informa-
tion about the current state of practice. However, it does
not allow for shifts in clinical practice or the opportunity to
confirm observations with others. Another limitation was
that some SDOH may be less observable than others.
Because participants were specifically instructed to not
alter their clinical practice or ask questions they normally
would not, it is possible that some SDOH were not
observed even though they were affecting the patient’s life.
Moreover, we did not inquire about the positive influences
of SDOH. Despite its limitations, this study design permits
large amounts of data to be collected quickly at many sites
without too much additional work for the clinician, provid-
ing a foundation for future SDOH research.?' Future
research should confirm the ATs’ observations of SDOH
with patients’ experiences.
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CONCLUSIONS

Overall, our results suggest that ATs employed in the
collegiate or university setting are observing and perceiving
the negative influences of SDOH in their clinical practice.
They are also acting to mitigate the negative influence of
SDOH through counseling and education, more resources,
referral to others, and communication with others. Impor-
tantly, ATs in this setting seemed prepared to address aca-
demic stressors and behavioral health issues, which were
the most commonly observed SDOH and were most often
perceived to negatively influence SDOH. Ways to address
these concerns may include having mental health emer-
gency action plans, policies, and procedures in place and
providing resources and access to individuals who can help
student-athletes struggling with mental health. Although
these outcomes support the ability of ATs to observe and
act on perceived negative influences of SDOH in their clin-
ical practice, future researchers should focus on patient
confirmations of ATs’ observations and the best methods of
SDOH assessment in this population so that appropriate
interventions can be developed.
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