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Abstract:
Introduction: Internal medicine, owing to its comprehen-

sive and cross-sectional approach, is uniquely positioned to 
lead the integration of social determinants of health (SDOH) 
into clinical practice. 

Methods: Based on the Delphi methodology promoted by 
the Spanish Society of Internal Medicine (SEMI) and the Por-
tuguese Society of Internal Medicine (SPMI), this study explo-
red perceptions, barriers, and strategies for integrating SDOH 
into hospital care. Experts from both countries participated in 
a two-round consultation process, followed by a consensus 
meeting, which resulted in a prioritized roadmap of action. 

Results: Our findings show strong agreement on the re-
levance of SDOH for health outcomes, the need for man-
datory and transversal training at all educational levels, and 
the importance of validated tools for systematic screening. 
Key barriers include lack of time, insufficient specific training, 
limited human resources, and the absence of structured 

SDOH data in electronic health records. Additionally, the re-
sults emphasize the importance of interdisciplinary teams, 
coordination with social services, and adapting care path-
ways to patients' social contexts. Emerging determinants in-
clude population aging, mental health, climate change, and 
digital transformation, including artificial intelligence. 

Conclusion: This decalogue provides a practical and 
prioritized roadmap to transform Internal Medicine care to-
wards a more equitable, comprehensive, and SDOH-sensi-
tive model, with training, service organization, technological 
resources, and collaboration as fundamental pillars.

Keywords: Health Equity; Health Promotion; Internal Med-
icine; Portugal; Quality Improvement; Social Determinants of 
Health; Spain.

Resumo:
Introdução: A medicina interna, devido à sua abordagem 

abrangente e transversal, encontra-se numa posição privile-
giada para liderar a integração dos determinantes sociais em 
saúde (DSS) na prática clínica. 

Métodos: Com base na metodologia Delphi promovida 
pela Sociedade Espanhola de Medicina Interna (SEMI) e pela 
Sociedade Portuguesa de Medicina Interna (SPMI), foram ex-
ploradas as perceções, barreiras e estratégias para a inte-
gração dos DSS nos cuidados hospitalares. Especialistas de 
ambos os países participaram num proceso de consulta em 
duas rondas, seguido de uma reunião de consenso, que resul-
tou num roteiro de ação priorizado. 

Resultados: As nossas conclusões mostram um forte 
consenso sobre a relevância dos DSS para os resultados de 
saúde, a necessidade de formação obrigatória e transversal 
em todos os níveis educativos e a importância de ferramentas 
validadas para o rastreio sistemático. As principais barreiras 
incluem a falta de tempo, a formação específica insuficiente, 
os recursos humanos limitados e a ausência de dados DSS 
estruturados nos registos de saúde eletrónicos. Além disso, 
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os resultados enfatizam a importância de equipas interdisci-
plinares, coordenação com serviços sociais e adaptação dos 
percursos de cuidados aos contextos sociais dos pacientes. 
Os determinantes emergentes incluem envelhecimento da po-
pulação, saúde mental, mudanças climáticas e transformação 
digital, incluindo a inteligência artificial.

Conclusões: Este decálogo constitui um roteiro de ação 
prático e priorizado para transformar os cuidados de Medicina 
Interna num modelo mais equitativo, integrado e sensível aos 
determinantes sociais em saúde (DSS), tendo como pilares 
fundamentais a formação, a organização dos serviços, os re-
cursos tecnológicos e a colaboração.

Palavras-chave: Determinantes Sociais da Saúde; Equida-
de em Saúde; Espanha; Medicina Interna; Melhoria da Qualida-
de; Portugal; Promoção da Saúde.

Introduction
The World Health Organization defines the social determi-

nants of health (SDOH) as “the conditions in which people are 
born, grow, work, live, and age”. In this context, the concept 
of “health inequalities” refers to the impact of factors such as 
income level, education, occupation, racial or ethnic group, 
urban or rural environment, and the social conditions of one's 
place of residence or work on the distribution of health and 
disease within the population.1,2

In Internal Medicine, population aging and increased sur-
vival have led to greater chronicity, multimorbidity, and clinical 
complexity.3,4 This scenario brings additional challenges, such 
as a lack of social support, unwanted loneliness, cognitive de-
cline, disability, and dependence. A nationwide, multicenter, 
cross-sectional surveillance (point-prevalence) study assessing 
the impact of social problems on hospital admissions identified 
2342 inappropriate admissions, defined as those primarily re-
lated to non-clinical or social conditions, in Portuguese hos-
pitals, representing 11.7% of all inpatients. The prevalence of 
social-related admissions was 12.8% among adult medical pa-
tients and 14.5% among Internal Medicine services. Of these 
patients, 74% were over 50 years of age, and half were admit-
ted to medical wards.5 In this context, internists approach the 
patient holistically, focusing not only on the disease but also 
on the person as a whole. This comprehensive care highlights 
how social determinants, which influence individual conditions, 
manifest more intensely and complexly in patients with multiple 
diseases, further complicating clinical management.6

In recent years, several studies have highlighted the limit-
ed systematic integration of SDOH within hospital medicine, 
particularly in departments such as Internal Medicine and 
Emergency Services.7 Although multiple screening tools are 
available, evidence regarding their effective implementation is 
limited. Initiatives carried out in U.S. hospitals, while contrib-
uting to improved individual comprehensive care, have shown 

minimal progress in advancing health equity due to short-
comings in data integration, resource allocation, and struc-
tural approaches.8 Moreover, their effectiveness depends on 
the presence of well-structured workflows, adequate institu-
tional integration, and sustained political support, factors that 
are often limited or insufficient.9

In light of this context, the objective of this study is to 
present a consensus among Internal Medicine profession-
als, derived through a structured Delphi methodology, on the 
perception, impact, barriers, and strategic approaches relat-
ed to the identification and integration of SDOH in clinical 
practice. The resulting findings will be critically analyzed and 
synthesized into a decalogue of prioritized actions and rec-
ommendations aimed at reinforcing a more comprehensive, 
equitable, and person-centered model of care capable of ad-
dressing emerging challenges and aligning with the actual 
needs observed by clinicians in routine hospital settings.

 
Methodology

We conducted a structured consensus study using the 
Delphi approach to examine clinicians’ perceptions, per-
ceived impact, barriers, and strategies for integrating SDOH 
into Internal Medicine practice. The process comprised two 
rounds of online consultation, followed by a final in‑person 
consensus meeting of participating experts to adjudicate un-
resolved items and ratify the recommendations. 

The process involved senior representatives from the 
Spanish Society of Internal Medicine (SEMI) and the Portu-
guese Society of Internal Medicine (SPMI), including presi-
dents, vice presidents, and other strategic leaders within 
both organizations. The expert panel consisted of 11 par-
ticipants, nine men and two women, five from Spain and six 
from Portugal, with ages ranging from 40 to 70 years. These 
experts provided in-depth knowledge of the specialty and a 
comprehensive perspective on the current and future chal-
lenges facing Internal Medicine. Their professional profiles 
are distinguished by extensive clinical experience in the care 
of patients with multimorbidity and high social complexity, a 
solid research background in areas such as SDOH, chronic 
disease, and public health, as well as active roles in clinical 
management and the coordination of services, units, and ed-
ucational programs related to the specialty.

These professionals were selected from various autono-
mous communities and regions across Spain and Portugal to 
ensure a broad and contextually rich perspective, as well as 
diversity in terms of gender, years of professional experience, 
and hospital settings (tertiary, regional, university, or high-res-
olution hospitals). Prior to their participation, all experts re-
ceived detailed information regarding the study objectives, 
Delphi methodology, participation requirements, and confi-
dentiality of their responses. Informed consent was obtained 
from all participants for the inclusion of their contributions to 
the final consensus document.
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FIRST DELPHI ROUND
In the first round, a structured questionnaire was distrib-

uted and organized into six thematic sections (Supplementa-
ry Table S1):

Section 0: Identification of emerging social determinants.
Section 1: Relevance and general perceptions.
Section 2: Current practices and feasibility.
Section 3: Perceived barriers.
Section 4: Strategies and proposals.
Section 5: Evaluation of specific strategies.

Each item was rated using a 5-point Likert scale (1 = strong-
ly disagree; 5 = strongly agree), and the participants were 
encouraged to provide qualitative comments to enrich the inter-
pretation of the results. The data collected included information 
on priority SDOH, perceived professional responsibility, training 
needs, organizational barriers, and strategies that were deemed 
most relevant or feasible.

SECOND DELPHI ROUND
Following the analysis of the first round, a second-round 

Delphi questionnaire was developed (Supplementary Table 
S2), in which participants were provided with a summary of 
the previous results for re-evaluation. This round aimed to 
explore the following areas in greater depth:

Section 0: Prioritization of emerging SDOH.
Section 1: Leadership and responsibility.
Section 2: Training.
Section 3: Time and available tools.
Section 4: Decision-making.
Section 5: Coordination and networking.
Section 6: Strategic vision.

CONSENSUS MEETING
A face-to-face consensus meeting was subsequently con-

ducted with the participating experts to review the outcomes of 
both Delphi rounds, resolve areas of disagreement, and reach 
a consolidated set of final conclusions. During this session, 
the findings were formally validated, and a structured ten-point 
framework of priorities and strategic action lines for the inte-
gration of SDOH into Internal Medicine was developed. This 
framework constitutes the principal output of the consensus 
process and serves as a foundational reference for advancing 
a more socially responsive model of care in the specialty.

DATA ANALYSIS
A descriptive analysis of the quantitative responses was 

performed using frequencies and central tendency measures. 
Additionally, a thematic analysis of the qualitative comments 
was conducted to identify emerging categories and enrich the 
interpretation of findings. The median was used as the measure 

of central tendency given its robustness against outliers and 
suitability for ordinal data derived from Likert-scale responses. 
The degree of agreement or disagreement among experts for 
each item was assessed using the interquartile range (IQR), 
following standard Delphi methodology, to determine whether 
consensus was achieved or if additional rounds were required.

 
Results
KEY FINDINGS BY SECTION – FIRST DELPHI ROUND

Section 1: Relevance and Perception
	 Impact of SDOH on health (5)
	 Responsibility of internists (4)
	 Mandatory SDOH training in residency programs (5)
	 Interpretation: The critical importance of SDOH and 

the need for formal training are widely acknowledged, 
although the extent of individual responsibility is nuan-
ced because of systemic limitations.

Section 2: Current Practice and Feasibility
	 Time available to explore SDOH (2)
	 Systematic screening tools (1)
	 Integration of social factors into clinical decision-

-making (2)
	 Availability of support staff (3)
	 Interpretation: A significant gap exists between the theo-

retical recognition of SDOH and their practical integra-
tion, primarily due to constraints in time, resources, and 
organizational structures.

Section 3: Perceived Barriers
	 Lack of time (4)
	 Lack of training (4)
	 Absence of SDOH fields in electronic health records (4)
	 Disconnection from community resources (4)
	 Interpretation: These four barriers were identified as the 

top priorities. They are predominantly structural and or-
ganizational rather than individual, indicating the need 
for systemic changes to effectively address the identified 
challenges.

Section 4: Strategies and Proposals
	 Electronic screening tools (5)
	 Clinical protocols adapted to SDOH (5)
	 Partnerships with community resources (4)
	 Interpretation: There is a broad consensus on the need 

to integrate SDOH into electronic systems and clinical 
protocols, while establishing community partnerships is 
viewed as important but requires strategic planning.

Section 5: Evaluation of Specific Strategies
	 Training on SDOH as a priority (4).
	 Systematic screening during hospitalization (5)
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	 Incorporation of SDOH into electronic health records (4)
	 Increased availability of social workers and case ma-

nagers (5)
	 Partnerships with community resources (5)
	 Interpretation: Participants agreed that effective inte-

gration of SDOH into clinical practice requires a multidi-
mensional strategy combining training, electronic tools, 
human resources, and robust community networks.

KEY FINDINGS BY SECTION – SECOND DELPHI ROUND
Section 1: Leadership and Responsibility
	 Internists should lead SDOH initiatives within hospitals (5)
	 The impact of SDOH should be included among quality 

indicators in Internal Medicine (5)
	 Interpretation: There is a strong consensus that internists 

must take an active leadership role and that integrating 
SDOH into quality metrics is key to institutionalizing their 
clinical relevance.

Section 2: Training
	 SDOH training should be mandatory in the Internal Me-

dicine residency curriculum (5)
	 SDOH content should also be included in undergradua-

te medical education (5)
	 Structured SDOH training improves clinical outcomes (5)
	 Interpretation: There was unanimous agreement that 

SDOH should be embedded throughout medical educa-
tion and that structured teaching has a positive impact 
on clinical outcomes.

Section 3: Time and Tools
	 Need for validated, systematic tools for SDOH 

screening (5)
	 Structured section for SDOH in electronic health re-

cords (5)
	 Interpretation: There was strong agreement that stan-

dardizing SDOH screening and integrating it into electro-
nic health records are essential steps toward improving 
detection and management.

Section 4: Decision-Making
	 Social context should influence discharge planning (5)
	 SDOH significantly affect treatment adherence (5)
	 Integrating SDOH into clinical decisions may reduce 

avoidable readmissions (5)
	 Interpretation: A clear consensus was reached that in-

corporating SDOH into clinical decision-making is ne-
cessary to deliver personalized care and prevent adverse 
outcomes, such as readmissions.

Section 5: Coordination and Networking
	 Stable coordination channels with social services are ne-

cessary (5)

	 Non-medical professionals (e.g., social workers, case 
managers) should be included in Internal Medicine 
teams (5)

	 Interpretation: There is a strong consensus that coor-
dination and intersectoral collaboration are central 
components for effectively addressing SDOH in clinical 
practice.

Section 6: Strategic Vision
	 SDOH should be integrated transversally into hospital 

strategy (5)
	 SEMI and SPMI should lead a joint Iberian strategy for 

SDOH integration (5)
	 An organizational transformation is needed to incorpora-

te the social perspective into routine care (5)
	 Interpretation: There was a total consensus that the inte-

gration of SDOH requires institutional transformation, led 
by scientific societies and embedded within organizatio-
nal frameworks.

EMERGING SOCIAL DETERMINANTS OF HEALTH IN IN-
TERNAL MEDICINE

In the first round of the Delphi process, participants were 
invited to respond to an open-ended question aimed at iden-
tifying the SDOH perceived to have the greatest impact on 
patient outcomes within the scope of Internal Medicine. In 
the subsequent round, these determinants were ranked in 
order of priority based on clinical relevance. The analysis re-
vealed a set of emerging SDOH that warrant consideration in 
the comprehensive evaluation of medically complex patients. 
Chief among these is the progressive aging of the popula-
tion, which is intrinsically linked to a higher burden of chron-
ic disease and is frequently associated with conditions such 
as unwanted social isolation and an increasing prevalence of 
mental health disorders. Although ageing and mental health 
are structural determinants, they were identified as emerging 
due to their increasing clinical and societal relevance.

Second, climate change has emerged as a significant so-
cial determinant of health, primarily linked to the exacerba-
tion of pre-existing chronic conditions. A third relevant factor 
is the integration of new technologies, such as telepresence 
and telemedicine, which are substantially reshaping health-
care delivery, particularly in complex clinical settings or areas 
with limited access to care. Finally, the rapid advancement of 
artificial intelligence has introduced a transformative dimen-
sion to healthcare, with potential implications for both diag-
nostic processes and clinical decision-making. 

Discussion
The findings of this study demonstrate a broad consen-

sus among Internal Medicine professionals regarding the ur-
gent need to integrate SDOH into clinical practice. Given their 
comprehensive approach to patient care and coordinating role 
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within the healthcare system, Internal Medicine is positioned 
as a key specialty to lead this transformation toward a more 
equitable, integrated, and person-centered model of care. In 
this context, it is essential to implement policies that prioritize 
prevention, promote healthy lifestyles, and ensure universal, 
free access to high-quality healthcare services. Effective inte-
gration of health and social services is also critical, along with 
urban planning strategies that promote well-being, environ-
mental justice, and the protection of vulnerable populations. 
The ethical and equitable use of emerging technologies, such 
as artificial intelligence, combined with digital and environmen-
tal literacy, may serve as a catalyst for transformation. This Del-
phi study enabled the development of a ten-point framework 
of priorities and strategic actions (Table 1) aimed at strength-
ening a care model that effectively addresses the social needs 
identified in daily clinical practice.

Regarding emerging SDOH, internists identified those 

linked to major demographic, environmental, and technolog-
ical shifts as the most concerning. Population aging stands 
out as the primary determinant because of its association 
with the growing burden of chronic diseases, increased social 
isolation, and mental health issues among older adults. This 
complex scenario demands more personalized and psycho-
socially sensitive clinical care. Climate change has also been 
highlighted for its role in exacerbating chronic conditions and 
increasing vulnerability in less adaptive populations.10,11 Addi-
tionally, the rise of telemedicine and telepresence is reshaping 
healthcare delivery, presenting opportunities and challenges 
in terms of equity, access, and digital literacy. Finally, the 
rapid emergence of artificial intelligence raises important 
questions about its impact on diagnostic and decision-mak-
ing processes, positioning it as a new structural determinant 
with the potential to significantly alter the physician–patient 
relationship and traditional care models.12

Table 1: Decalogue of Priorities and Actions for the Integration of Social Determinants of Health (SDOH) in Internal Medicine.

1
Integrate the impact of SDOH into Internal Medicine practice. 
Strengthening institutional and professional awareness that SDOH are key drivers of health outcomes, particularly in patients with 
multimorbidity and those in vulnerable situations.

2
Implement mandatory SDOH training across all levels of medical education.  
Specific training modules on SDOH conceptualization, screening, clinical-social management, and ethical considerations should be 
included in residency programs, continuing medical education, and professional development curricula.

3
Develop and integrate systematic electronic screening tools for SDOH into electronic health records (EHRs).  
Integrate validated instruments into EHRs for efficient identification and documentation of relevant social factors, ensuring their 
usability without increasing the administrative burden.

4
Adapt clinical guidelines and care pathways to patients’ social contexts.  
Evidence-based clinical guidelines and care pathways that integrate social risk stratification into diagnostic and therapeutic 
decision-making processes should be developed to facilitate more comprehensive, context-sensitive, and patient-centered care.

5
Strengthen interdisciplinary support teams within Internal Medicine services. 
Expand and strategically integrate social workers, case managers, and community liaison professionals into Internal Medicine 
teams, in coordination with Preventive Medicine and Public Health services, to strengthen the healthcare system’s capacity to 
address patients’ social needs effectively.

6
Enhancing care coordination to ensure management in the most appropriate setting. 
Establish shared care models among Internal Medicine, Primary Care, other specialties, and social services to ensure continuity of 
care beyond the hospital.

7
Systematically monitor the impact of SDOH and patients’ social and health needs. 
Outpatient structures and care pathways should be revised to enable the effective identification of social needs and facilitate the 
collection and analysis of outcome data from related interventions.

8
Foster an organizational culture of awareness and accountability regarding SDOH.  
Promote SDOH-related training and awareness for clinical, administrative, and support staff, as well as policymakers, to ensure 
equity-driven care.

9
Promote applied research to evaluate SDOH interventions and their associated health outcomes. 
Encourage research projects to evaluate the effectiveness of SDOH-focused interventions and develop indicators to measure their 
integration into clinical practice and impact on health outcomes.

10
Embedding SDOH approaches into the strategic planning of Internal Medicine societies.   
Embedding the SDOH perspective into the planning of care policies, chronic care models, home hospitalization, and high-
resolution outpatient services ensures a preventive and community-oriented approach.



XX

GUIDELINES
CONSENSUS

Internists recognize that SDOH critically impact chronic 
diseases, multimorbidity, and hospitalizations. Growing evi-
dence shows that systematic assessment of SDOH in hos-
pitalized patients is associated with improved outcomes, 
including reduced mortality and readmissions. Routine SDOH 
screening enables early identification of social needs, better 
care coordination, and more efficient resource use.13-15 Re-
cent reviews further highlight the importance of standardiz-
ing indicators and strengthening evidence on the impact of 
SDOH interventions on health outcomes.16  In line with this 
evidence, recent frameworks such as those proposed by the 
WHO Working Group17 and Schneberk et al.18 highlight the 
importance of developing standardized methodologies and 
quality indicators to systematically assess and monitor so-
cial determinants of health within hospital settings. Despite 
assuming some individual responsibility, structural barriers 
and ethical concerns limit effective action. There is a strong 
consensus on the need for structured SDOH training and 
multidisciplinary models of care, including social workers 
and case managers. These findings support institutional in-
vestment and the integration of SDOH into care programs 
through shared care among Internal Medicine, Primary Care, 
other specialties, and social services to ensure continuity be-
yond the hospital setting. 

Barriers to the effective integration of SDOH into clinical 
practice include limited consultation time, lack of validated 
screening tools, and poor integration into electronic health 
records.19 Their application remains sporadic and relies on 
individual initiative, with minimal organizational support. In-
sufficient support staff and weak connections to communi-
ty resources further widen this gap. Addressing this requires 
standardized tools, trained personnel, and supportive struc-
tures. The proposed strategies emphasize the integration of 
electronic SDOH screening into health records, adaptation of 
clinical protocols to patients' social contexts, and strength-
ening of workforce capacity. There is a strong consensus on 
the need for systematic SDOH screening during hospitaliza-
tion and targeted training for healthcare professionals.20

The second Delphi round confirmed this trend, emphasiz-
ing the need to integrate SDOH training across all stages of 
medical education, from undergraduate to specialized train-
ing programs. Such integration would help develop profes-
sionals who are more attuned to the social factors influencing 
health. Recent literature supports this approach, highlight-
ing the importance of incorporating social and health-related 
content, such as bioethics, public health, and medical so-
ciology, into medical education to address the structural and 
cultural challenges of contemporary medicine.21

Internists’ leadership is essential for advancing SDOH in-
tegration, given their clinical expertise and central role in hos-
pitals. Incorporating SDOH as quality indicators is proposed 
to institutionalize their monitoring and guide continuous im-
provement with an equity-focused approach. Strengthening 

coordination with social services and integrating non-medical 
professionals into care teams is also highlighted to support a 
more comprehensive approach.

Ultimately, the integration of SDOH should become a 
transversal strategic priority within healthcare organizations, 
requiring strong institutional leadership, political commit-
ment, and structural reform.8,22 Scientific societies such as 
SEMI and SPMI are positioned to drive a coordinated Iberian 
strategy, which may serve as a scalable model for other Euro-
pean regions aiming to integrate SDOH into clinical practice 
and health policies. With their system-wide perspective, in-
ternists are uniquely equipped to assess the impact of SDOH 
on health and inform policy recommendations for health au-
thorities and decision-makers.

Maximizing the impact of SDOH requires health policies 
that focus on prevention and equity. This includes promoting 
healthy lifestyles to prevent avoidable chronic diseases, such 
as obesity, type 2 diabetes, cardiovascular conditions, and 
some cancers, particularly among socioeconomically vulner-
able populations.23 Ensuring universal, free, and high-quality 
healthcare access is essential, along with strengthening pub-
lic health systems and integrating levels of care. Social and 
health policies must be aligned through coordinated models 
that share leadership and funding to effectively address health 
inequities. Engaging municipalities in urban planning is essen-
tial for promoting healthy lifestyles and protecting populations 
from environmental threats such as heatwaves. Climate action 
must be integrated into public health policies through multisec-
toral networks, such as the Portuguese Council on Health and 
Environment,24 which reduce environmental health risks, lower 
the sector’s ecological footprint, raise awareness, train health 
professionals, and strengthen system resilience to climate-re-
lated disasters.25 Furthermore, the responsible use of emerging 
technologies, including artificial intelligence, along with digital 
literacy, can help reduce health inequalities and enhance sys-
tem responsiveness to current and future challenges.26

Finally, several limitations of this position paper should 
be acknowledged. No estimation of the potential economic 
or budgetary impacts, such as human resources, training, or 
electronic health record adaptation, was conducted, as this 
was beyond the scope of this study. The analysis primari-
ly reflects the perspective of Internal Medicine specialists, 
without input from other key stakeholders, such as nursing, 
social work, primary care, or health management. Moreover, 
regulatory and structural differences between Spain and 
Portugal, including variations in social policy, EHR interop-
erability, and social care service frameworks, were not ex-
plored and may influence the applicability of the proposed 
recommendations.

In conclusion, the findings of this study reflect a clear con-
sensus among Internal Medicine professionals on the urgent 
need to integrate SDOH into clinical practice. We propose 
a ten-point framework (Table 1) that offers a practical and 
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prioritized roadmap for transforming Internal Medicine care 
toward a more equitable, comprehensive, and SDOH-sensi-
tive model, with training, service organization, technological 
resources, and cross-sector collaboration as key pillars. 
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Section 0 – Emerging Determinants

1. From your perspective as an internist, which three (3) 
emerging social determinants of health (SDOH) do you 
consider most significant in influencing or likely to influ-
ence your patients' health over the next 5–10 years?

Determinant 1:
Determinant 2:
Determinant 3:

Section 1 – Relevance and General 
Perception

2. I believe that SDOH have a significant impact on health 
outcomes in Internal Medicine.
Comments:

3. It is the responsibility of internists to identify and address 
SDOH in clinical practice.
Comments:

4. SDOH training should be made mandatory in Internal 
Medicine residency programs.
Comments:

Section 2 – Current Practice and 
Feasibility

5. In my workplace, there is sufficient time to explore rel-
evant social issues in clinical care.
Comments:

6. In my hospital, systematic screening tools for SDOH are 
available (e.g., food insecurity, housing, and transporta-
tion).
Comments:

7. In my practice, social factors are rarely incorporated into 
diagnostic or therapeutic decision-making.
Comments:

8. We have access to trained support staff (e.g., social 
workers and community nurses) with expertise in SDOH.
Comments:

Supplementary Tables

Table S1: First Delphi Round.
Instructions (starting from Section 1): For each item, please indicate your level of agreement using a 5-point Likert scale  
(1 = Strongly disagree, 5 = Strongly agree). You may add comments, if desired.
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15. Establishing partnerships with community resources to 
improve patient referral is feasible.
Comments:

Section 5 – Evaluation of Specific 
Strategies

16. Specific training in SDOH should be a strategic priority for 
Internal Medicine departments.
Comments:

17. Systematic screening for social needs during hospitaliza-
tion is feasible and useful in our setting.
Comments:

18. Including SDOH modules in EHR would facilitate their 
integration into clinical care.
Comments:

19. Increasing the number of social workers and case man-
agers in Internal Medicine would improve care for socially 
vulnerable patients.
Comments:

20. Establishing stable partnerships with community re-
sources (housing, food, caregiving, etc.) is essential to 
adequately address the SDOH.
Comments:

GUIDELINES

Section 3 – Perceived Barriers

9. Time constraints are one of the main barriers to address-
ing the SDOH.
Comments:

10. A lack of awareness or training on SDOH limits their 
integration into clinical practice.
Comments:

11. The absence of SDOH integration in electronic health 
records (EHR) hinders follow-up.
Comments:

12. There is a significant disconnect between hospitals and 
available community resources.
Comments:

Section 4 – Strategies and Proposals

13. Implementing electronic SDOH screening tools integrated 
into EHR would be useful.
Comments:

14. Clinical protocols adapted to the patient’s social context 
(e.g., clinical risk stratification based on SDOH) are desir-
able.
Comments:

Table S2: Second Delphi Round
Instructions (starting from Section 1): For each item, please indicate your level of agreement using a 5-point Likert scale  
(1 = strongly disagree, 5 = strongly agree). You may add comments if desired.

Section 0 – Prioritization of Emerging 
SDOH

From your perspective, please rank the following SDOH, 
identified as most frequently mentioned in the previous 
round,according to their potential impact on disease 
burden and the case mix seen in Internal Medicine 
departments:

1.
2.
3.
4.

Section 1 – Leadership and 
Responsibility

1. The impact of SDOH should be included in quality-of-
care indicators in Internal Medicine.
Comments:

2. It is the responsibility of internists to identify and address 
SDOH in clinical practice.
Comments:
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Section 2 – Training

3. Training in SDOH should be made mandatory in the Inter-
nal Medicine Residency (MIR) program.
Comments:

4. SDOH training should be included in the undergraduate 
medical curriculum.
Comments:

5. Structured training in SDOH can improve clinical out-
comes in Internal Medicine.
Comments:

Section 3 – Time and Tools

6. Validated, systematic tools for SDOH screening are nec-
essary in Internal Medicine.
Comments:

7. It would be useful to include a structured section in the 
electronic health record for documenting the SDOH.
Comments:

Section 4 – Decision-Making

8. A patient’s social situation should be considered when 
planning their hospital discharge.
Comments:

9. SDOH significantly influences patients’ therapeutic adher-
ence.
Comments:

10. Incorporating SDOH into clinical decision-making could 
reduce avoidable readmissions in Internal Medicine.
Comments:

Section 5 – Coordination and 
Networking

11. Stable coordination channels between internists and 
social services are necessary.
Comments:

12. Including non-medical professionals (e.g., social workers 
or case managers) in Internal Medicine teams would 
improve care for vulnerable patients.
Comments:

Section 6 – Strategic Vision

13. SDOH should be integrated into hospital strategic plan-
ning.
Comments:

14. SEMI and SPMI should lead the development of an 
Iberian strategy to integrate SDOH into internists' clinical 
practice.
Comments:

15. Organizational transformation is required to embed the 
social perspective into routine medical care.
Comments:
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