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BACKGROUND: As more health care organizations inte-
grate social needs screening and navigation programs into
clinical care delivery, the patient perspective is necessary to
guide implementation and achieve patient-centered care.
OBJECTIVES:To examine patients’perceptions of wheth-
er social needs affect health and attitudes toward health-
care system efforts to screen for and address social needs.
RESEARCHDESIGN:Multi-site, self-administered survey
to assess (1) patient perceptions of the health impact of
commonly identified social needs; (2) experience of social
needs; (3) degree of support for a health system addressing
social needs, including which social needs should be
screened for and intervened upon; and (4) attitudes toward
a health systemutilizing resources to address social needs.
Analyses were conducted using multivariable logistic re-
gression models with clinic site cluster adjustment.
SUBJECTS: Adult patients at seven primary care clinics
within a large, integrated health system in Southern
California.
MAIN MEASURES: Survey measures of experience with,
acceptability of, and attitudes toward clinical social deter-
minants of health screening and navigation.
KEY RESULTS: A total of 1161 patients participated, rep-
resenting a 79% response rate. Most respondents (69%)
agreed that social needs impact health and agreed their
health system should ask about social needs (85%) and
help address social needs (88%). Patients with social needs
in the last year were more likely to (1) agree social needs
impact health (OR 10.2, p <0.001), (2) support their health
system asking patients about social needs (OR 3.7,
p <0.001), and (3) support addressing patient social needs
(OR 3.5, p <0.001). Differences by social need history, gen-
der, age, race, ethnicity, and education were found.
CONCLUSIONS: Most patients at a large integrated
health system supported clinical social needs screening
and intervention. Differences in attitudes by social need
history, gender, age, race, ethnicity, and education may
indicate opportunities to develop more equitable, patient-
centered approaches to addressing social needs.
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INTRODUCTION

The strongest determinants of morbidity and mortality are
social and behavioral factors; consequently, addressing these
social determinants of health has been identified as a national
priority.1–3 The term social needs has been used to encompass
discrete and actionable basic needs stemming from the social
determinants, including lack of food, housing, and transporta-
tion that healthcare systems are increasingly focusing on as a
means to move care “upstream.”4, 5 The recognition that social
determinants and their associated needs are strong drivers of
population health has resulted in increased integration of so-
cial needs interventions into healthcare delivery.6, 7 As a result,
health systems nationwide are exploring social needs screen-
ing and navigation to connect patients with community-based
resources to resolve their social needs.8–12 Despite this interest
in social needs programs for patients, very little published
evidence exists on patients’ own attitudes toward such pro-
grams to guide implementation in a patient-centered manner.
To inform upstream care delivery, the patient perspective is

necessary to guide program implementation, especially
concerning patients’ acceptance of and attitudes toward such
social needs programs. Some patients may welcome these new
efforts while others may view them as intrusive, causing
unforeseen challenges. Despite one published study examin-
ing parents’ and caregivers’ attitudes toward social needs
screening in a pediatric inpatient setting,13 little is known
regarding acceptability of social needs programs to patients
themselves in ambulatory settings where social needs screen-
ing and referral often occurs.6 Also, there is little evidence on
patients’ perceptions and attitudes about whether social needs
affect health, whether healthcare systems should engage in
efforts to address social needs, or whether patients of different
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demographic backgrounds and experiences with social needs
may be more or less supportive of such efforts.
We conducted a multi-site, clinic-based survey study to

understand adult patients’ perceptions of, experiences with,
and attitudes toward social needs, screening, and navigation in
a sample of insured patients in a large integrated health system.
We explored acceptability of social needs programs by expe-
rience of a social need in the last year, gender, age, race,
ethnicity, and education level.

METHODS

Participants and Setting

We surveyed patients 18 years of age or older in seven ambu-
latory and primary care family medicine or internal medicine
clinics within Kaiser Permanente Southern California (KPSC),
a large, vertically integrated healthcare system. Medical clinic
sites invited to participate reflected the ethnic, geographic, and
socioeconomic diversity of KPSC, and the sample makeup
was demographically similar to the entire KPSC health system
and the Southern California population.14, 15 Patients who did
not speak or read English or Spanish were excluded.

Survey Administration

The self-administered surveys were distributed to patients at
clinic reception areas after appointment check-in. Clerks were
trained to use standardized scripts to convey study aims,
emphasize confidentiality, and obtain consent. Upon request,
they also provided patients with a frequently asked questions
document for further details. Paper and electronic (tablet)
collection options were offered with most patients utilizing
paper. Surveys were completed during patients’ wait times.
The survey typically took 7 to 10 min to complete.

Survey Development and Structure

In the absence of previously validated question items from
peer-reviewed surveys of adult patients on their experiences
and attitudes toward social needs screening and intervention,
our study developed survey items through an iterative process
incorporating input from patients, clinicians, and experts (in
the field) in the testing and refinement of our survey constructs
and questions. The survey domains and question language
were based on content from facilitator guides developed for
and themes that emerged from qualitative focus groups and
key informant interviews with 46 patients and 40 clinician
leaders in KPSC.16

Themes from the focus groups and key informant inter-
views fell into domains of patient experiences with social
needs, patient attitudes toward social needs screening and
intervention, and patient support for health system investment
in social needs programs. These became the main constructs
for our survey, and language from the focus group prompts
were adapted to examine these domains of inquiry in the

survey. Question items were refined to consensus by the
authors and shared for feedback on validity with a network
of experts in social needs interventions external to the study
team. Reading level for the survey questions was below 6th
grade level, and the survey was translated into Spanish. Initial
responses to the paper versions of the survey were reviewed by
authors to identify any patient misunderstanding of the ques-
tions, consistent skip patterns, common omissions, or patterns
of open-ended responses, but no issues relevant to the survey
construction or question item validity were found.

Measure Development

The scope of the survey was designed to address the study
aims to assess patients’ (1) prior experience with social needs;
(2) perceptions of how social needs affect health; (3) percep-
tions of their healthcare system’s (Kaiser Permanente’s) role in
addressing social determinants of health, including which
social needs should be screened and addressed; and (4) atti-
tudes toward health system investment in addressing social
needs.

Survey Measures

Our final survey included eight multiple choice items, includ-
ing demographic questions, and one, three-part Likert scale
item. The first questions asked patients whether they had
experienced any of a series of social needs in the last year.
Next, patients were prompted to indicate whether specific
needs impacted health. Then, patients were asked which, if
any, of the aforementioned social needs should be screened for
and addressed within their healthcare setting. Participants were
then asked a series of questions about their degree of support
on a 5-point Likert scale for their health system addressing
social needs to improve care, committing part of its budgetary
resources to address social needs, and whether they supported
such programs if it meant having higher healthcare costs. Self-
reports of patients’ demographic characteristics, such as gen-
der, age, race, ethnicity, and education level were collected.
The race and ethnicity categories are consistent with the fed-
eral Office of Management and Budget standard race and
ethnicity categories, combined into a single question found
to improve response rates as tested by the Census Bureau.17

The full survey text is available in Appendix A.

Analyses

Descriptive statistics for the sample overall were calculated.
We used chi-square tests or Fisher’s exact tests, t tests (for two
group tests of means), and tests of proportions (for two group
tests of proportions) to examine differences in patient
responses by participant characteristics, including experience
of a social need in the last year, gender, age, race, ethnicity, and
education level. We dichotomized responses (agree and
strongly agree versus neutral, disagree, and strongly disagree)
for analyses of questions answered on a 5-point Likert scale.
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Multivariable logistic regression models with clinic site clus-
tering were used to determine the odds of patient perceptions
that any social need(s) influenced health, that the health sys-
tem should screen for social needs, and that the health system
should intervene and invest in addressing social needs. Cova-
riates included experience of a social need in the last year,
gender, age, race, ethnicity, and education level. Alternative
age category specifications by decade of life did not alter
results. Unadjusted comparison results can be found in Ap-
pendix B. Partially completed surveys were utilized in the
analysis for items completed. The KPSC institutional review
board approved the study as exempt. All analyses were carried
out using STATA 13 (StataCorp, College Station, TX).

EXPERIENCE WITH SOCIAL NEEDS, GENDER, AGE,
RACE/ETHNICITY, EDUCATION LEVEL

Results

Of the 1470 patients approached, 79.0% participated in the
survey. Item completion ranged from 95 to 81% (Tables 1 and
2). Among respondents providing demographic information,
66% (674) were female, 79% (643) were 60 years or younger,
70% (681) identified as non-White race, 50% (495) identified
as Hispanic, and 33% (320) had a high school degree or less,
similar to the population of clinic-going patients in KPSC.18,
19 Seventeen percent (187) of respondents reported having at
least one social need in the past year (Table 1).
Most participants (69.0%, 694) responded that one or more

social needs have an impact on health. Patients were most
likely to think the inability to afford healthy food (54.0%) and
basic expenses (50.0%) affected health. Seventy-nine percent
(812) agreed or strongly agreed that their health system should
use social needs information to improve care for patients
(Fig. 1). Eighty-five percent (900) were in favor of the health
system asking patients about one or more social need, and
88.0% (949) were in favor of their health system intervening to
help address one or more social needs (Table 1). A majority
(57.0%) of participants agreed or strongly agreed the health
care system should dedicate part of its budget to help patients
with their social needs, but a minority (36.0%) of respondents
supported these efforts if social needs interventions increased
their individual healthcare costs (Fig. 2).

Results by Patient Characteristics and Social
Needs Experiences

The sections below present study findings organized by par-
ticipant characteristics, including experience of social needs in
the last year.

Patients with Recent Social Needs

Patients who had experienced any social need in the last year
were over 10 times as likely to agree that social needs have an
impact on health (10.2 OR; p < 0.001) compared to those with

no reported social needs in adjusted models. These partici-
pants were over three times as likely to agree that their health
system should ask about (3.7 OR; p < 0.001) and help address
social needs (3.6 OR; p < 0.001). However, there was not a
statistically significant increase in likelihood of patients with
recent social needs supporting their health system using social
needs information, dedicating part of its budget, or using its
dollars to address social needs (Table 2).

Findings by Gender and Age

Participants who identified as female were more likely than
males in multivariable logistic models to support the health
system asking about and helping to address social needs
(asking: 1.4 OR; p < 0.05; helping address: 1.7 OR;
p < 0.001). Women were also more likely to support the health
system using social needs information to improve care for
patients (1.7 OR; p < 0.001). There was no significant increase
in likelihood of women wanting their health system to use
financial resources from its budget or increasing patients’ costs
to address social needs. Participants who were 61 and older
were less likely to believe that social needs have an effect on
health than those 40 years or younger (0.7 OR; p < 0.01). Also,
individuals between the ages 41–60 were more likely to agree
that their health system should dedicate financial resources to
address social needs compared to those 40 years or younger.
However, there were no clear, significant patterns seen by
participant age in terms of attitudes toward asking or screening
for social needs, intervening to address social needs, using
social needs information, or increasing costs to patients to
address social needs (Table 2).

Findings by Patient Race and Ethnicity

Patients who identify as Hispanic (0.4 OR; p < 0.001), Asian/
Pacific Islander (API) (0.4 OR; p < 0.001), and Black, non-
Hispanic (0.5 OR; p < 0.05) were less likely to perceive that
social needs have an impact on health than non-Hispanic
White patients in the adjusted logistic regression model.
Patients of API descent were less likely to agree that their
health system should ask about or help address social needs
(ask: 0.7 OR, p < 0.01; help address: 0.6 OR; p < 0.01).
Patients who identified as Hispanic (2.3 OR; p < 0.001) and
African American (1.8 OR; p < 0.05) were roughly two times
more likely to support using social needs information. They,
along with API patients, were also more likely to support their
health system dedicating part of its budget to social needs
interventions (Hispanic: 1.8 OR; p < 0.001; African Ameri-
cans: 2.4 OR; p < 0.001; Asian/Pacific Islander: 1.5 OR;
p < 0.01) (Table 2).

Findings by Education Level

Those who completed college were almost three times as
likely to believe social needs impact health (2.9 OR;
p < 0.01) in multivariable models. While no differences were
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seen by education level in terms of support for social needs
screening or intervention, those with some college education
but not a four-year degree were less likely to support their
health system using social needs information to improve med-
ical care (0.7 OR; p < 0.001) or dedicating parts of its budget
to social needs interventions (0.5 OR; p < 0.001) (Table 2).

DISCUSSION

In our study, most patients surveyed in a large integrated
health system believed social needs have an impact on health
and supported health systems asking about and addressing
social needs. The results suggest that most patients see the
connection between social needs and overall health even if
they have not personally experienced a social need. Further-
more, most supported health system intervention to tackle
patients’ social needs, even if it meant using financial resour-
ces from the health system budget. This finding indicates
widespread support and desire from patients for their health
system to both screen and develop interventions that address
patient social needs. There was less support for addressing
social needs if it resulted in an increase in costs to the patient.
This suggests patients want health systems to address social
needs through programs that are cost efficient.
Patient perceptions regarding whether the health system

should intervene on social needs varied (Fig. 2). Implementa-
tion of social needs interventions may require patient educa-
tion regarding the role health systems could play in addressing
specific social domains and likely impact on health. Patients
who had experienced recent social needs were especially
aware of their health impact and strongly supportive of health
systems asking about and intervening upon social needs.
Although there is a small percentage of responders in this
study who identified having a social need, it is important to
note that social risk or social need status is not a static metric.
A person can have a social need at any time. Therefore, it
seems that as individuals experience social needs, they gain
better understanding of the effect that social needs have on
health and the potential role health systems can play in
addressing social needs.
Some racial/ethnic minority patients in this study were

less likely to perceive social needs impacting health com-
pared to non-Hispanic White patients. Yet, African Ameri-
cans, Hispanics, and Asian/Pacific Islanders supported their
health system dedicating part of its budget to advance social
need efforts. Women were more likely to believe that the
health system should ask, address, and use the social need
information to improve care for patients despite the absence
of a gender difference in rates of belief that social needs
impact health. No clear patterns across survey items emerged
regarding the relationships between age or education and
support for social needs screening and intervention—though
older patients and those with some college education but no
degree appeared to be more opposed than younger patients
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and those with other levels of education, respectively. We
found statistically significant associations between patients’
education and belief that social needs impact health but no
such association with education and beliefs that the health
system should intervene. We hypothesize that educated
patients may expect other entities to address such needs.
Ultimately, our findings suggest that socially marginalized

groups, such as those who have recent social needs, racial/
ethnic minorities, and women, may be more likely to support
social needs interventions in healthcare. The reasons for this
could stem from having more experience with structural
inequities that are the root cause of social needs.20–24 Although
they less often reported that these social inequities affect
individual health, women and racial/ethnic minorities recog-
nized the importance of the health system surfacing and
addressing these social needs in our study.
As health systems introduce social needs interventions in the

care delivery setting, our study indicates there is a need to raise
awareness of the linkage between health outcomes and social
needs among patients generally. Patients may need more assis-
tance understanding the rationale behind health systems actually
intervening to address social needs. These nuances may be
helpful as staff both develop language to introduce social inter-
ventions and create strategies to make these interventions ac-
ceptable and feasible for implementation in the healthcare set-
ting. Additionally, implementers must also consider strategies

for those whomay be less receptive to screening and addressing
social needs. Tactics focused on cultural competency will be
essential for engaging socially marginalized groups less sup-
portive of interventions focused on social needs.

LIMITATIONS

While the study included seven sites, this study was conducted
among English- and Spanish-speaking, insured patients from
ambulatory clinics in a single health system in California,
which may limit generalizability. Narrowed translation may
result in missing socially marginalized patients experiencing a
social need in the past year. Yet, our study sample represents a
diverse group of adult patients seen in a primary care clinic
setting wheremany health systems deploy social needs screen-
ing and intervention. Study survey questions were not previ-
ously validated since a validated, published survey tool on this
topic was not previously available. Item non-response could
lead to some bias, but the participation rate minimizes that
possibility. In assessing patient attitudes toward health system
social needs programs and investment, our study captures the
patients’ perspective by design but does not capture patients’
views, knowledge, or understanding of health system deci-
sions regarding investment in social needs programs.

Figure 2 Patients’ support for health systems’ role in addressing social needs, overall sample

Figure 1 Patients’ perceptions of health systems’ role in addressing specific social needs, overall sample
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CONCLUSION

Most patients in primary care clinics from diverse back-
grounds within an integrated health system recognize strong
relationships between social needs and health. Most believe
their health system should ask about social needs, help address
social needs, and use social needs information to improve care
for patients. Attitudes differ somewhat by race/ethnicity, gen-
der, education, age, and prior experience of social needs,
signaling the importance of developing patient-centered inter-
ventions and approaches that are equitably deployed.
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