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BACKGROUND: Hospitals are increasingly screening pa-
tients for social risk factors to help improve patient and
population health. Intelligence gained from such screen-
ing can be used to inform social need interventions, the
development of hospital-community collaborations, and

community investment decisions.
OBJECTIVE: We evaluated the frequency of admitted pa-

tients’ social risk factors and examined whether these
factors differed between hospitals within a health system.
A central goal was to determine if community-level social

need interventions can be similar across hospitals.
DESIGN AND PARTICIPANTS: We described the develop-

ment, implementation, and results from Northwell
Health'’s social risk factor screening module. The statisti-
cal sample included patients admitted to 12 New York
City/Long Island hospitals (except for maternity/
pediatrics) who were clinically screened for social risk
factors at admission from June 25, 2019, to January 24,

2020.
MAIN MEASURES: We calculated frequencies of patients’

social needs across all hospitals and for each hospital. We
used chi-square and Friedman tests to evaluate whether
the hospital-level frequency and rank order of social risk
factors differed across hospitals.

RESULTS: Patients who screened positive for any social
need (n=5196; 6.6% of unique patients) had, on average,
2.3 of 13 evaluated social risk factors. Among these pa-
tients, the most documented social risk factor was chal-
lenges paying bills (29.4%). The frequency of 12 of the 13
social risk factors statistically differed across hospitals.
Furthermore, a statistically significant variance in rank
orders between the hospitals was identified (Friedman
test statistic 30.8>19.6: x2 critical, p=0.05). However,
the hospitals’ social need rank orders within their respec-
tive New York City/Long Island regions were similar in two
of the three regions.

CONCLUSIONS: Hospital patients’ social needs differed
between hospitals within a metropolitan area. Patients at
different hospitals have different needs. Local consider-

ations are essential in formulating social need interven-
tions and in developing hospital-community partnerships
to address these needs.
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INTRODUCTION

The environments in which people live, work, and play are
major determinants of their life expectancy and overall health."
2 Indeed, 40-90% of health outcomes are related to economic,
social, and behavioral elements,3 and social risk factors are
associated with adverse health conditions,* emergency depart-
ment visits,” hospitalizations,5 and hospital readmissions.® Ac-
knowledging the interaction between the environments in
which people reside and their health, a number of professional
medical associations recommend screening patients for social
determinants of health.” ' Through clinically screening pa-
tients for social risk factors, providers may gain valuable infor-
mation when diagnosing, treating, and managing patient
care.'""* In addition, the information gained from clinically
screening patients for social risk factors can be used to inform
population health management interventions as well as com-
munity investment decisions.'* '3 Accordingly, many medical
practices,'® community clinics,'” and hospitals'® are now clin-
ically screening patients for social risk factors.

The majority of the literature regarding clinically screening
patients for social risk factors has focused on the screening
process.'® Challenges and barriers to social risk factor screening
and treatment identified in this literature include limited re-
sources for social risk factor interventions,'® ' practitioner
concerns regarding the time/resources required to address social
risk factors,”® gaps in clinician/staff social risk factor knowl-
edge,” '* % identifying partnerships/interventions to address
social risk factors,'* and deciding which patients to screen.”'
Each of these barriers merits consideration. However, health
organizations need to know the social needs of their patients and
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communities and whether these needs are similar within geo-
graphic areas before formulating an intervention, developing
clinical/staff education, identifying a treatment population, or
determining how to allocate community investment dollars.

Beyond studies documenting social risk factors among
patients clinically screened in community health centers,'”
22 little is known about which social risk factors are most
frequently documented in hospital settings.17 Indeed, Fraze
et al. found that just 42.7% of hospitals screened for any social
risk factor beyond interpersonal violence.'® It is also unknown
as to whether social risk factors differ across hospitals within
the same metropolitan area. The purpose of this study was to
evaluate the frequency with which patients clinically screen
for social risk factors across 12 hospitals and to examine
whether patients’ social risk factor needs differ across these
hospitals.

Results from this study will provide insights into the social
needs of admitted hospital patients, which may differ from
those of the general community.*** ** Furthermore, by evalu-
ating whether patient social risk factors differ across hospitals
within the same area, results from this study will provide
stakeholders with intelligence to use in structuring social need
interventions and allocating community investment resources.
For example, the results will provide insight into whether the
same interventions can be used at all hospitals within a com-
munity (no difference in social risk factors) or whether inter-
ventions within a community should be tailored to the unique
needs of each hospital’s population (social risk factors differ
between hospitals). Additionally, reporting the social needs of
hospital patients also provides a point of comparison for other
hospitals to use when evaluating their own social risk factor
screening programs and can be beneficial to stakeholders as
they consider developing payment mechanisms for addressing
social risk factors within a clinical setting.’

METHODS

The study occurred at 12 Northwell Health hospitals in the
New York City/Long Island (NYC-LI) metropolitan area.
Northwell Health (Northwell), a health care system consisting
of 23 hospitals and other health services organizations, serves
2 million patients in the New York City, Long Island, and
Westchester areas. Northwell’s Institutional Review Board
approved this study.

Screening Tool Development

An interdisciplinary committee consisting of physicians,
nurses, dietitians, social services, case management, adminis-
tration, and members of academic affairs and hospital/system
administration developed Northwell’s social risk factor
screening module. The committee considered best practices,*®
validated survey questions,”’ ° and the communities in which
Northwell serves™ while developing questions (Table 1, on-
line Appendix Tables 1 and 2) for the screening module. The

Table 1 Summary of Patients’ Responses to Social Risk Factor
Screening Questions With At Least One Social Risk Factor

(n = 5196)
Questions Social risk factor screening Positive responses
shorthand questions (n (%))
Paying bills Do you have trouble paying 1525 (29.4%)
your bills?
Insurance Do you need help getting 1273 (24.5%)

dental or health insurance?

Public Do you need help getting 1266 (24.4%)

benefits public benefits such as food
stamps, WIC, welfare,
disability income, other?
Violence Violence Screen Questions - 1161 (22.4%)

(Do you feel unsafe at
home/work/school? Do you
feel threatened by others?
Have you experienced
violence?)

Do problems with
transportation stop you from
getting to doctor visits or
getting your medication?

Transportation 1060 (20.4%)

Housing Do you worry that in the next 926 (17.8%)
worried two months you/your family

may not have a safe place to

live?
Health Do you ever need help 873 (16.8%)
literacy understanding what your

doctor tells you, or help reading
health information?

Food Do you worry that you will run

insecurity out of food before you get
money to buy more?

Skip Do you ever skip medications

796 (15.3%)

609 (11.7%)

medication that you need, or going to the
doctor, to save money?
Employment Do you need help finding a 514 (9.9%)
job?
Unhealthy Do you worry that the place 492 (9.5%)
housing you are living is making you
sick?
Supplies Do you/family member need 356 (6.9%)
any of the following: clothing,
diapers, car seats, school sup-
plies, other?
Lawyer Do you need help from a 325 (6.3%)

lawyer with the following:
housing, immigration, custody,
child support, other?

system’s nursing admission documentation already included
contextual patient information that might influence patients’
clinical care. Thus, to avoid redundancy,18 the committee did
not create new questions for the screening module if questions,
relating to module’s social risk factors, already existed in the
system’s nursing admission documentation. The screening
module’s delivery mechanism was based upon formative re-
search and entailed incorporating the screen into Northwell’s
existing electronic medical record (EMR). Nurses are expect-
ed to administer the 13-subject multiple question screen (on-
line Appendix Tables 1 and 2) to all adult patients (except
maternity patients) during admission or within 24 h of admis-
sion. Across all initial questions, the expected response is yes/
no. Patients who answer yes to a question are considered to
have the evaluated social risk factor and are asked follow-up
free text questions. Patients who screen positive for a social
risk factor, except for health literacy, receive an automatic
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social work consult. Patients who screen positive for a health
literacy need receive an automatic case management consult.
Patients can thus receive two social need-based consults dur-
ing their stays (i.e., social work and case management). The
verbal responses that patients or their family members provide
to the questions are documented directly into the EMR. Nurses
use translation services for patients where such is needed.

The social risk factor screening module and delivery mech-
anism addressed many challenges identified in the literature.®
30 For instance, physicians were involved throughout the
development of the social risk factor screen and delivery
mechanism, accounting for the need to involve clinicians in
the process.* To standardize the screening process, and to
address physicians’ time constraint concerns, the screen was
incorporated into Northwell’s existing EMR system and is
administered at admission.?’ Physicians’ time constraint con-
cerns were also addressed by developing a clinical team-based
care approach where case management and social work have
an active role in attending to patients’ social needs.

Process improvement tools such as rapid prototyping and
Plan-Do-Study-Act (PDSA) cycles are used to evaluate and
adjust the screening, intervention, and referral process. For
instance, the screening module and delivery mechanism were
test piloted at one hospital. Residents and members of Grad-
uate Medical Education managed the 20-week test pilot which
consisted of screening 129 admitted patients. The test pilot
resulted in several process adjustments. For instance, screen-
ing patients within 24 h of admission as the optimal screening
time, incorporating the screen into the nursing admission
profile, and the creation of an automated referral mechanism
for positive screens to social work/case management were
some of the recommendations that were generated through
the pilot. The committee approved the adjusted, finalized
social risk factor questions and screening mechanism. The
committee subsequently developed in-service and education
sessions on social determinants of health, the screening mod-
ule, and the process for addressing patients’ identified social
risk factors; all providers and administrative staff with patient
interaction on social risk factors are expected to complete
these educational sessions. The interactive provider led train-
ing modules lasted 1 h or 1.5 h (case management and social
work only).

After completing the pilot, Northwell implemented the
screening module into the EMR-based nursing admission
document at 11 other hospitals that have the same electronic
medical record system.

Data and Study Population

The study population consisted of all patients admitted to
one of the 12 hospitals who had at least one social risk
factor documented, from June 25, 2019, to January 24,
2020, except for patients admitted to maternity/pediatrics.
Patients in the emergency department or under observation
are not considered admitted (would not have inpatient

admission documents) and thus were excluded from the
study population. Figure 1 illustrates how the study sample
of 5196 patients with social risk factor needs was generated
from the sample population. Out of patients with social risk
factor screens (n=79,003), 5196 (6.6%) had at least one
social risk factor documented. Patients’ clinical, demo-
graphic, and social risk factor information, as well as the
name of the hospital where they were treated, were extract-
ed from their EMRs. Binary variables were created to
denote whether patients indicated having or not having
each social risk factor (Table 1). In addition, a variable
indicating patients’ total number of social risk factors was
calculated.

Study Variables

Patients’ clinical characteristics consisted of their treat-
ment episode LACE index and clinical diagnoses. LACE
is a prediction measure for post-discharge early deaths and
unplanned readmissions.®' Patients’ clinical diagnoses
were based upon their principal, admission, final, and
secondary diagnosis, as well as their past medical histo-
ries, at the admission where the social risk factor screen
was administered. The diagnoses were classified into 19
International Classification of Diseases, 10th Edition col-
lapsed categories.’” Patients’ demographic information
included gender (female, male), age (years), race (African
American/Black, Asian, other race, and White), preferred
language as captured by nursing at the time of admission
(English, Spanish, and other), religion (Baptist, Catholic,
Christian, Jewish, Muslim, and other), ethnicity (Hispanic,
non-Hispanic, and other), and health insurance status
(Medicaid, Medicare, and other/commercial). Twelve bi-
nary variables were created to indicate patients’ treatment
hospitals. Hospitals were placed into one of three NYC-LI
regions for regional comparisons (Table 2). Placement
within regions were based upon whether the hospitals
operated within New York City or one of two Long Island
counties. Due to the population density of the NYC-LI
area, hospitals may operate within close proximity of one
another.

Statistical Analysis

Descriptive statistics for patients’ social risk factors and other
variables were estimated at the patient and hospital levels.
Whether the hospital-level frequency of each social risk factor
statistically differed across the hospitals was examined with
chi-square tests. We ranked the frequency of patient social risk
factors, at the hospital level, in the order of highest to lowest.
Variance in ranks across the hospitals (e.g., did the ranks
differ) was evaluated with the Friedman test>> at three levels:
variance between the 12 hospitals, variance between the three
NYC-LI regions (A, B, C), and variance between the hospitals
within their respective NYC-LI regions. Stata 16 was the
primary statistical software used to complete the analyses.**
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Adult patient admissions in 12
hospitals (n=108,740)

—» Readmissions (n=25,173)

Unique adult patient
admissions (n=83,567)

Nursing profile incomplete on one or
more social risk factor questions
(n=1,989)

A 4

Patients with all social
risk factor questions
answered (n=81,578)

Document creation lag (n=2,566)
Patients with duplicate profiles (n=8)
Patients with no information other than
profile (n=1)

A 4

A 4

Patients with complete
data as of January 27t
2020 (n=79,003)

Figure 1 Flowchart showing the derivation of the study population.

RESULTS risk factors could still be the same across the hospitals. For

Patient demographic and clinical information at the hospital example, the percentage of a social risk factor could be 19% in

level (Table 3) illustrates the diverse patient populations seen
across the study hospitals, which also varied greatly (Table 4).

For instance, as illustrated in Table 3, the percentage of pa- Table 2 Hospital Characteristics and Percentage of Positive Patients

tients who identified as a race other than White had a range of (n=5196)
60.6% (22.4%, 83.0%) and a median of 57.1% across the = ~ -
. . . c s Hospital Percentage Mean cute beds'
hospitals. For the percentage of pat.1ents w1tl.1 Medicaid, the P of patien%s Niedicaid LACE  (January
range was 27.1% (16.3%, 43.3%) with a median of 33.1%. positive index 2020
Patients with social needs had, on average, 2.1 different occupancy)
social risk factors; among these patients, challenges paying Region A . 9.6% 37.8% 10.2 367
: : : Hosptiall 9.3% 43.3% 9.8 184
bills was the most docqmented spmal risk factor'(29.4%), Hosptial2* 16.4% 1170 03 13
followed by needed assistance with dental/health insurance HosptiaBZ 15.9% 41.5% 10.0 503"‘H
; ; ; Hosptial4* 5.1% 39.7% 114 458
(24.5%) as well as nf:eded‘aSS}s‘Fance with other'pubhc benefits Hosptials® 1 5% 50.0% 105
(24.4%). The dominant individual level social risk factors Region B 104% 35.0% 10.4 2435
(Table 1) were also the primary social risk factors at the ggngzi% ;11-‘2/% gggg" }8% %g?
. . . A0 .07 .
hospital level (Table 4). However, with the exception of Regiolrjl C " 6.2% 27.3% 10.0 216.4
challenges paying bills, the frequency of social risk factors, Hosptial8 *  1.6% 32.5% 10.0 54
. . . . .. . Hosptial9 8.8% 32.7% 10.3 180
among hospital patients with social needs, statistically differed Hosptial 0} 13.8% 32.6% 102 637
across the hospitals for all social risk factors (Table 4). For Hosptial 1 5.3% 16.2% 10.5 156
Hosptial12¥  1.4% 22.5% 9.1 55

example, the percentage of hospital patients, with social needs,
who needed assistance with dental/health insurance statistical-

*LACE Index is a prediction measure for post-discharge early deaths and unplanned

readmissions31

ly differed (p = 0.002) across the hospitals with a minimum of FWeighted average beds January 2020 occupancy
12.7% of hospital patients and a maximum of 31.8% of 4Communily hospital
: . STertiary hospital
hospltal patlents’ lINonteaching hospital
Even though the frequency Of all but one of the Social nsk Y Operating statistics reported combine Hospital4 and Hospital5

factors differed across the hospitals, the rank order of the social
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Table 3 Characteristics of Patients with At Least One Social Risk
Factor at the Individual and Hospital Levels (n =5196)

Minimum Median Maximum
Age 58.2 61.8 67.4
Female 41.0% 48.8% 53.8%
Race
African American/Black 5.8% 14.0% 52.5%
Asian 0.0% 2.9% 12.1%
Other 7.6% 22.7% 452%
White 22.4% 57.1% 83.0%
Insurance
Medicaid 16.2% 33.1% 43.3%
Medicare 39.7% 44.8% 62.5%
Other commercial 8.5% 14.9% 21.1%
Self-pay 0.0% 5.4% 8.3%
Religion
Baptist 0.0% 3.6% 6.5%
Catholic 23.0% 40.9% 59.7%
Christian 11.1% 16.6% 28.5%
Jewish 1.1% 4.7% 12.7%
Muslim 0.0% 1.4% 3.7%
Other 19.1% 31.4% 54.4%
Ethnicity
Declined 0.0% 1.5% 4.8%
Hispanic 6.9% 16.5% 35.1%
Not Hispanic 62.1% 80.8% 93.0%
Unknown 0.0% 1.3% 4.6%
Language
English 67.8% 83.5% 93.3%
Other 1.8% 4.7% 30.0%
Spanish 1.3% 4.9% 19.3%
ICD 10 Disease Categories
Circulatory disorders 53.0% 65.0% 74.5%
Ill-defined diagnosis 49.3% 63.6% 79.2%
Endocrinal disorders 49.2% 61.9% 76.4%
Psychiatric disorders 25.3% 45.6% 66.2%
Digestive disorders 24.5% 34.5% 47.3%
Genitourinary disorders 23.9% 33.7% 40.8%
Musculoskeletal and 20.9% 29.9% 36.4%
orthopedic disorders
Z codes 14.6% 28.6% 83.5%
Respiratory system 20.5% 28.4% 37.9%
Nervous system disorders 16.9% 27.4% 49.4%
Injuries and poisonings 10.1% 20.5% 30.7%
Blood and blood-forming 10.7% 20.3% 32.8%
organs
Neoplasms and malignancies  8.5% 14.2% 19.3%
Infectious diseases 12.1% 14.1% 26.8%
Skin and subcutaneous 6.0% 9.7% 17.7%
disorders
External causes of morbidity ~— 2.6% 7.0% 27.3%
Congenital anomalies 0.0% 1.4% 3.4%
Pregnancy 0.0% 0.6% 1.9%
LACE index 9.1 10.2 11.4

*LACE index is a prediction measure for post-discharge early deaths
and unplanned readmissions®’

one hospital and 51% in another hospital and, despite the
difference in these numbers, still be the top-ranked social risk
factor in each hospital. Thus, the frequency of each social risk
factor, among a hospital’s patients with social needs, was
ranked from most to least frequent in Table 5. Friedman test
results indicated a statistically significant variance in ranks
between the 12 hospitals (Friedman test statistic (FTS) 30.8 >
19.7: %2 critical (x2), p=0.05). A statistically significant vari-
ance in ranks (FTS 7.5>6.0: x2, p=0.05) was also present
across the three NYC-LI regions (i.e., after collapsing hospital
data into regional frequencies, the ranks of the three regions
differed). However, within each NYC-LI region, the ranks only
significantly varied among hospitals within region B (FTS

11.5>9.5: x2, p=0.05). In regions A and C, the FTS values
(5.8; 0.7) were less than the 5% x2 critical values (5.8; 3.8).

DISCUSSION

The move towards value-based payment and the renewed
interest in the relationship between social determinants of
health and health outcomes™ * has resulted in many health
care organizations clinically screening patients for social risk
factors. Despite the number of hospitals screening for social
risk factors,'® little is known about patients’ social risk factor
needs within hospitals and whether these needs differ across
hospitals; information that is needed to develop interventions
to address patients’ social needs. The results here provide
novel information regarding the social needs of hospital pa-
tients. The study also illustrates that, overall, patients’ social
risk factors statistically differed across the 12 examined hos-
pitals, located within the same metropolitan area, in terms of
both frequency and rank order.

The novelty of reporting the distribution of social risk
factors across multiple hospitals where the data was generated
through EMR-based clinical screening prevents direct com-
parisons with other studies. However, the results here are
similar to findings from a study examining patients clinically
screened in community health centers'” 2% as well as a popu-
lation of managed care patients surveyed about their social risk
factors.® Challenges in paying bills and transportation were
both high ranking social risk factors among the managed care
patients who were surveyed after at least one acute care
admission.® While among the community health center pa-
tients, financial resource strain was a frequently identified
social risk factor.'” %2

The information gained from clinically screening patients
for social risk factors can be used to address patient needs. For
instance, 11.7% of patients who screened positive for social
risk factors indicated skipping medication as a social risk
factor; a challenge that could exacerbate patients’ disease
states, especially older adults with chronic conditions.>® With
the real-time knowledge, gained from the screen, that a patient
is not able to afford medication, providers could adjust treat-
ment plans or engage hospital staff to address the medication
challenges in real-time.'> 37 It is this real-time, actionable
intelligence that distinguishes EMR-based social screening
information from that gained from the US Census or other
sources. Despite the possible benefits of incorporating social
risk factors into real-time patient care, the complexity of doing
such remains challenging. For instance, Friedman et al. found
that the efficacy of screening and addressing social risk factors
to be highly dependent upon the availability of patient navi-
gation, effective workflows, and available resources to address
patients’ social needs.”® Additionally, a monitoring system is
needed to continuously evaluate whether the screening pro-
cess results in added-value. Finally, future work should
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Table 4 Percentage of Hospitals’ Patients with Each Social Risk Factor (Among Patients with a Social Risk Factor) (n =5196)
Region A Region B Region C
Hospitals H1 H2 H3 H4 H5 Ho6 H7 H8 HY9 H10 H11 H12
Social risk factors
Paying bills 27.8 274 31.9 28.8 27.3 29.8 29.6 30.1 355 26.9 27.8 21.1
Transportation** 18.8 18.9 20.1 16.1 11.7 233 20.8 18.1 28.8 20.1 15.2 23.9
Housing worried** 20.6 21.5 14.8 23.6 14.3 20.2 20.0 20.5 15.0 13.7 13.0 14.1
Unhealthy housing™** 10.7 14.2 9.1 10.9 11.7 75 8.2 6.0 9.6 6.8 6.5 8.5
Health literacy™** 16.7 159 12.8 12.7 19.5 19.7 17.4 7.2 17.0 17.6 26.4 22.5
Skips medication** 12.0 12.0 9.2 13.5 15.6 13.6 19.1 10.8 11.3 8.8 7.6 9.9
Public benefits 27.6 259 259 229 23.4 23.3 20.8 21.7 27.0 23.7 21.3 9.9
Lawyer** 93 8.9 4.5 4.9 1.3 6.5 6.5 1.2 7.2 53 33 2.8
Supplies* 9.7 7.9 5.7 52 6.5 6.8 59 4.8 10.7 6.0 3.6 1.4
Employment 12.4 9.5 11.6 11.2 39 10.4 8.2 14.5 10.2 9.2 4.0 8.5
Food insecurity* 16.9 17.5 14.0 14.6 13.0 16.7 17.0 20.5 18.5 11.2 10.1 11.3
Insurance* 31.8 21.9 23.6 22.1 22.1 25.7 24.8 229 28.3 232 23.1 12.7
Violence* 21.0 24.6 23.6 26.2 20.8 19.5 27.1 229 17.7 19.0 24.6 239
¥ < 0.001
*<0.05
evaluate workflows/processes to help ensure that systems are Limitations

in place to connect patients with needed resources.

When standardized and aggregated, patient social risk factor
data obtained through EMR-based clinical screening can also be
used to formulate community interventions, community invest-
ment decisions,” **’and to develop community partners to help
address patients’ social needs. For example, challenges paying
bills was a frequently noted social risk factor among patients in
many of the 12 hospitals. From this finding, hospital systems
could identify community partners and then collectively devel-
op a standard financial counseling intervention to use across the
community.'* *' However, results from this study illustrate that
standard community-level social risk factor interventions
should be flexible so that local hospital-level stakeholders can
further adjust the interventions to account for even more local
considerations. Indeed, the hospitals in this study are all located
within the same metropolitan area. Nevertheless, each hospital
has a patient population with its own distinct social risk factor
needs. These differences between hospitals suggest that devel-
oping community-level interventions and partnerships will like-
ly be most effective if constructed, implemented, and managed
on a local level.

Understanding why hospitals may differ on social risk factors
and the effectiveness of social risk factor interventions are
related areas of research that merit study. However, first,
whether differences in social risk factors between hospitals
existed needed to be examined, such differences were estimat-
ed to be present in this study. These differences could merely
be numerically and not clinically significant. However, the
numerical differences in social risk factor needs between
hospitals remain important as this data provides information
for stakeholders to use when determining how to allocate
hospitals’ community investment resources. Additionally, it
should be noted that the frequencies reported here are not
prevalence rates among all hospital patients, but the preva-
lence of social risk factors among admitted patients with social
risk factors. In this manner, the prevalence of these factors
across all patients is lower than that reported here. How the
results found here compare with social risk factor frequencies
in other hospitals and health systems should be examined.
Education and in-service training was provided to nursing
staff across all hospitals on administering the EHR-based

Table 5 Frequency of Patients’ Social Risk Factors (Among Patients with Social Risk Factors), Rank-Ordered, at the Hospital Level (» =5196)
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social risk factor screen. However, variation in the collection
process may have differed within and across hospitals which
could influence the results and is a study limitation. Evaluating
possible differences in the screening process including the
time taken to administer the screen is an area for future process
improvement projects.

CONCLUSION

The clinically identified social needs of hospital patients are
not well known. The clinical screening process and data
illustrated here demonstrate the feasibility of identifying,
collecting, and aggregating patient social needs at the hospital
level to use in treatment plans and intervention development.
Howeyver, it was also found that social needs differed across
hospitals within the same metropolitan area. This result sug-
gests that the same intervention might not work across all
hospitals. Accordingly, interventions and community partner-
ships may be best developed on a local level or, at least, should
account for local considerations.

The hospital-based, social risk factor screening module and
delivery mechanism evaluated here was one health system’s
initial step in addressing the social needs of its patients and
communities. How the screening module, delivery mecha-
nism, and results illustrated in this study compare to other
geographies and health care systems merits evaluation.
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