Do Patients Want Help Addressing Social Risks?
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Evaluations of health care–based screening programs for social risks often report that a relatively small
proportion of patients screening positive for social risk factors are interested in receiving assistance
from their health care teams to address them. The relatively low number of patients who desire assistance
is relevant to the growing number of initiatives in US health care settings designed to collect data on and
address patients’ social risks. We highlight multiple studies that have found differences between positive
risks screens and desire for assistance. We explore possible explanations for those differences—focusing
on the fallibility of screening tools as well as patient preferences, priorities, and lived experiences—and
the potential implications for health equity. ( J Am Board Fam Med 2020;33:170–175.)
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There is growing recognition that patients’ social
contexts inﬂuence health outcomes more than medical care access or quality.1–3 As a result, some US
health care systems are increasingly adopting initiatives to identify social risk and to help reduce the
burden of social risks faced by their patients—for
example, by helping those who are hungry access
food.3–7 These kinds of screening and intervention
programs have been endorsed by multiple medical
professional organizations and are the topic of a
recent National Academy of Sciences, Engineering,
and Medicine consensus committee.8–13
Since many of these programs are based in settings serving underserved, low-income populations,
it is not surprising that studies of these programs
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generally report that participants have high rates of
social risks, such as food insecurity or housing instability.7,14 Multiple studies also have shown that
patients report feeling comfortable completing
social risk assessments (typically written questionnaires) on these topics.15–18 A more complex ﬁnding from these programs, however, is that many
patients who screen positive for social risks subsequently decline assistance to address those risks
from health care team members.5–7,14,19–26 In a
recent community health center study, for instance,
over 90% of patients screened positive for at least
one social risk factor, but only about 20% wanted
assistance from health center staff.7 In other studies,
differences are less dramatic, but the theme has surfaced across multiple settings.5,6,14,19–26 (Table 1).
Why do patients who screen positive for social
risks decline assistance? And what does this mean
for health systems planning to implement social
risk screening and related social care interventions?
The difference between screening positive and interest in help is intriguing for its dual implications.
On the one hand, it may increase social risk program availability and improve health equity by lowering the feasibility barriers of introducing social
risk assessments in clinical settings (assuming that it
is less costly to provide services in response to social
risks if fewer people want them). On the other, it
may widen health inequities if those who accept assistance are systematically different from those who
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COMMENTARY

Authors (Publication Years)

Social Risk Domain

Positive Screen, %

Positive Screen Interested in Assistance, %†

Bottino et al. (2017)19

Food insecurity

32

54

Eismann et al. (2018)26

Food insecurity

11

90

Harsh punishment
Parental stress

1
14

70
79

Parental depression
Parental substance use

9
<1

74
50

Safety concern

6

71

Food insecurity
Childcare

34‡
29

75§
64k

Fox et al. (2016)20
Garg et al. (2010)25

Education
Food insecurity
Housing instability

Gold et al. (2018)7
Hassan et al. (2015)

Insurance

6

Public beneﬁts
Utilities

5
7
91; 98k,¶

15; 21

Education
Financial strain

14#
10

56
83

Food insecurity

29

38

Housing instability
Safety concern

34
16

37
16

Multiple social risk factors
14

9
11
12

Substance use

20

6

Knowles et al. (2018)21
Martel et al. (2018)22

Food insecurity
Food insecurity

16
-††

56
63

Schickedanz et al. (2019)23

Multiple social risk factors

53k

48k

Food insecurity
Education

27
2

48
67

Financial strain

Swavely et al. (2018)
Tong et al. (2018)6

5

Uwemedimo and May (2018)24

11

0

Food insecurity
Housing instability

7
4

22
20

Safety concern

2

100

2
43k

50
49

Social isolation
Multiple social risk factors

*These are examples from previously published literature but do not reﬂect ﬁndings from a systematic literature review.
Depending on study outcome, interest signiﬁes acceptance of referral, intervention enrollment, or similar metric. Type of assistance
offered differed by study and may account for some of the noted ﬂuctuations in interest in assistance between studies.
‡
Thirty-four percent were eligible for/offered a referral to food bank based on being food insecure or having public insurance, and
not already enrolled in Supplemental Nutrition Assistance Program (SNAP). Only 24% screened positive for food insecurity.
§
75% of those eligible for referral, agreed to be referred, but only 8% were conﬁrmed to have enrolled in the food bank.
k
Authors did not provide information to separate by domain.
¶
Results reported are for overall percentage of participants with ≥1 endorsed social risk and percentage of those who were interested
in assistance, from two different community health centers.
#
Showing the percentage of participants who screened positive for a “major problem” in each domain.
**Included nutrition/bodyweight.
††
Authors only reported the total number of patients with food insecurity who accepted a referral.
†

do not.27 In this commentary, we surface possible
explanations for why patients decline social care assistance and the potential equity implications of alternative explanations (Table 2).
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Discrepancies between positive social risk
screening and desire for help could simply indicate
that screening is fallible. There are surprising and
important gaps in the psychometric data on existing
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Table 1. Discrepancy Between Positive Social Risk and Interest in Assistance: Examples from US Health Services
Published Research*

Source

Signiﬁcance

Implications for Equity

Validity of Social Risk Screening
Lack of psychometric testing of
social risk screening tools

Low speciﬁcity may exaggerate social
risks in some populations (high false
positive rate), while underestimating
them in others (low sensitivity; high
false-negative rate).

Social risk screening tools may be less valid/
reliable in different patient populations. If
resources are distributed based on
screening results, there may be a
disparate distribution of resources.

Use of social risk screening tool as a
diagnostic tool

If health care teams rely on a screening
tool to diagnose social risks, they may
offer resources to patients without
clarifying patients’ perceived needs
and priorities (relates to psychometric
properties of tools, but also patient
preferences and priorities).

Health care teams may draw incorrect
conclusions about the needs of their
patients based on improper use of
screening tools, along with a lack of
patient-centered implementation. If
vulnerable patient groups have a limited
understanding of what is being offered, or
feel less empowered to accept resources,
they may disproportionately decline
assistance.

Patient does not think health care is
an appropriate setting for social
care interventions

Patient experiences within health care
and with social care in general may
inﬂuence their view on the
appropriateness of social care
interventions in health care (e.g. prior
discrimination).

Marginalized patients may be more wary of
the health care system’s involvement in
their social sphere, leading them to
decline assistance.

Patient already getting assistance
elsewhere

If a patient’s needs are already being at
least partially addressed elsewhere,
additional resources from the health
care system may not be needed.
Patients may, however, be unaware of
additional supports they are eligible
for that could provide further beneﬁt.

Without clarifying where patients are
getting support to identify potential gaps
or vulnerabilities, less empowered
patients may be less able to seek or ask
about additional support.

Patient does not prioritize social
care during clinical encounters

Patients may have competing interests
for visits.

Patients with more complex medical needs
and/or poor health literacy may be less
interested in discussing social risks,
though risks may have profound
implications for their medical care and
health outcomes.

Lack of Patient Interest in Assistance

social risk screening tools.28 It is possible that the
social risks captured by current screening tools do
not meet a threshold that respondents believe warrants intervention, or—given that some screening
questions ask about experiencing social risks in the
past 12 months29–31—tools could be picking up risks
no longer of active concern. Most comprehensive
social risk screening tools being used in clinical settings have not undergone reliability and validity
testing comparable to other clinical screening
tools.28 In other cases, single domain measures like
TM
the Hunger Vital Sign have been validated in speciﬁc clinical populations but not across populations
or in the context of a more comprehensive assessment.32 Even when they have been studied, comprehensive social risk screening tools are commonly
adapted, used in different populations, or combined
with other measures without further validity testing.33 Lower rates of interest in assistance may thus
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be a result of low speciﬁcity of current measurements; in other words, screening tools might be capturing false positives. There is no consensus about
the “right” speciﬁcity and sensitivity for social risk
screening tools—likely because those numbers will
differ based on the prevalence of social risk factors
in a given patient population,34 the intended goals
of screening, and the availability of related health
care and community resources.
The gaps in evidence on psychometric validity
are exacerbated by the interpretation of screening
results. By design, a screening tool should prompt
further assessments to “diagnose” a medical condition.35 For instance, in depression screening,
answering afﬁrmatively to either question in the 2item Patient Health Questionnaire (PHQ) signals
that a patient is at risk for depression; it is not used
to diagnose depression.36,37 In social risk screening,
positive results are often conﬂated with diagnosis of
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Table 2. Potential Sources of Discrepancy Between Patients’ Social Risk Screening Results and Interest in
Assistance

doi: 10.3122/jabfm.2020.02.190309

community to be insufﬁcient or unavailable. To
overcome these external barriers will require
local, state, and federal policy changes. A recent
National Academies of Medicine report on
Integrating Social Care into the Delivery of Health
Care incorporates strategies for health care sector
engagement in policy and community-level interventions that could in turn affect patients’ interest
in assistance.13
A foundational premise underlying social interventions in health care settings is that addressing
patients’ social risks should improve health equity.46–49 But if interest in assistance—or lack of
interest in assistance—is driven by systemic differences between patients and/or contexts, these programs might unintentionally exacerbate inequities,
especially if those most likely to beneﬁt from services are least likely to access them. Currently we
know relatively little about the differences in interest
in social care interventions by patient race, ethnicity,
age, gender, sexual orientation, language, and immigration status.24 Nor do we understand how the
health care context, including the staff’s cultural and
linguistic competency, contributes to patients’ interest in assistance. Future research should examine the
impacts and comparative impacts of health carebased initiatives to identify and address social conditions on health and health inequities,50 including by
examining whether uptake of services is primarily a
measurement problem or more fundamentally
related to the accessibility, content, or quality of
related interventions.51
To see this article online, please go to: http://jabfm.org/content/
33/2/170.full.
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