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Objectives: This study evaluated how often patients who reported social risk factors requested assistance with these risks in an integrated health system.
Methods: We examined how self-reports of risk related to stated desire for help with that risk reported
during social risk screenings at Kaiser Permanente Northwest (KPNW). We examined how patient characteristics were associated with desire for help with each social risk domain using logistic regression.
Results: Approximately 24% (n = 7,807) of the 32,865 KPNW members aged ≥ 18 years who were
screened between June 1, 2017, and December 31, 2019, reported at least 1 social risk. More than
half of patients who reported a risk were risk/help concordant (i.e., they also wanted help with that
risk). The highest concordance (81.7%) was observed among patients reporting medical financial hardship. Several demographic, health, and other factors were associated with concordance across domains.
Conclusions: Patients do not request assistance for all reported social needs. Our findings could help
shape future work examining patients’ reasons for not accepting assistance and developing interventions
to help patients with high social risk more effectively. ( J Am Board Fam Med 2021;34:914–924.)
Keywords: Financial Stress, Integrated Health Care Systems, Logistic Models, Population Health, Referral and
Consultation, Risk Factors, Self-Report, Social Determinants of Health

Introduction
Socioeconomic status plays a critical role in
health1–3 as it underlies adverse social determinants
of health (SDoH), also called social risks, such as
food insecurity and housing instability. To address
the impact of social risks on health, medical and
public health organizations recommend systematically collecting and documenting social risks in
electronic health records (EHRs),4–7 and many
health systems have begun to do so.8
Some health systems that conduct social risk
screening are also attempting to respond to patientreported risks by referring patients with such risks
to community-based social service organizations.9–11
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While patients are generally accepting of social
risk screening,12–15 research shows that uptake of
referrals targeting social needs varies widely across
contexts, making it difﬁcult for health systems to
address these risks.16–21 Explorations of reasons
why patients may be reluctant to accept assistance
have indicated that low screening validity of tools
meant to detect social risks, general lack of interest
among patients in receiving assistance from health
care organizations, and negative perceptions of
social service agencies may play important roles.22
A recent study found that offering assistance before
assessing social risks led to higher rates of acceptance of assistance.23 However, more data are
needed about factors related to patients’ willingness to be connected to resources related to selfreported social risks to identify more effective ways
to help these patients.
Better understanding of who accepts help and for
which social risk domains is needed for health system-level social risk interventions to be successful.
This information can be used to design interventions
that connect patients with needed resources and
ensure that health system social risk programs can
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Methods
Study Setting
Kaiser Permanente Northwest (KPNW) is an integrated health care delivery system that provides health
care to more than 620,000 members in Oregon and
Southwest Washington. In 2017, KPNW introduced
an SDoH screening tool called Your Current Life
Situation (YCLS).24 The YCLS is a 9-item screening
tool that assesses 5 social risk domains: housing instability, food insecurity, transportation hardship, medical ﬁnancial hardship, and non-medical ﬁnancial
needs (including debt and childcare expenses). There
is also a question about activities of daily living, which
are not addressed in this manuscript. For each domain,
patients are asked both whether they are experiencing
hardships in this domain and whether they would like
help addressing those hardships (Appendix 1).
Answers to the 2 questions are independent: patients
can request or decline to request assistance with any
domain, regardless of whether they indicated experiencing risk in that domain.
As of July 2018, hospital admission staff have
been instructed to administer the YCLS to all
patients admitted to the 2 major KPNW hospitals
for inpatient care. In the outpatient setting, it is
administered mostly by patient navigators to
patients who are frequently readmitted to the emergency department, uninsured patients, patients with
public insurance, patients referred by their primary
care physician to a patient navigator, and patients
are seen in the gender health clinic (see Friedman
& Banegas 2018 for more details about YCLS
administration).25 The YCLS is administered
through in-person or telephone interviews by a variety of health care professionals (patient navigators, social workers, nurses, care managers), or selfadministered on paper or online.
Study Population
Data came from all KPNW members aged 18 years
or older who completed the YCLS between June 1,
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2017, and December 31, 2019 (n = 32,865). If a
patient completed multiple YCLS screenings, the
most recent responses were used. This study was
approved by the KPNW Institutional Review
Board.
Social Risk Variables
The YCLS assessed the following risk domains:
housing instability, food insecurity, transportation
needs, and medical ﬁnancial hardship. The following criteria were used to deﬁne each risk:
• Housing instability – the patient reported (1)
temporarily staying in a shelter or with a friend
or relative or being homeless; (2) having concerns about their current living situation, such as
housing condition, cost of housing, or lack of
permanent housing; or (3) having trouble paying
for housing or housing utilities in the past 3
months.
• Food insecurity – the patient reported having
worried that their food would run out before
they could buy more or have had trouble paying
for food in the past 3 months.
• Transportation hardship – the patient reported
that lack of transportation had kept them from
attending medical appointments or doing other
things they needed for daily living or having
trouble paying for transportation in the past
3 months.
• Medical ﬁnancial hardship – the patient reported
having had trouble paying for their medical
needs in the past 3 months.
The YCLS also included a non-medical ﬁnancial
hardship domain that included childcare costs and
debt, but these were rarely identiﬁed as hardships by
patients; we did not include this domain in our analysis.
Interest in Receiving Assistance/Perceived Social
Needs
We created binary variables indicating whether a
patient indicated wanting help with a speciﬁc social risk
domain based on their responses to the YCLS item
“Which of the following would you like to receive help
with at this time?” Patients could choose from response
categories (e.g., food, housing, transportation) or indicate no interest in receiving assistance.
Sociodemographic, Clinical, and Other Variables
We extracted sociodemographic, clinical, and other
variables that might impact the decision of a patient
to request assistance with social risk domains from
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effectively reach those patients who most need assistance. This study examined patients’ social risk
screening responses, the relationship between selfreported social risks and patients’ interest in receiving
assistance, and sociodemographic and health factors
associated with accepting assistance among patients
reporting social risks in a large integrated health care
system.

Statistical Analysis
Descriptive statistics were used to report sociodemographic characteristics. Frequencies of reporting
a risk and of indicating a desire for help were calculated for each risk domain. We assessed the alignment between patients’ reported social risks and
their requests for assistance by deﬁning respondents
who reported social risks within a domain and
requested assistance with that domain as “risk/help
concordant,” and those who did not request assistance with a domain where they reported a risk as
“risk/help discordant.” Among those discordant in
each domain, we further examined whether they
requested help in other domains.
Logistic regression was used to examine the
association between sociodemographic characteristics and concordance (1 = risk identiﬁed and wanted
help, 0 = risk identiﬁed and did not want help)
within each risk domain. All models included age,
sex, race/ethnicity, whether or not someone needed
an interpreter, insurance type, Elixhauser score
(categorical variable), NDI, the person who ﬁlled
out the YCLS, and reported needs in other
domains.
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All analyses were done using SAS v9.4.

Results
Population Characteristics
Baseline characteristics of the study population are
presented in Table 1. The majority of patients were
female (54.3%) and white (82.4%). Approximately
two-thirds were older than 60 (60.4%), half had
Medicare coverage (51.1%), and half had
Elixhauser comorbidity scores higher than 3
(50.9%). Most (76.6%) completed the YCLS themselves; 3.4% had needed an interpreter.
Patterns of Help-Seeking
The most commonly reported social risk was housing instability (13.3%), followed by food insecurity
(11.1%), medical ﬁnancial hardship (8.5%),
and transportation hardship (7.6%) (Table 1).
Respondents were most likely to request help with
medical ﬁnancial hardship (13.6%), followed by
housing (8.8%), food (6.4%), and transportation
(5.7%). Notably, more patients requested help with
medical ﬁnancial hardship than reported a social
risk for this domain.
Overall, more than half of patients who reported
having a social risk within each domain were risk/
help concordant, also reporting wanting help with
that risk (Table 2). The highest concordance was
observed for medical ﬁnancial hardship: 81.7% who
reported this social risk also requested help with it.
Concordance rates were 59.8% for housing instability, 59.4% for transportation hardship, and
51.7% for food insecurity.
Factors Associated with Social Risk/Help
Concordance
Several demographic, health, and other factors
were associated with risk/help concordance across
domains. One common pattern was that variables
associated with lower socioeconomic status (SES)
(ie, uninsured or on public insurance, high neighborhood deprivation index) were often positively
correlated with risk/help concordance across all
domains. Patients insured by Medicaid were more
likely than those who were commercially insured to
be concordant for housing instability (OR, 1.65;
95% CI, 1.34-2.03), food insecurity (OR, 1.37;
95% CI, 1.13-1.67), and transportation hardship
(OR, 2.03; 1.57-2.61); Medicaid provides coverage
of medical expenses and requires low copays). In
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the KPNW EHR for each patient who completed a
YCLS. These included race/ethnicity collected
at patient registration through patient self-report
(categorized as Asian, Black, Hawaiian/Paciﬁc
Islander, Hispanic, American Indian/Alaskan
Native, Mixed Race/Other, Unknown, or White),
sex, age (categorized by decade), and insurance status (commercial, Medicare, Medicaid, or uninsured)
at the time of the YCLS completion. The
Neighborhood Deprivation Index (NDI), constructed based on census tract-level socioeconomic
variables,26,27 was also calculated, based on patient
addresses documented at the time of ﬁlling in the
YCLS (a high value indicates higher levels of deprivation). The unweighted Elixhauser comorbidity
score, which measures patient comorbidity based
on the International Classiﬁcation of Diseases, Ninth
Version, Clinical Manifestation (ICD-9-CM) and
Tenth Version (ICD-10) diagnoses, was calculated as
described by Elixhauser and colleagues28 and used
as a summary measure of health status. We also
determined whether another person was present
when responding to YCLS questions using information about who ﬁlled out the YCLS (patient,
family member/friend/caregiver, patient with help)
and whether an interpreter was used.

Total
Characteristic

n (%)

17,857 (54.3)

Male

14,987 (45.6)

Asian
Black
Hispanic

17 (0.1)
984 (3.0)
1,388 (4.2)
2,137 (6.5)

American Indian/Alaskan Native

407 (1.2)

Mixed Race/Other
Unknown

785 (2.4)
483 (1.5)

White

27,084 (82.4)

Age, years
18 to 29

2,493 (7.6)

30 to 39

2,496 (7.6)

40 to 49
50 to 59

3,168 (9.6)
4,829 (14.7)

60 to 69

7,098 (21.6)

70 to 79
80 and older

7,295 (22.2)
5,482 (16.7)

Insurance type
Commercial
Medicaid

10,428 (31.7)
3,139 (9.6)

Medicare

16,805 (51.1)

Uninsured
Neighborhood Deprivation Index (NDI),
mean 6 SD
Elixhauser score
Missing
0
1 to 3
>3

2,489 (7.6)
0.14 6 0.69

1,007 (3.1)
3,111 (9.5)
12,034 (36.6)
16,709 (50.9)

YCLS Respondent
Patient (self)
Family member, friend, or caregiver
Patient with someone’s help
Skip/prefer not to answer
Needed language interpreter

25,178 (76.6)
3,646 (11.1)
3,809 (11.6)
228 (0.7)
1,124 (3.4)

Social risks
Housing instability
Food insecurity

4,372 (13.3)
3,632 (11.1)

Transportation hardship

2,491 (7.6)

Medical ﬁnancial hardship
Requests for help

2,790 (8.5)

Housing

2,884 (8.8)

Food
Transportation

2,105 (6.4)
1,863 (5.7)

Medical ﬁnancial

4,482 (13.6)

SD, standard deviation; YCLS, Your Current Life Situation.
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Requests For Help By Social Risk Domain, n (%)
Housing instability (N = 4,372)

Sex
Female
Unknown
Race/ethnicity

Table 2. Request for Help Among Patients Who
Reported Having Social Risks by Social Risk Domain

No
Yes
Food insecurity (N = 3,632)
No
Yes

1,756 (40.2)
2,616 (59.8)
1,756 (48.4)
1,876 (51.7)

Transportation hardship (N = 2,491)
No
Yes

1,012 (40.6)
1,479 (59.4)

Medical ﬁnancial hardship (N = 2,790)
No
Yes

512 (18.4)
2,278 (81.7)

some domains, rates of concordance were also
higher for uninsured patients (housing instability:
OR, 1.29; 95% CI, 1.02-1.63; transportation hardship: OR, 1.58; 95% CI, 1.12-2.23) and patients
insured by Medicare (food insecurity: OR, 1.45;
95% CI, 1.15-1.82; transportation hardship: OR,
1.77; 95% CI, 1.30-2.42). Patients living in neighborhoods with greater deprivation (continuous variable) showed higher levels of concordance for
housing instability (OR, 1.14; 95% CI, 1.03-1.25),
food insecurity (OR, 1.18; 95% CI, 1.01-1.22), and
transportation hardship (OR, 1.22; 95% CI, 1.081.37). Patients needing an interpreter were more
likely than those not needing an interpreter to be
concordant for housing instability (OR, 1.52; 95%
CI, 1.06-2.17), food insecurity (OR, 1.70; 95% CI,
1.17-2.48), and medical ﬁnancial hardship (OR,
1.78; 95% CI, 1.00-3.18). Patients receiving assistance from a family member or caregiver in ﬁlling
out the YCLS were less likely to be concordant for
housing instability (OR, 0.70; 95% CI, 0.55-0.89)
and transportation (OR, 0.79; 95% CI, 0.58-1.07)
than those ﬁlling out the survey themselves.
While signiﬁcance varied across domains, each
age group under 80 years was more likely to be concordant for housing instability and food insecurity
than those older than 80. Patients aged 18 to 29
years, 30 to 39 years, and 40 to 49 years were more
likely to be discordant for transportation hardship
(see Table 3). Black, Hispanic, and Hawaiian/
Paciﬁc Islander patients were often more likely to
be concordant than White patients. For housing
instability, Black patients were more likely to be
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Table 1. Baseline Population Characteristics (N = 32,861)
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2.10
1.81

60 to 69

70 to 79

Elixhauser score

Insurance

Needs interpreter

Race/ethnicity

Sex

2.65

50 to 59

1.19
0.97
0.73

Hispanic

Mixed Race/Other

Unknown

1.29
Reference

Uninsured

Commercial
1.04
Reference

>3

0

0.95

0.93

1 to 3

1.65

Medicare

No

Medicaid

1.52
Reference

Yes

Reference

1.56

White

0.92

Black

M

Asian

1.08
Reference

F

Reference

3.01

40 to 49

80 and older

2.36

30 to 39

0.79

0.74

1.02

0.73

1.34

1.06

0.45

0.67

0.92

1.21

0.60

0.92

1.33

1.57

1.92

2.07

1.60

1.21

1.38

1.23

1.63

1.18

2.03

2.17

1.20

1.42

1.54

2.00

1.42

1.2

2.47

2.28

3.65

4.38

3.46

2.00

0.46

<.0001

.733

.726

*.033

.573

***<.0001

*.020

.226

.907

.177

***.0006

.773

.32

**.0002

**.001

***<.0001

***<.0001

***<.0001

***<.001

Reference

1.11

0.95

Reference

1.16

1.45

1.37

Reference

1.70

Reference

0.68

1.17

1.66

1.44

1.49

Reference

1.107

Reference

1.23

1.56

1.83

1.96

1.66

1.65

0.22

0.86

0.74

0.92

1.15

1.13

1.17

0.42

0.90

1.25

1.11

0.08

0.96

0.77

0.99

1.14

1.19

1.02

0.99

0.13

1.43

1.22

1.47

1.82

1.67

2.48

1.12

1.708

2.21

1.86

2.26

1.27

1.96

2.74

2.94

3.23

2.72

2.76

0.38

0.21

0.31
1.59

18 to 29

.4095

.734

.205

**.001

***.001

**.005

.134

.399

***<.001

**.005

.058

.154

.38

*.05

**.01

.008

*.04

*.05

<.0001

P value

Lower Upper
Limit Limit

OR

Lower Upper
Limit Limit

OR

P value

95% CI

95% CI

Intercept

Level

Food Insecurity
Risk/Help Concordance

Housing Instability
Risk/Help Concordance

Age, years

Parameter

Table 3. Results of Multivariable Logistic Regression of Risk/Help Concordance by Social Risk Domain

Reference

1.11

1.34

Reference

1.58

1.77

2.03

Reference

1.50

Reference

0.561

1.02

1.43

1.07

1.02

Reference

1.27

Reference

0.78

0.75

0.72

0.55

0.54

0.55

0.96

OR

0.79

0.96

1.12

1.30

1.57

0.92

0.28

0.64

0.95

0.78

0.57

1.07

0.57

0.458

0.48

0.36

0.35

0.35

0.58

1.55

1.87

2.23

2.42

2.61

2.44

1.10

1.63

2.16

1.46

1.84

1.50

1.08

1.05

1.06

0.85

0.83

0.86

1.58

Lower Upper
Limit Limit

95% CI

.530

.083

**.008

***<.001

***<.0001

.103

.095

.907

.090

.647

.928

.005

.14

.09

.09

**.006

**.004

*.005

.88

P value

Transportation Hardship
Risk/Help Concordance

Reference

0.64

0.91

Reference

1.06

0.87

0.56

Reference

1.78

Reference

0.83

2.12

1.58

1.27

0.96

Reference

1.10

Reference

1.12

1.80

1.60

1.26

1.02

1.07

4.37

OR

0.43

0.63

0.76

0.62

0.40

1.001

0.42

1.00

0.999

0.84

0.54

0.90

0.75

1.12

0.95

0.70

0.55

0.57

2.33

0.95

1.31

1.49

1.21

0.78

3.18

1.62

4.48

2.51

1.94

1.72

1.36

1.90

2.88

2.71

2.24

1.86

2.00

8.20

Lower Upper
Limit Limit

95% CI

Continued

*.027

.628

.703

.426

***<.001

*.049

.591

*.048

.051

.248

.902

.332

.45

**.01

.07

.44

.97

.81

<.0001

P value

Medical Financial Hardship
Risk/Help Concordance
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0.24

Skip/prefer not to answer

1.31
1.12

Transportation hardship

Medical ﬁnancial
hardship

OR

0.96

1.12

2.22

1.03

1.31

1.54

2.93

1.25

0.69

1.02

0.89

.121

***<.001

***<.0001

**.006

**.008

.087

**.004

1.22

1.37

1.92

1.11

Reference

0.69

0.87

0.96

1.04

1.16

1.63

1.01

0.22

0.68

0.71

1.42

1.61

2.26

1.22

2.15

1.11

1.31

*.012

***.0001

***<.0001

*.018

.5323

.2741

.8264

P value

CI, conﬁdence interval; OR, odds ratio; NDI, Neighborhood Deprivation Index; YCLS, Your Current Life Situation.
Estimated ORs and 95% CIs.
*P < .05, **P < .01, ***P < .001.

2.55

1.14

0.08

0.65

0.55

P value

OR

1.11

1.26

0.77

1.22

Reference

1.05

0.59

0.79

0.90

1.02

0.61

1.08

0.37

0.43

0.58

1.37

1.56

0.98

1.37

2.96

0.804

1.07

.306

*.030

*.034

**.001

.926

***<.001

.138

P value

95% CI

95% CI
Lower Upper
Limit Limit

95% CI
Lower Upper
Limit Limit

Lower Upper
Limit Limit

Transportation Hardship
Risk/Help Concordance

Food Insecurity
Risk/Help Concordance

Housing Instability
Risk/Help Concordance

Reference

0.82

Member with someone’s
help

Patient (self)

0.70

OR

Family member, friend,
or caregiver of member

Level

Food insecurity

Housing instability

NDI

YCLS respondent

Parameter

Table 3. Continued

0.91

0.87

0.85

1.14

Reference

0.36

0.964

1.577

OR

0.71

0.68

0.66

0.99

0.10

0.69

1.01

1.17

1.10

1.09

1.32

1.28

1.33

2.44

Lower Upper
Limit Limit

95% CI

.482

.252

.208

.059

.115

.824

*.041

P value

Medical Financial Hardship
Risk/Help Concordance
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Patterns Across Domains Among Patients Who Were
Risk/Help Discordant
Patterns of help-seeking for patients who were risk/
help discordant in at least 1 domain are shown in
Table 4. Approximately one-third of patients who
were discordant in 1 domain asked for help in at
least 1 other domain. Patients who were discordant
for housing instability, food insecurity, and transportation needs were most likely to request help
with medical ﬁnancial hardship than any other domain (34.6%, 39.3%, and 37.4%, respectively). For
those discordant on medical ﬁnancial hardship,
housing instability was the most requested type of
help (33.2%); it was also the second most requested
type of help for patients who were discordant for
food insecurity (32.5%) and transportation needs
(34.3%).

Discussion
In this analysis of social risk questionnaire data
from a large integrated health care system, more
than half of patients who reported a given social
risk indicated that they would like help with that
social risk. We found evidence that patients
responding to questionnaires in the KPNW in- and
outpatient settings were most willing to ask for help
with medical ﬁnancial hardship. While a variety of
variables were associated with asking help for
domains that patients reported a risk in, there was a
general pattern that variables associated with lower
SES (eg, lack of commercial insurance, neighborhood deprivation index) were often (though not
always) associated with higher rates of asking for
help when reporting a social risk.
Our results showed 52% to 82% of patients asking for help with stated needs, depending on risk
domain. This percentage is at the high end of the
ranges found in the limited prior research.17,29
Studies of food insecurity—the most studied social
risk in prior research—show rates of acceptance of
help or enrollment in food assistance programs
between 8% and 75%.16,30–32 For other risk
domains, requests for help with reported social risks
between 3% and 21% have been documented.18,20
The only other study on requests for help by risk
domain, set in an urban health clinic for young
adults,19 found that patients most commonly
requested help with income security (83% of those
reporting a risk requested help), education (56%),
and nutrition and ﬁtness (50%). Consistent with
this prior research, our results showed that patients’
requests for help varied considerably by risk domain. This ﬁnding may be due to various factors:
what needs patients see as most urgent or pressing,
their understanding of what help is available, and
the ongoing support they may already be receiving.

Table 4. Types of Help Requested Among Patients Who Were Risk/Help Discordant

Housing instability
Food insecurity
Transportation
hardship
Medical ﬁnancial
hardship

920

Housing Instability
Discordant
N = 1,756

Food Insecurity
Discordant
(N = 1,756)

Transportation Hardship
Discordant
(N = 1,012)

Medical Financial Hardship
Discordant
(N = 512)

n (%)

n (%)

n (%)

n (%)

570 (32.46)

347 (34.29)
211 (20.85)

170 (33.20)
134 (26.17)

207 (11.79)
220 (12.53)

242 (13.78)

607 (34.57)

690 (39.29)
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94 (18.36)
378 (37.35)
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risk/help concordant than White patients (OR,
1.55; 95% CI, 1.21-2.00); for food insecurity, Black
patients (OR, 1.44; 95% CI, 1.11-1.86), and
Hispanic patients (OR, 1.66; 95% CI, 1.25-2.21)
were more likely than White patients to be concordant. For medical ﬁnancial hardship, Hawaiian/
Paciﬁc Islanders (vs White: OR, 3.30; 95% CI, 1.03
to 10.66) had the greatest likelihood of concordance. A signiﬁcant association was found between
risk/help concordance and Elixhauser score (>3)
for medical ﬁnancial hardship (OR, 0.64; 95% CI,
0.43-0.95).
Those who were risk/help concordant in the
housing and food insecurity domains had higher
odds of reporting risks in all other categories than
those who reported these risks but did not ask for
help (see Table 3). Patients who were concordant
for transportation had higher odds of reporting
housing instability than those who were not
concordant.

doi: 10.3122/jabfm.2021.05.210069

studies showing that more patients requested assistance than reported social risks.22,30 This may be
related to the sensitivity of the tool to discover
social needs,23 or patients’ perceptions of which
domains may be most appropriate for requesting assistance, regardless of risks.
Our results provide new insights into variables
associated with patients accepting or not accepting
assistance with reported social risks. They also
demonstrate the limitations of relying on a quantitative analysis only to understand why patients do
or do not accept assistance. Gaining a deeper
understanding of these reasons would require
engaging with patients in follow-up research to
learn about their opinions, interests, and reasons
for accepting or rejecting help. Ultimately, learning
more about patients’ perspectives is needed to
inform health systems’ SDoH program planning
efforts and to design targeted interventions that
empower as many patients as possible to receive the
assistance they need.
Limitations
Our analysis used data from all KPNW patients aged
18 years and older who completed an SDoH assessment tool: primarily those admitted to inpatient care
or patients who worked with patient navigators; results
are generalizable to patients with similar characteristics. However, the study population is a subset of the
KPNW membership and may not represent the entire
patient population. As an integrated health system,
KPNW may differ from other settings in its resources
or inpatient perceptions when considering seeking
help, so ﬁndings may not be generalizable across all
health care settings. Additional variables that were not
included in our analyses for various reasons may play a
role in a patient’s decision to request help. We decided
a priori to exclude outpatient versus inpatient setting
as an additional variable. Variables such as household
size or income are not available in the EHR and therefore could not be included; accordingly, we used the
NDI as an indirect measure of these variables.
Like most other social risk screening tools,35 the
YCLS has not been assessed for reliability, and
responses may also be subject to desirability bias. It
was, however, developed through a rigorous process that included stakeholders from health care
systems, public health, and community-based
organizations.24,36 Obtaining psychometric evidence of social screening tools should be an urgent
research priority. Finally, the observational study
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The most common domain in which help was
requested was medical ﬁnancial hardship. This
ﬁnding is reﬂected in the high overall concordance
rate and the number of patients who requested assistance with medical ﬁnancial hardship while not
reporting a risk in this domain. This suggests
patients’ requests may be context-dependent:
requesting assistance with medical ﬁnancial hardship in a health care context may have seemed more
practical than requesting help with food insecurity.
Expanding existing programs33,34 that offer assistance with paying medical bills may be an effective
way of supporting all patients, regardless of
reported social risks.
Factors associated with risk/help concordance
included being on Medicaid or Medicare rather
than commercial insurance, race, and need for
interpretation. These results suggest that targeted
outreach strategies may be needed to reach all populations who need assistance with social risks effectively. Medicaid insurance status was signiﬁcantly
associated with higher odds of risk/help concordance for all domains except medical ﬁnancial hardship, presumably because patients with Medicaid
insurance typically do not have copays in the integrated delivery system. Higher neighborhood deprivation was signiﬁcantly associated with risk/help
concordance for housing instability, food insecurity
and transportation hardship. Income, poverty level,
and public assistance are key elements of the NDI:
those with high NDI may thus have been more
likely to be a Medicaid recipient and therefore less
likely to need assistance with medical ﬁnancial
hardship. Patients aged 18 to 29 years, 30 to 39
years, and 40 to 49 years were less likely to request
help with transportation than those aged 50 years
and older, most likely indicating a greater level of
mobility among patients younger than 50.
Another recent study found that the number of
self-reported social risks, as well as the order in
which interest in receiving assistance and reporting
social risks was assessed, were both associated with
uptake of assistance among those screened for social
risks.22 This ﬁnding points to the importance of the
screening tools used to assess interest and detect
social risks. Psychometric data for social risk
screening tools are limited, and little is known
about the validity and reliability of these tools.35 In
our study, we found that some patients reported
social needs without indicating social risks. This
result is consistent with ﬁndings of some previous

Conclusion
In this study of a large, diverse population of
patients from an integrated health care system who
completed a social risk screening tool, most patients
who reported experiencing social risks in 4 domains
also reported wanting help addressing those risks
within each domain. Medical ﬁnancial help was prioritized by patients in our medical setting, and several sociodemographic factors were associated with
risk/help concordance. Our ﬁndings of the factors
related to risk/help concordance can help shape
future work that more deeply examines patients’
reasons for not requesting help.
To see this article online, please go to: http://jabfm.org/content/
34/5/914.full.
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Appendix 1. Your Current Life Situation Screening Tool

