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Abstract
INTRODUCTION: Information about demographic differences in 
social risks, needs, and attitudes toward social health screening in 
non–highly vulnerable adult populations is lacking.

METHODS: The authors analyzed data for 2869 Kaiser Permanente 
Northern California non–Medicaid-covered members aged 35 to 
85 who responded to a 2021 English-only mailed/online survey. 
The survey covered 7 social risk and 11 social needs domains and 
attitudes toward social health screening. The authors used data 
weighted to the Kaiser Permanente Northern California membership 
to estimate prevalence of risks, needs, and screening receptivity in 
the overall population, by race/ethnicity (White, Black, Latinx, Asian 
American/Pacific Islander) and age (35–65 years old, 66–85 years 
old). Multivariable regression was used to evaluate differences 
between groups.

RESULTS: Overall, 26% of adults were financially strained, 12% food 
insecure, 12% housing insecure, and 5% transportation insecure. 
Additionally, 7%, 8%, and 17% had difficulty paying for utilities, 
medical expenses, and dental care, respectively. Over 40% of adults 
wanted help with ≥ 1 social need. Dental care, vision/hearing care, 
paying for medical expenses and utilities, and managing debt/credit 
card repayment surpassed food, housing, and transportation needs. 
Prevalence of social risks and needs was generally higher among 
middle-aged versus older and Black and Latinx versus White adults. 
Among the 70% of adults receptive to screening, 85% were willing 
to complete a questionnaire and 40% were willing to have staff ask 
questions; 18% did not want to be screened.

CONCLUSION: When implementing social health screening in 
diverse patient populations, the prevalence of social risks and 
needs, as well as the acceptability of social health screening and 
screening modalities, will vary among demographic subgroups.
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Introduction
In 2014, the Institute of Medicine released its seminal 
report titled Capturing Social and Behavioral 
Domains and Measures in Electronic Health Records: 
Phase 2.1 This report provided a major impetus and 
direction for health care practitioners and health 
insurance organizations to engage in measuring the 
prevalence of different social determinants of health 
(SDoHs), social risks, and social needs in patient 
populations. Further, there was interest in under-
standing how social risks and unaddressed social 
needs impact population health and health care 
utilization.2–9 Screening for and employing cost-
effective methods to address medical-related and 
“non-medical” social risks and social needs through 
individual- and population-level interventions was 
viewed as necessary to achieve the triple aim of 
better health, improved health care delivery, and 
lower health care costs, as well as to achieve health 
equity.9–12

In 2015, Kaiser Permanente’s Care Management 
Institute’s Center for Population Health created the 
Your Current Life Situation questionnaire, which 
assessed social risks related to living situation, 
food, transportation, and financial strains; needs 
with daily activities; and social needs for which help 
was desired.13 In 2017, Kaiser Permanente’s Health 
Plan and Medical Group leadership put forth the 
vision statement that “In partnership with commu-
nities, addressing members’ most pressing needs 
is an integral part of health care quality.”9 This 
vision spurred development of Kaiser Permanente’s 
enterprise-wide goals to assess members’ “social 
health,” capture relevant information in electronic 
health records (EHRs) for easy access by everyone 
in the member’s health care team, and build the 
Thrive Local digital platform to link members with 
community resources that address social needs. In 
2019, all Kaiser Permanente markets were directed 
to start using EpicCare’s EHR SDoH questions to 
assess members’ social risks. Since then, Kaiser 
Permanente National Social Health has supported 
Kaiser Permanente markets in the implementa-
tion of standard screening, including a Brief Social 
Health Screener, to be used across outpatient and 
inpatient settings and the age continuum. The Brief 
Social Health Screener, which is documented in the 
EHR, assesses 4 social risk domains (financial, food, 
housing, transportation insecurity) and also includes 
a question about desire for assistance with 9 social 
needs. The resulting information provides health 
care teams with data to facilitate a “whole person” 

approach to treatment planning, care delivery, and 
referral to resources that address social needs.

There is a growing body of research documenting 
the prevalence of social risks and social needs, 
as well as how prevalence differs by sociodemo-
graphic and health-related characteristics. However, 
most published studies are based on convenience 
samples and focus on socioeconomically vulner-
able populations (eg, Medicaid, very low income, 
homeless) that are served by teams that include 
social workers. Several of these studies have been 
conducted in Kaiser Permanente populations.14–18 
There is scant research that explores the prevalence 
of social risks and social needs in diverse socioeco-
nomic and racial/ethnic adult populations that are 
not considered highly vulnerable based on financial 
or health considerations. Additionally, much of the 
previous social risk research focuses on a limited 
number of “basic” social risks (ie, financial, food, 
housing, and transportation), leaving out other 
domains that influence overall health, including 
affordability of dental care, medicines, and medical 
supplies.19

This current study used data from a survey of 
middle-aged and older adult members of a non–
safety-net, US-based, integrated health care delivery 
system. Data collection occurred approximately 
1 year after the implementation of California’s 
COVID-19 “stay at home” order and when social 
distancing requirements and capacity limits for most 
indoor establishments and entertainment venues 
were being lifted. The authors’ specific aims were 
to estimate the current prevalence of different 
social risks and desire for Health Plan assistance in 
addressing different social and medical-financial 
needs in a non–Medicaid-insured population; to 
learn how adults in this population would feel about 
social risk/needs screening and screening modali-
ties, given that most would never have been asked 
these types of questions by their health care prac-
titioner; and to identify how social risks, needs, and 
attitudes toward screening varied by age group 
and race/ethnicity. The authors’ ultimate goals are 
to contribute evidence to ongoing Health Plan and 
national discussions about which social risk and 
social needs domains should be included in social 
health screening tools for sociodemographically 
diverse general adult and older adult populations 
in non–safety-net settings, and to enhance under-
standing of how patient acceptance of social health 
screening may vary according to the demographic 
characteristics of the population being screened.
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Methods
SETTING AND STUDY POPULATION
Kaiser Permanente Northern California is an inte-
grated health care delivery system that provides 
primary and specialty health care to a racially/
ethnically and sociodemographically diverse Health 
Plan membership that includes over 3 million adults 
who mostly reside in the Greater San Francisco Bay 
Area, Sacramento Area, Silicon Valley, and Central 
Valley. The focus of this study was on Kaiser Perma-
nente Northern California Health Plan members 
aged 35–85 years who were not considered highly 
vulnerable (ie, non-Medicaid, not very low income, 
not homeless) at the time of the survey. The Kaiser 
Permanente Northern California adult membership 
is similar to the non–Medicaid-insured adult popula-
tion of Northern California with regard to sociode-
mographic and health characteristics.20

DATA SOURCE
Data for this study were collected using a self-
administered (print and online) questionnaire that 
was mailed/emailed to a stratified (race x age x sex) 
random sample of 10,000 adults aged 35–90 years. 
This sample included adults who had been Health 
Plan members for at least 2 years, were not covered 
by Medi-Cal at the time of the survey, preferred 
to speak and write in English as documented in 
the EHR, and had a viable mailing address. The 
survey, titled “Kaiser Permanente Life Situation 
Survey,” was first sent in mid-April 2021 (approxi-
mately 1 year into the COVID-19 pandemic), with a 
follow-up mailing to nonrespondents in late June. 
Emails containing a link to the online questionnaire 
were sent at approximately the same time as the 
print mailing. The survey materials stated that the 
survey was being conducted “to learn about the 
different types of financial and social problems that 
we know many of our members are facing during 
these difficult times.” Participants were told that 
this was a research survey and there would be no 
follow-up with people who wanted help, but the 
mailings included a list of Health Plan and commu-
nity resources that members could contact to get 
help with health care-related financial needs, non-
medical social needs, and emotional/mental health 
needs. Respondents were entered into a drawing for 
1 of 100 Target or ​Amazon.​com gift cards valued at 
$100.

The survey collected information about sociodemo-
graphic characteristics; self-rated health, mental/
emotional health, and overall well-being; social risks 

(financial strains, food/nutrition insecurity, housing 
insecurity, transportation insecurity); psychosocial 
risks (social connection, loneliness/social isolation, 
social support); social needs for which help might 
be wanted; and willingness to be screened for social 
risks and needs by self-administered questionnaire 
or staff interview. (See Appendix in Supplemental 
Materials for a list of survey questions used in this 
report.)

The survey response rate, after excluding people 
whose print survey bounced back as undeliverable 
or who were deceased, had a language barrier, or 
were no longer Health Plan members, was 29.0%. 
The authors restricted their analyses to 2869 
respondents ages 35 to 85. The sample included 
992 adults aged 35 to 65 and 1877 aged 66 to 85, 
with an overall mean age of 66.4 (± 11.2) and age-
group–specific mean ages of 53.5 (± 9.3) and 73.2  
(± 5.1). Slightly over half of respondents were 
female, and 879 were White, 643 Black, 663 Latinx, 
667 Asian American/Pacific Islander (AAPI), and 
17 other race/ethnicity. The distributions of sex and 
race/ethnicity were similar in both age groups.

STUDY VARIABLES
The authors created 7 composite social risk domain 
variables for financial strain, food insecurity, housing 
insecurity, transportation insecurity, and difficulty 
paying for utilities, medical expenses, and dental 
care (Table 1). The authors used a checklist question 
to identify social-financial needs for which people 
might want help (Table 1). In addition to these vari-
ables, the authors ascertained willingness to be 
screened for social risks and needs and preference 
for how this would be done using the following 
question: “To identify members who may be in 
need of help, Kaiser Permanente may begin to ask 
members questions about their social and financial 
circumstances. How would you feel about being 
asked these types of questions?” Possible responses 
were: “OK if done with a short questionnaire I fill 
out myself”; “OK for staff to ask me these ques-
tions”; “I would not want to be asked these types 
of questions”; “Not sure”; and “Other.” Those who 
were okay completing a questionnaire or having 
staff ask questions were classified as “OK with being 
screened.” Those who were not okay with either 
screening modality but did not indicate “Not sure” 
were classified as “Would not want to be screened.”

STATISTICAL ANALYSIS
Respondents were assigned poststratification 
weighting factors based on the age (10-year inter-
vals) x sex (male, female) x racial/ethnic (White, 
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Domain Survey variables

Sociodemographic characteristics Age, sex (male/female), race/ethnicity (non-Hispanic White, Black, Latinx, Asian/Pacific 
Islander, other), total household income in 2020, level of education, employment status, marital/
relationship status, current living situation (alone in own home, with family members/relatives, 
with family members/nonrelatives, in a residence or supportive community situation, or in a 
temporary living situation)

Financial situation compared to prepandemic Compared to before the COVID-19 pandemic, would you say your financial situation is: better; 
about the same; somewhat worse; much worse?

Social risks

Financial strain •	 In general, how hard is it for you to pay for the very basics like food, housing, medical care, 
and heating? [Very hard; Hard; Somewhat hard; Not hard at all]

•	 Thinking about the past 3 months, at the end of each month, you generally ended up with: 
[More than enough money left over; Some money left over; Just enough to make ends meet; 
Almost enough to make ends meet; Not enough to make ends meet]

•	 In the past 3 months, did you have trouble paying for any of the following: food; housing; 
utilities; medical needs; dental care; transportation; phone; internet; debts; childcare or 
helping care for an adult?

•	 During the past 3 months, because of the cost, did you: Delay or not get medical care you 
thought you needed; Decide not to fill a prescription; Delay or not get dental care?

Composite financial strain variable: Over the past 3 months, they generally ended up with not 
enough money to make ends meet OR had trouble paying for ≥ 1 expense type OR used less 
medical/dental care than needed because of the cost OR indicated that it is hard or very hard for 
them to pay for the very basics.

Food insecurity •	 Modified Hunger Vital Sign: Within the past 3 months: Sometimes or often worried food would 
run out before you had money to buy more; Sometimes or often ran out of food before you 
had money to buy more.

•	 You had trouble paying for food in past 3 months.
•	 In the past 3 months, you got free food from a food bank, food pantry, church, or other 

community-based organization.
Composite food insecurity variable 1: Within the past 3 months, often worried food would run out 
OR actually ran out of food before they had money to buy more OR had trouble paying for food.
Composite food insecurity variable 2: Within the past 3 months, often worried food would run 
out OR actually ran out of food before they had money to buy more OR had trouble paying for 
food OR got free food from a community-based organization.

Housing insecurity •	 In the past 3 months, you had trouble paying for housing (rent or mortgage).
•	 You lived in 3 or more places during the past 12 months.
•	 You are concerned about your ability to pay for housing.
•	 You are worried about losing current housing.
Composite housing instability variable: ≥ 1 of the above.

Transportation insecurity •	 You had trouble paying for transportation in the past 3 months.
•	 You sometimes or often lack transportation to get to medical appointments or get medicines/

medical supplies; to get to meetings, work, or other things you need to do.
Composite transportation insecurity variable: ≥ 1 of the above.

Difficulty paying for utilities •	 In the past 3 months, you had trouble paying for utilities.
•	 You are concerned about your ability to pay for utilities.
Composite utilities insecurity variable: ≥ 1 of the above.

Difficulty paying for medical expenses •	 In the past 3 months, you had trouble paying for medical needs.
•	 During the past 3 months, because of the cost: You delayed or did not get medical care you 

thought you needed;
•	 During the past 3 months, because of cost: You took medicine in smaller doses or less 

frequently than prescribed, or decided not to fill a prescription.
Composite medical-financial insecurity variable: ≥ 1 of the above.

Difficulty paying for dental care •	 In the past 3 months, you had trouble paying for dental care.
•	 During the past 3 months, you delayed or did not get dental care because of the cost.
Composite dental care insecurity variable: ≥ 1 of the above.

Social needs for which help might be wanted Which of the following might you want to get help with if help were available: food; housing; 
transportation; utilities (heat, electricity, water, phone, internet, etc); paying for health care, 
medicine, medical supplies; dental care; vision or hearing services; applying for public benefits; 
more help with activities of daily living; caregiver/adult-care–related assistance; handling debt, 
loan, or credit card repayment.

Attitude toward screening Okay to be screened by self-completed questionnaire or staff asking questions; would not want 
to be screened; unsure about being screened.

Table 1 Survey variables
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Black, Latinx, AAPI, other) composition of the 
2019 Kaiser Permanente Northern California adult 
membership with English as the spoken language 
preference. All analyses used weighted data and 
were performed using SAS v9.4 procedures for 
survey data (SAS Institute, Cary, NC, 2014). The 
authors produced descriptive statistics for sociode-
mographic characteristics. The authors estimated 
percentages of adults with different social risks, 
who would be interested in obtaining help with 
different social needs, who were or were not okay 
with being screened, and among those amenable to 
screening, preferred screening modalities. Statistics 
were produced for the overall population, and by 
sex (male and female), age group (35–65 years old 
and 66–85 years old), race/ethnicity (White, Black, 
Latinx, AAPI), and race/ethnicity within age group. 
Differences by age group and race/ethnicity in 
sociodemographic characteristics, social risks, social 
needs for which assistance might be wanted, and 
social risk/needs screening attitudes were evaluated 
for statistical significance using χ2 statistics derived 
from multivariable logistic regression models. Age 
group comparisons (35–65 years old vs 66–85 years 
old) controlled for sex and race/ethnicity; racial/
ethnic comparisons (Black, Latinx, AAPI vs White) 
controlled for age (10-year interval variable) and 
sex; and racial/ethnic differences within age group 
and age group differences within racial/ethnic group 
controlled for sex. All percentages reported are 
based on weighted data, and all subgroup differ-
ences mentioned in the text are significant at p < 
0.05.

Results
After weighting, the analytic sample was 53.2% 
female and 55.3% White, 7.9% Black, 14.0% Latinx, 
22.4% AAPI, and 0.4% other, with a mean age of 
56.6. The middle-aged group was 52.1% female, 
50.4% White, 8.1% Black, 15.9% Latinx, 25.3% AAPI, 
and 0.3% other, with a mean age of 50.1; the older 
group was 55.9% female, 68.1% White, 7.4% Black, 
8.9% Latinx, 15.1% AAPI, and 0.5% other, with a 
mean age of 73.6. The Latinx and AAPI subgroups 
were somewhat younger than the White and Black 
subgroups (mean ages 52.7 and 53.0 vs 59.0 and 
56.7, respectively), with percentage female ranging 
from 53% to 57%.

Sociodemographic characteristics of the study 
population are shown in Table 2. Approximately 9% 
of adults were considered to be lower income (2020 
household income ≤ $35,000). Higher percentages 

of older versus middle-aged adults and Black versus 
White adults were lower income, with no significant 
sex difference. Within both age groups, similar sex 
and racial/ethnic group differences were observed 
for income and educational attainment as for the 
full population (Supplemental Table 1). No sex differ-
ence was seen for relationship status or living alone 
in the middle-aged group, but in the older group, 
females were significantly more likely to not be in a 
committed relationship and to live alone.

The prevalence of the 7 social risk factors in the 
overall study population and within age and racial/
ethnic groups is shown in Figure 1. In the overall 
population, 26% of adults had experienced financial 
strain, 12% food insecurity (based on food insecurity 
variable 2), 12% housing insecurity, and 5% trans-
portation insecurity. Additionally, 7% were insecure 
regarding ability to pay for utilities, 8% regarding 
ability to pay for medical needs, and 17% regarding 
ability to pay for dental care. Middle-aged adults 
were more likely than older adults to have experi-
enced financial strain and housing insecurity but did 
not differ from older adults on the other social risks. 
Black and Latinx adults were significantly more 
likely than White adults to have experienced finan-
cial strains within the prior 3 months (43% and 35% 
vs 23%, respectively), food insecurity (26% and 20% 
vs 7%), and difficulty related to utility payment (19% 
and 13% vs 5%), and to have had trouble paying for 
dental care or foregoing dental care due to the cost 
(22% and 27% vs 17%). The only significant disparity 
in social risks between AAPI and White adults was in 
food insecurity (14% vs 7%), primarily due to higher 
percentages of AAPI than White adults (9% vs 4%) 
reporting use of a food bank in the previous  
3 months. (See Supplemental Figure 1 for racial/
ethnic group estimates by age group.)

Among adults who experienced financial strain, 
debts (29%), dental care (23%), housing (22%), and 
utilities (19%) were the most frequently indicated 
types of expenses that people had trouble paying 
for in the prior 3 months. Middle-aged adults were 
more likely than older adults to have had trouble 
with debt repayment (odds ratio [OR] = 2.34; 95% 
confidence interval [CI] = 1.47-3.74) and housing 
costs (OR = 2.62; 95% CI = 1.54-4.56), and Black 
adults were more likely than White adults to have 
had trouble with debt repayment (OR = 1.84; 95% CI 
= 1.00-3.38) and paying for utilities (OR = 2.97; 95% 
CI = 1.50-5.88).

Approximately 16% of adults felt that their overall 
financial situation was somewhat (14%) or much 
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(2%) worse 1 year into the COVID-19 pandemic 
compared to before the pandemic. Middle-aged 
adults were more likely than older adults (OR = 
2.16; 95% CI = 1.60-2.90) and Black adults were 
more likely than White adults (OR = 1.56; 95% CI = 

1.04-2.33) to feel that their financial situation was 
worse. Overall, 7% of those not classified as expe-
riencing financial strain indicated that their finan-
cial situation was worse compared with 39% of 
those who had been experiencing financial strain. 

Sociodemographic characteristics All Age group Sex Race/ethnicity

Age 
35–85 (%)

Age 
35–65 (%)

Age
66–85 (%)

Male
(%)

Female 
(%)

White 
(%)

Black
(%)

Latinx
(%)

AAPI
(%)

2020 household income

Lower income (≤ $35,000) 8.7 5.3 17.8a 7.2 10.1 7.4 17.6b 9.3b 7.7

 �< $25,000 (very low income) 4.2 1.9 10.2 3.1 5.2 3.5 9.2 4.6 3.6

 �$25,000–$35,000 (low income) 4.5 3.4 7.6 4.1 4.9 4.0 8.4 4.7 4.1

$35,001–$50,000 9.3 7.5 14.3 8.3 10.3 8.5 12.5 13.0 8.0

$50,001–$80,000 19.0 15.2 28.9 17.8 20.0 18.0 25.0 21.3 17.9

$80,001–$100,000 14.0 14.9 11.4 12.0 15.8 14.5 14.7 14.5 12.2

> $100,000 49.0 57.0 27.7a 54.7 43.8c 51.6 30.3b 41.9b 54.1

Current employment status

Employed for pay or self-employed 62.9 81.3 15.9a 66.3 60.0 58.5 65.1 68.6 69.5

Unemployed or on leave from work 3.5 4.2 1.5a 5.0 2.1c 3.1 3.4 4.0 4.1

Not working due to health/disability 1.5 1.8 1.0 2.1 1.0 1.6 2.4 1.3 1.2

Retired 28.9 8.7 80.6a 26.0 31.5c 34.2 27.8 22.0 20.7b

Not employed (full-time 
homemaker, caregiver, or student)

3.1 4.0 1.0 0.6 5.4c 2.6 1.3 4.1 4.5

Educational attainment

High school education or less 15.2 14.0 18.4a 17.3 13.2c 13.6 20.9b 26.8b 8.8

 �Non–high school graduate 2.2 1.8 3.3 2.7 1.7 0.8 2.2 6.9 2.5

 �High school graduate, GED,
 �technical/trade school

13.0 12.2 15.1 14.6 11.5 12.8 18.7 19.9 6.3

Some college (no degree) 17.5 15.0 24.0 15.5 19.2 17.9 23.4 21.2 12.2

Associate degree (AA, etc) 9.9 9.0 12.5 9.1 10.7 9.9 11.1 11.8 8.4

Bachelor’s or postgraduate degree 57.4 62.1 45.2a 58.1 56.8 58.5 44.6b 40.1b 70.6

Marital/relationship status

In a committed relationship 75.5 77.9 69.2a 78.6 72.8c 73.5 56.0b 78.8 85.4b

 �Married/domestic partner 66.7 67.5 64.8 69.4 64.4 65.2 44.6 69.2 76.6

 �Lives with partner but not
 �married

6.5 7.9 2.6 7.9 5.2 5.9 6.6 7.8 7.0

 �In a committed relationship, not
 �living together

2.3 2.5 1.7 1.3 3.2 2.3 4.8 1.7 1.8

Separated, widowed, single 24.5 22.1 30.8 21.4 27.2 26.5 44.0 21.2 14.6

Current living situation

Lives alone (may have a pet) 15.2 12.5 22.2a 14.1 16.2 17.2 25.1b 11.5 9.1b

Lives with spouse and/or other 
family members

81.8 84.4 75.2 82.3 81.4 79.0 72.2 85.3 90.0

Lives with non–family members or in 
a supportive residential community

3.0 3.1 2.6 3.6 2.4 3.8 2.7 3.2 0.9

Table 2 Sociodemographic characteristics of study sample, overall and by age group, sex, and race/ethnicity

a Older-aged adults are significantly (p < 0.05) different from middle-aged adults after controlling for sex and race/ethnicity.
b Racial/ethnic group is significantly (p < 0.05) different from White after controlling for age (10-year interval) and sex.
c Females are significantly (p < 0.05) different from males after controlling for age (10-year interval) and race/ethnicity.

AA = Associate of Arts degree;  AAPI = Asian American/Pacific Islander;  GED = General Educational Development certificate.
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However, this differed by level of current financial 
hardship. Approximately 22% of adults who were 
not making ends meet and 31% of those who were 
having a hard time paying for basic needs felt that 
their current financial situation was much worse 
than before the pandemic, compared with approxi-
mately ≤ 2% of those whose financial circumstances 
were not as bad.

Over 40% of adults expressed potential interest in 
getting help with ≥ 1 need and nearly 13% with ≥ 3 
needs (Table 3). Although there was no significant 
difference by age group in overall interest in getting 
help, Black, Latinx, and AAPI adults were signifi-
cantly more likely than White adults to want help 
with ≥ 1 need (64%, 57%, and 50% vs 40%, respec-
tively) and with ≥ 3 needs (23%, 18%, and 15% vs 9%, 
respectively). The most frequently indicated needs 
were for dental care (22%), vision care (15%), paying 
for health care, medicines, or medical supplies (12%), 
handling debt, loan, or credit card repayment (11%), 
and paying for utilities (10%). Less than 10% of 
adults wanted help with the needs corresponding 
to the 3 social needs most commonly screened for: 
food (5%), housing (6%), and transportation (3%).

As with prevalence of social risks, interest in getting 
help with different needs varied by age group and 
race/ethnicity (Table 3). Middle-aged adults were 
more likely than older adults to want assistance with 
food (6% vs 3%), housing (8% vs 3%), paying for 

health-related expenses (13% vs 7%), and handling 
debt repayment (14% vs 4%), and less likely to want 
help with transportation (3% vs 5%) and dental care 
(21% vs 26%), differences that remained significant 
after controlling for sex and race/ethnicity. Black, 
Latinx, and AAPI adults were more likely than White 
adults to be interested in assistance with food (11%, 
9%, and 8% vs 3%, respectively), housing (14%, 9%, 
and 9% vs 3%), utilities (21%, 16%, and 12% vs 6%), 
and transportation (5%, 5%, and 5% vs 2%), and 
Black and Latinx adults were more likely than White 
adults to want help with dental care (27% and 31% 
vs 19%, respectively) and handling debt (27% and 
19% vs 8%), differences that remained significant 
after controlling for sex and age. There were some 
age group differences within racial/ethnic groups. 
For example, interest in help with debt management 
was ssignificantly higher among middle-aged than 
older White (10% vs 2%), Black (32% vs 10%), Latinx 
(22% vs 6%), and AAPI (11.1% vs 5.5%) adults, and 
assistance with dental care was significantly higher 
among older than middle-aged Black (36% vs 24%) 
and AAPI (31% vs 19%) adults.

There was modest overlap of identified social risks 
with interest in getting help with needs related to 
those risks (Table 4). For example, 35% of the 12% 
of adults considered housing insecure based on the 
composite measure might want help with housing, 
but only approximately two-thirds of adults who 
might want help would have screened positive on 

Figure 1: Summary of social-financial risks of adults age 35–85 overall and by age group and race/ethnicity.
a Significantly (p < 0.05) different from age 35 to 65 years after controlling for race/ethnicity and sex.
b Significantly (p < 0.05) different from White after controlling for age (10-year interval) and sex.
c Had trouble paying for at least 1 type of expense OR generally did not have enough money at the end of the month to make ends meet OR it is hard/very hard to pay for the basics 
OR used less medical/dental care or prescription medications than needed due to cost.
d In past 3 months: often worried would run out of food OR ran out of food at least sometimes due to cost OR had trouble paying for food OR got food from a food bank.
e Lived in 3 or more places in past 12 months OR had trouble paying for housing in past 3 months OR is concerned about ability to pay for housing OR is worried about losing housing.
f In past 3 months: sometimes or often lacked transportation to address health care needs or do other things needed to do OR had trouble paying for transportation.
g Had trouble paying for utilities in past 3 months OR is concerned about ability to pay for utilities.
h In past 3 months: had trouble paying for medical needs OR delayed/didn’t get needed medical care because of the cost OR used less medicine than prescribed.
i In past 3 months: had trouble paying for dental care OR delayed/didn’t get dental care because of the cost.
AAPI = Asian American/Pacific Islander.
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that measure. Similarly, 30% of the 5% of adults 
considered transportation insecure based on the 
composite measure might want help with transpor-
tation, whereas only 43% of adults who might want 
help with transportation were at risk based on that 
measure. Finally, 34% of the 12% of adults consid-
ered food insecure based on the composite measure 
that included difficulty affording food and/or food 
bank use and 47% of the 7% of adults considered 
food insecure based on the food insecurity measure 
that did not include food bank use expressed poten-
tial interest in getting help with food. Conversely, of 
those adults who might want help with food, 25% 
would not have screened positive for food insecu-
rity on the first measure and 43% would not have 
screened positive using the second measure. Nearly 
two-thirds of these food insecure adults had used a 
food bank, but prior food bank use was not signifi-
cantly associated with interest in getting help with 
food. However, of the 7% of adults identified as food 
insecure based solely on difficulty affording food, 
approximately one-third had used a food bank in the 
prior 3 months, and food bank users were signifi-
cantly more likely to want help (58.8% vs 37.6%,  
p < 0.05).

Approximately 70% of adults were okay with being 
screened for social risks and needs, while approxi-
mately 18% would not want to be screened, and 12% 
were unsure (Figure 2). Middle-aged adults were 
more likely than older adults to indicate willing-
ness to be screened (72% vs 65%) and less likely to 
say that they would not want to be screened (17% 
vs 20%). Latinx and AAPI adults were more likely 
than White adults to say they would not want to be 
screened (21% and 24% vs 15%, respectively) and 
less likely to indicate willingness to be screened 
(68% and 63% vs 73%), while Black adults did not 
significantly differ from White adults. Adjusting for 
age, sex, and race/ethnicity, adults who indicated 
that they might want help with ≥ 1 of the 11 social 
needs did not differ on whether they were okay 
with being screened, but they were significantly less 
likely than those who did not want any help to indi-
cate not wanting to be screened (OR = 0.66; 95%  
CI = 0.49-0.89).

Among those amenable to being screened, 85% 
were okay with completing a questionnaire (62% 
wanted this modality only), 40% were okay with 
staff asking the questions (15% wanted this modality 

Social needsa All Age group Race/ethnicity

Age 35–85
(%)

Age 35–65 
(%)

Age 66–85 
(%)

White
(%)

Black
(%)

Latinx
(%)

AAPI
(%)

Wants assistance with ≥ 1 need 46.4 47.6 43.4 39.6 64.0b 57.1b 50.0b

 �1 need only 21.8 22.0 21.4 19.9 28.7 24.7 22.5

 �2 needs 11.8 12.2 10.8 10.7 12.4 14.2 12.6

 �3 or more needs 12.8 13.5 11.2 9.0 23.0b 18.3b 14.9

Food 5.5 6.4 3.2c 2.9 11.4b 9.0b 7.5b

Housing 6.3 7.5 3.3c 3.3 13.7b 9.3b 9.2b

Utilities (electricity, phone, internet, etc) 10.2 11.0 8.4 6.3 20.9b 15.6b 12.4b

Transportation 3.2 2.5 5.0c 1.9 4.9b 4.5b 5.0b

Paying for health care, medicines, medical supplies 11.6 13.3 7.3c 10.5 10.3 11.3 14.7

Dental care 22.2 20.8 25.7c 19.4 26.9b 30.6b 21.7

Vision/hearing care 15.1 14.3 17.3c 15.0 12.9 16.9 15.1

Applying for public health benefits (WIC, SSI, SNAP, Medi-
Cal, etc)

2.8 2.7 3.0 1.9 5.2b 4.0b 3.5

Getting help with activities of daily living 4.9 5.1 4.4 3.0 5.9 7.2b 7.9b

Caregiver/adult-care assistance 5.7 5.6 5.8 5.5 8.6 5.6 5.2

Handling debt, loan, or credit card repayment 11.4 14.3 3.8c 7.6 26.5b 19.4b 10.0

Table 3 Percentages of adults who might want help with different social needs, overall and by age group and race/ethnicity

a Which of the following might you want to get help with if help were available?
b Racial/ethnic group is significantly (p < 0.05) different from White after controlling for age (10-year interval) and sex.
c Older-aged adults are significantly (p < 0.05) different from middle-aged adults after controlling for sex and race/ethnicity.

AAPI = Asian American/Pacific Islander;  SNAP = Supplemental Nutrition Assistance Program;  SSI = Supplemental Security Income;  WIC = Special Supplemental Nutrition Program 
for Women, Infants, and Children.
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Social risk domains and 
measures

Estimated percentage 
of adults identified 
with this risk (%)

Social need for which help 
could be requesteda

Overall estimated per-
centage of adults who 
might want help with 

this need (%)

Percentage of adults 
with the social risk 

who might want 
help with this needb 

(%)

Percentage of 
those adults 

interested in help 
with the need 
who had this 

social riskb (%)

Financial strain Handling debt, loan, or 
credit card repayment

11.4

Financially strained 
(composite measure)c 26.0 27.0 60.6

Had trouble paying for 
debts in past 3 mo 7.6 57.7 38.7

Food insecurity Food 5.5

Food insecure (composite 
measure 2)d 12.1 34.3 74.9

Food insecure (composite 
measure 1)e 6.7 47.1 56.8

Had trouble paying for 
food in past 3 mo 3.1 61.8 34.9

Got free food from a 
community organization in 
past 3 mo

7.8 31.0 45.9

Housing instability Housing 6.5

Housing instability 
(composite measure)f 11.6 35.4 63.5

Had trouble paying for 
housing in past 3 mo 5.4 43.0 36.7

Worried about housing 
stabilityg 4.3 32.7 27.2

Utility payment insecurityh 7.0 Utilities 10.4 69.0 47.0

Transportation insecurity Transportation 3.2

Transportation risk 
(composite measure)i 4.7 29.5 42.5

Had trouble paying for 
transportation in past 3 
mo

0.9 45.1 13.1

Difficulty paying for 
medical needsj 7.8

Paying for health care, 
medicine, or medical 

supplies
11.5 54.1 36.8

Difficultyk paying for 
dental carek 17.2 Dental care 22.3 73.2 56.6

Table 4 Relationship of positive screens for different social risks and social needs

a Based on responses to question, “Which of the following might you want to get help with if help were available?”
b How to interpret last 2 columns—Example of food insecurity: Among the adults who were identified as being food insecure using composite measures 1 and 2, 47.1% and 34.3%, 
respectively, might want help with food. Of those who had obtained free food from a community organization, 31% might be interested in help with food. Conversely, of the 5.5% of 
adults who indicated interest in help with food, 56.8% and 74.9% would have screened positive for food insecurity based on composite measure 1 or 2, respectively, and 45.9% of 
those interested in getting help with food already had used a food bank or other community-based free food resource.
c Financial strain: Had trouble paying for at least 1 type of expense in past 3 mo OR did not have enough money at end of the month to make ends meet OR indicated having a hard 
time paying for basic expenses OR due to cost had used less medical/dental care or prescription medications than needed in past 3 mo.
d Food insecurity measure 2: In past 3 mo, often worried would run out of food before had money to buy more OR had run out of food at least sometimes due to cost OR had trou-
ble paying for food OR got food from a food bank.
e Food insecurity measure 1: In past 3 mo, often worried would run out of food before had money to buy more OR had run out of food at least sometimes due to cost OR had trou-
ble paying for food.
f Housing instability: Lived in 3 or more places in past 12 mo OR had trouble paying for housing in past 3 mo OR is concerned about ability to pay for housing OR is worried about 
losing housing.
g Worried about housing stability: Worried about ability to pay for housing OR about losing current housing but did not have trouble paying for housing in prior 3 mo.
h Utility payment insecurity: Had trouble paying for utilities in past 3 mo OR is concerned about ability to pay for utilities.
i Transportation insecurity: In past 3 mo, sometimes or often lacked transportation to address health care needs or to do other things needed to do OR had trouble paying for trans-
portation.
j Difficulty paying for medical needs: In past 3 mo, had trouble paying for medical needs OR delayed/didn’t get needed medical care because of the cost OR used less medicine 
than prescribed.
k Difficulty paying for dental care: In past 3 mo, had trouble paying for dental care OR delayed/didn’t get dental care because of the cost.
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only), and 24% were okay with either modality 
(Figure 3). Older adults were less likely than middle-
aged adults to want a questionnaire (79% vs 87%) 
and more likely to want staff interview only (21% vs 
13%). Black and Latinx adults were less likely than 
White adults (80% and 80% vs 86%, respectively) 
to want a questionnaire and more likely to want 
staff interview only (20% and 20% vs 14%). AAPI 
adults were more likely than White adults to want 
questionnaire only (74.2% vs 57%) and less likely 

to want staff interview (26% vs 43%). White adults 
were more flexible regarding mode of screening, 
with 29% indicating that either mode was okay, 
compared to 17% of Black, 19% of Latinx, and 15% 
of AAPI adults. Compared to middle-aged adults, 
older White (67% vs 76%), Black (63% vs 76%), and 
Latinx (61% vs 70%) adults were less likely to find 
screening acceptable, and among White (19% vs 
13%) and Black (29% vs 11%) adults, more likely to 
say they would not want to be screened. Among 

Figure 2: Willingness to be screened for social risks and needs, overall and by age group and race/ethnicity.
a Significantly (p < 0.05) different from age 35 to 65 after controlling for race/ethnicity and sex.
b Significantly (p < 0.05) different from White after controlling for age (10-year intervals) and sex.
AAPI = Asian American/Pacific Islander.

Figure 3: Acceptability of modalities for social risk/social needs screening, overall and by age group and 
race/ethnicity. a Significantly (p < 0.05) different from age 35–65 after adjusting for race/ethnicity and sex. b 
Significantly (p < 0.05) different from White after adjusting for age (10-year intervals) and sex. AAPI = Asian 
American/Pacific Islander; darker portion of bar indicates this is the only acceptable modality.
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those willing to be screened, older versus middle-
aged White (80% vs 89%), Black (72% vs 82%), and 
AAPI (80% vs 91%) adults were less likely to want 
screening by questionnaire and more likely only to 
want staff interview (White: 20% vs 11%; Black: 29% 
vs 18%; AAPI: 20% vs 9%).

Discussion
Slightly over 1 year after the start of the COVID-19 
pandemic, the authors surveyed a community-
dwelling Health Plan population that was not 
considered highly vulnerable based on sociodemo-
graphic, health, or health care-related characteristics 
to estimate the prevalence of different social risks 
and social needs.

The authors found that adults who were middle-
aged versus older, Black versus White, and greatly 
versus only somewhat or not struggling financially, 
were more likely to report a worsened financial 
situation. Using more comprehensive multivariable 
composite measures and shorter 3-month “look-
back” windows for assessing social risks than were 
used in most previous studies, the authors esti-
mated that 26% of adults had experienced financial 
strain within the prior 3 months, over 15% had diffi-
culty covering the costs of needed dental care, over 
10% had experienced food insecurity and housing 
insecurity, and 5% to 8% had experienced difficulties 
related to transportation and paying for utilities and 
medical expenses.

The authors observed significant disparities by 
age group and race/ethnicity for some social risks 
and needs. For example, after adjusting for race/
ethnicity and sex, middle-aged adults were more 
likely than older adults to have experienced financial 
strain, housing insecurity, and difficulty paying for 
medical expenses, while no significant age group 
differences were observed for the other social 
risks. Compared to middle-aged adults, substan-
tially higher percentages of older adults in all 4 
racial/ethnic groups had a relatively low household 
income (≤ $35,000) and lower percentages had 
a relatively high household income (> $100,000). 
However, the lower percentages of older adults who 
were experiencing difficulties related to housing 
and medical care costs during the pandemic may in 
part be due to factors that placed less demand on 
their income. The authors’ finding that middle-aged 
adults were twice as likely as older adults to report 
that their current financial situation was worse than 
during the year prior to the start of the COVID-19 

pandemic suggests that the financial impact of the 
pandemic may have placed more strain on middle-
aged adults’ financial resources. Most adults in the 
older age group were retired and likely had to adjust 
their living expenses to be covered through non–
work-related income (eg, Social Security, pension 
plans, retirement savings) prior to the start of the 
pandemic. Additionally, most older adults had health 
care expenses covered through the Kaiser Perma-
nente Northern California’s Medicare Advantage 
program. In contrast, most adults in the middle-
aged group were still participating in the workforce. 
As such, they were more likely to be adversely 
affected by pandemic-related workplace closures 
that reduced their primary source of income, by 
school and daycare closures that required parents to 
take time off from work, and by accumulated debt 
related to housing and household expenses.

Overall and within both age groups, Black and 
Latinx adults were more likely than White adults 
to be experiencing financial strain and difficulty 
paying for utilities, with substantially larger dispar-
ities observed in the middle-aged group. Lower 
household incomes and difficulties with debt and 
credit card repayment may be contributing to these 
disparities in financial strain. Black adults were also 
more likely than White adults to feel that their finan-
cial situation was worse than before the pandemic. 
AAPI adults did not significantly differ from White 
adults on these indicators.

Food and housing security are considered important 
SDoHs due to their relationship with chronic disease 
development. As has been found in previous national 
household surveys,21–23 in the current study’s popu-
lation, Black and Latinx adults were more likely than 
White adults to be food insecure. There is little infor-
mation about food insecurity among AAPI adults 
nationally. In this study, the authors observed that 
after adjusting for age and sex, AAPI adults were 
nearly twice as likely as White adults to have expe-
rienced food insecurity in the 3 months prior to the 
survey. Black, Latinx, and AAPI adults were also more 
likely than White adults to be interested in getting 
help with food, although this difference became 
nonstatistically significant after controlling for food 
insecurity status. The authors suspected that the 
2-question Hunger Vital Sign24 measure standardly 
used to screen for food insecurity risk based only on 
food unaffordability may miss individuals accessing 
food through sources not requiring payment. To 
explore this, the authors compared the current study’s 
food insecurity measure that included food bank use 
with food insecurity based solely on food affordability 
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and found that the broader measure increased esti-
mated risk by 5 percentage points (see Supplemental 
Table 2). The authors similarly explored how this 
study’s housing insecurity risk estimates, based on 
having trouble paying for housing in the past  
3 months, having lived in ≥ 3 places in the past year, 
or being concerned about ability to pay for housing 
or worried about losing housing, compared with 
estimates based solely on the study’s adaptation of 
the first 2 Children’s Health Watch Housing Stability 
Vital Signs questions25 used in EpicCare’s EHR SDoH 
tool. The authors found that the broader measure 
increased estimates by percentages similar to those 
observed with food insecurity. This finding under-
scores the value of asking about concerns regarding 
future housing stability as is done in the PRAPARE26 
and Accountable Health Communities27 social risk 
screening tools. Future work will further explore 
measurement of food insecurity and also nutrition 
insecurity (ie, ability to afford food, but not food that 
contributes to better health).

A notable finding in this survey was the large 
percentage of adults who were having trouble 
affording dental care, including foregoing dental 
care due to the cost. Further, dental care was the 
most frequently indicated need for which help 
might be requested, with more than double the 
percentages of adults interested in help with dental 
care than with food, housing, and transportation. 
Yet barriers to dental care and help wanted with 
obtaining dental care are generally not included 
in social health screening tools. There is mounting 
evidence that poor oral health contributes to 
the development and exacerbation of cardiovas-
cular conditions28 and that cost is a major barrier 
to routine dental care.29 Additionally, over 10% 
of adults wanted help paying for health-related 
expenses such as medicines, medical supplies, and 
vision/hearing care. Unless adults are asked whether 
they want assistance with a broad spectrum of 
health-related expenses or referrals to low-cost 
community resources for care, these needs may 
go unaddressed when not covered by or are more 
expensive through their Health Plan.

Another finding relevant to the design of screening 
tools was that solely screening for social risks 
without asking a separate question about assis-
tance wanted with parallel social needs increases 
the likelihood that large percentages of adults 
who have social needs may not be identified. For 
example, the authors found that approximately 40% 
of adults who wanted help handling debt, loan, or 
credit card repayment did not screen positive for 

financial strain. A similar percentage of adults who 
wanted help with food did not screen positive for 
food insecurity using the Hunger Vital Sign measure. 
Querying social risks in tandem with assistance 
wanted for social needs may help identify addi-
tional patients who would benefit from wraparound 
supports. This supports the approach that Kaiser 
Permanente has adopted for its Brief Social Health 
Screener.

These study results contribute the patient voice 
about acceptability of screening for social risks and 
needs and preference for how this should be done. 
The authors found that only 70% of adults in this 
population were okay with being screened for social 
risks and needs in the clinic setting and nearly 20% 
would not want to be screened. However, this varied 
by patient demographics, with lower percentages 
of older adults and Latinx and AAPI adults okay 
with being screened and higher percentages indi-
cating that they would not want to be screened. 
The authors also showed that desiring help with at 
least 1 need did not increase receptivity to being 
screened. In contrast to surveys conducted with 
convenience samples of very low income or socially 
distressed populations, the majority of adults in 
this socioeconomically diverse population would 
likely not be accustomed to being asked about their 
financial situation and may be reluctant to share this 
information. This notion is supported by this study’s 
finding that adults with missing data on the survey’s 
household income question were 3 times more 
likely than those with data to indicate that they 
would not want to be screened, and AAPI and older 
adults were more likely than adults in their compar-
ator subgroups to be missing household income 
data and to indicate not wanting to be screened. 
Regarding screening modality preferences among 
those okay with being screened, the authors found 
that although approximately one-fourth of adults 
were flexible regarding mode of screening, higher 
percentages were okay with a questionnaire than 
having staff asking these questions (80% vs 40%).

Strengths of this study include use of a large 
randomly selected socioeconomically and racial/
ethnically diverse study population to produce esti-
mates of the prevalence of 7 social risks, 11 social 
needs, and social health screening acceptability 
and modality preferences in an overall population 
and for demographic subgroups. Limitations that 
potentially affect generalizability of results to other 
settings include a low survey response rate, exclu-
sion of non–English-proficient and homeless adults, 
a sample drawn from 1 Health Plan, and inability to 
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examine differences by Asian ethnicity. The authors 
also lacked information about enrollment in govern-
ment benefit programs or details about use of 
free or subsidized community-based services that 
address food, housing, and transportation insecu-
rity. Finally, this survey was conducted during the 
COVID-19 pandemic, when many adults were expe-
riencing abnormal financial strains. Future analyses 
of the survey data will focus on different ways to 
assess food and nutrition insecurity, financial strain, 
and social connection/social support as part of 
social health screening.

Conclusions
In this survey of middle-aged and older adults 1 year 
into the COVID-19 pandemic, the authors found that 
over 25% of adults were experiencing financial strain 
and < 10% were food and housing insecure. Esti-
mates for these risk domains based on this study’s 
composite measures were substantially higher than 
estimates based on screening questions currently 
used in EpicCare’s SDoH screening tool.30 Social 
health screening tools currently being used in health 
care settings may thus be underidentifying adults 
with social risks and needs. The authors observed 
significant racial/ethnic and age group differences in 
social risks and social needs, with higher prevalence 
of social risks among middle-aged versus older and 
Black and Latinx versus White adults. Although the 
majority of adults were amenable to being screened 
for social risks, acceptance was not universal and 
differed by age group and race/ethnicity. This 
study’s results suggest that in diverse patient popu-
lations, prevalence of social risks and needs for 
which assistance is desired, patient acceptance of 
social health screening, and patient preferences for 
mode of screening will vary among demographic 
subgroups. These differences should be taken into 
consideration when implementing social health 
screening programs in health care settings serving 
sociodemographically diverse patient populations.

Supplementary Materials
Supplementary material is available at: https://www.​
thepermanentejournal.​org/​doi/​10.​7812/​TPP/​22.​142#​
supplementary-​materials
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