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Abstract

There is consensus that social needs influence health outcomes, but less is known about the 

relationships between certain needs and chronic health conditions in large, diverse populations. 

This study sought to understand the association between social needs and specific chronic 

conditions using social needs screening and clinical data from Electronic Health Records. Between 

April 2018-December 2019, 33,550 adult (≥18y) patients completed a 10-item social needs 

screener during primary care visits in Bronx and Westchester counties, NY. Generalized linear 

models were used to estimate prevalence ratios for eight outcomes by number and type of 

needs with analyses completed in Summer 2020. There was a positive, cumulative association 

between social needs and each of the outcomes. The relationship was strongest for elevated 
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PHQ-2, depression, alcohol/drug use disorder, and smoking. Those with ≥3 social needs were 

3.90 times more likely to have an elevated PHQ-2 than those without needs (95% CI: 3.66, 4.16). 

Challenges with healthcare transportation was associated with each condition and was the most 

strongly associated need with half of conditions in the fully-adjusted models. For example, those 

with transportation needs were 84% more likely to have an alcohol/drug use disorder diagnosis 

(95% CI: 1.59, 2.13) and 41% more likely to smoke (95% CI: 1.25, 1.58). Specific social 

needs may influence clinical issues in distinct ways. These findings suggest that health systems 

need to develop strategies that address unmet social need in order to optimize health outcomes, 

particularly in communities with a dual burden of poverty and chronic disease.

Introduction

Chronic diseases are the leading cause of death and disability in the United States, as 

well as the leading contributor of healthcare costs.1 There is growing recognition that 

social determinants of health are important factors that influence health outcomes, including 

chronic diseases and related health behaviors.2 There are multiple pathways through which 

unmet social needs influence health outcomes. First, specific needs, such as food insecurity 

or poor housing quality, increase exposure to risk factors for specific diseases such as asthma 

and diabetes.3,4,5 Second, unmet needs lead to chronic stress, which reduces adherence to 

healthy behaviors and clinical care. Third, chronic stress has been shown to lead to ‘wear 

and tear’ on the body’s stress response system, which worsens health outcomes and may 

accumulate over the life course. Finally, unmet social needs and health outcomes may be 

bi-directional and feed into each other, preventing individuals from accessing resources for 

other needs and resulting in an additive effect for multiple needs.6,7

However, few studies have focused on how the burden and types of needs influence specific 

chronic risk factors and diseases for a large, diverse population.8 Instead, most studies have 

focused on singular needs,5,9,10,11 specific populations,12,13,14 overall health status15,16 or a 

limited number of health conditions.17,18

With the shift towards value-based the care, the influence of unmet social needs on 

health outcomes has become a priority for health systems. Several health systems are 

routinely integrating standardized social need screening into clinical care to connect patients 

to resources.19,20,21,22,23,24,25 As health systems implement large-scale screenings and 

associated data become available, there is an opportunity to leverage both screener and 

clinical data to understand how the overall burden of social needs, as well as how individual 

social needs, are associated with common chronic conditions. Analytic models that take 

social needs and chronic conditions into account may be able to identify types of patients 

who are more impacted by multiple or specific needs as well as specific needs that require 

prioritization. These insights could drive decisions at the practice and intervention-level 

regarding referrals, support services, interventions and allocation of resources. Health 

systems may also find it advantageous to invest in upstream factors (i.e. housing vouchers, 

food pantries, etc.) based on such data to optimize outcomes and decrease costs.
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The objective of this study was to examine the relationship between overall social needs 

burden, as well as types of social needs, and specific chronic conditions to better inform 

quality improvement strategies.

Methods

Study population and social risk screening

Beginning in April 2018, Montefiore Medical Center began implementing a social needs 

screener at primary care sites in the Bronx and Westchester County, NY. The ten-item 

screener was based on the Health Leads screener but supplemented with questions from 

other tools addressing community-specific priority issues (see Table 1).26,27 These needs 

were selected because they are specific, actionable, and common concerns for households 

based on the expert opinion of the committee developing the screener. Clinics had discretion 

to determine the frequency and target population for screening. These decisions were 

influenced by numerous factors such as perceived social needs, existing workflows, staff 

availability and alignment with concurrent projects. Patients were provided with a paper 

screener, available in nine languages, to complete in the waiting or exam room. Providers 

reviewed the results with patients in the exam room and offered to connect patients to 

community health workers or social workers. Parents/guardians completed the screener for 

minors. (for additional detail on screening practices and workflow, see Heller et al 2020).

Between April 2018-December 2019, 35,084 unique adult patients (≥18y) completed social 

need screeners at one of the sites. After limiting the sample to those who answered all ten 

questions, the final sample size was 33,550. For reference, during the same time period, 

about 175,000 adults were seen at these clinics, though it is important to note that not all of 

these patients were offered a screen.

Outcome variables

The outcomes of interest were selected a priori based on a combination of factors including: 

known associations with social needs,5,16,17,28,29,30 importance as priority health issues to 

the community,31 and ability to be assessed and treated in primary care where the screener 

was implemented. The primary outcome variables fall into three categories: (1) risk factors 

for chronic disease, including smoking, alcohol/drug use disorder, and obesity, (2) prevalent 

chronic diseases including hypertension, diabetes, and asthma, and (3) mental/behavioral 

health measures, including depression and an elevated Patient Health Questionnaire-2 

(PHQ-2) score.32 All conditions except for obesity, smoking and PHQ-2, were defined using 

International Classification of Diseases, 10th edition (ICD-10) diagnosis codes with codes 

for depression, alcohol/drug use disorder, diabetes and asthma derived from the Elixhauser 

comorbidity index.33 Obesity was defined as BMI≥30 kg/m2 based on the latest body mass 

index (BMI) documented in the health record. A positive PHQ-2 score was defined as a 

score ≥2 based on latest PHQ-2 score in the year prior to the screener. Patients were defined 

as smokers if they reported being a current smoker in the year prior to the screener. All 

outcomes were calculated using data extracted from the Electronic Health Record (EHR) 

using Looking Glass Clinical Analytics and Microsoft SQL Server to query data from the 

Epic Electronic Health Record Data Warehouse.34
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Independent variables and covariates

Independent variables of interest included individual needs as well as the overall number 

of social needs, categorized as none, 1, 2, or ≥3 with categories selected based on 

the distribution of social needs to ensure adequate statistical power. Covariates included 

age (18–39;40–49;50–59;60–69;≥70y), sex (male, female), race/ethnicity (Hispanic, non­

Hispanic Black, non-Hispanic white, non-Hispanic Asian/Pacific Islander, non-Hispanic 

other and a “missing” indicator), preferred language (English, Spanish, other and a 

“missing” indicator), health insurance at the visit (Medicaid, Medicare, commercial and 

a “missing” indicator), whether the patient lived in public housing (with a “missing” 

indicator for non-geocoded and non-NYC addresses), and block-group poverty quintile with 

a “missing” indicator.

To obtain block-group poverty and public housing status, patient addresses were extracted. 

After excluding those with PO Box addresses (n=411) and those living outside of NY, CT, 

PA, NJ (n=56), the remaining addresses were geocoded using either the New York State 

Street and Address Composite for NY addresses or the US Census Bureau geocoder for 

non-NY addresses. Overall, 97.7% of included patients were successfully geocoded.

New York City patients were identified as residing in public housing if their addresses 

geocoded to tax lots associated with public housing. Block-group poverty data was obtained 

from the 2014–2018 American Community Survey, the most recent year for which poverty 

data was available at the block-group level.35

Statistical Analysis

To determine the relationship between the number of social needs and health outcomes, 

unadjusted (Model 1) and adjusted (Model 2) generalized linear models, with a Poisson 

distribution and log-link function, were used to estimate ratios of prevalence proportions 

for each outcome. Robust standard errors were used in each model to address potential 

heteroscedasticity. Adjusted models accounted for age, sex, race/ethnicity, preferred 

language, health insurance type, public housing status, and block-group poverty. These 

covariates were included based on their known relationship with both social needs and the 

outcomes of interest. In a few cases, some of these variables (e.g., insurance) may be on 

the causal pathway between social needs and the outcomes of interest but were adjusted 

for in order to provide our best estimate of the direct effect/association. The direct effect/

association estimates most closely address our study objective of identifying opportunities 

for novel interventions. Clustering of individuals by Census block group was accounted 

for in variance estimation for all models that adjusted for area-based poverty. Tests for 

trend used the number of social needs as a grouped linear variable. For analyses of each 

individual social need, a third model (Model 3) was also fit that adjusted for all covariates 

included in Model 2 as well as all social needs simultaneously to account for correlations, 

but not strong collinearity between social needs (Variance Inflation Factor [VIF]<1.50 for 

all). Effect-modification by age (18–39;40–59;≥60y) was also evaluated. Given the number 

of tests an interaction p-value <0.001 was considered statistically significant. Statistical 

analyses used Stata 16.0 (StataCorp, College Station, TX) and mapping used ArcGIS 10.3.1 
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(ESRI, Redlands, CA). The study was approved by the Albert Einstein College of Medicine 

IRB. Data were analyzed in the winter/spring of 2019.

Results

Table 1 includes the wording of the screening questions and the percent of adults answering 

affirmatively to each question. Characteristics of the screened population are presented in 

Table 2. Two-thirds of respondents were female (64.7%) and the median age was 51.9 years. 

Half (52.8%) of the sample was Hispanic and over one-third (37.2%) was non-Hispanic 

Black. Most respondents (80.6%) preferred English, while 17.2% preferred Spanish. One­

third of respondents were insured through Medicaid and commercial insurance (35.1% and 

36.0%, respectively) while a smaller proportion was insured through Medicare (28.9%). 

Nearly 11% percent of NYC respondents lived in public housing.

Across health conditions examined, 45.2% had hypertension, 43.7% were obese, 11.4% 

were current smokers, and 6.9% had a diagnosis related to drug/alcohol use disorder. Over 

one quarter (26.0%) of patients had diabetes and 18.2% had asthma. One-quarter of patients 

(25.5%) had depression and 18.4% had a positive PHQ-2 score.

Number of Risks and Health Outcomes

Figure 1 shows the unadjusted and adjusted association between number of social needs and 

each outcome. There was a significant, positive relationship between the number of needs 

and each outcome, although the strength of the relationship varied by outcome. Adjustment 

for covariates resulted in some attenuation of associations. For example, the prevalence ratio 

comparing ≥3 needs to no needs for elevated PHQ-2 decreased from 4.50 to 3.90 and for 

alcohol/drug use disorder from 2.85 to 2.15. In fully-adjusted analyses, the dose-response 

relationship was strongest for elevated PHQ-2, depression, alcohol/drug use disorder, and 

smoking status, in that order. Those with ≥3 needs were almost 4 times as likely (prevalence 

ratio [PR]: 3.90, 95% Confidence Interval [CI]: 3.66, 4.16) to have a positive PHQ-2 result 

than those without needs. The dose-response relationship was weakest for obesity and 

hypertension (hypertension PR: 1.15, 95% CI: 1.09, 1.21; obesity PR: 1.06, 95% CI: 1.00, 

1.12).

Types of Risks and Health Outcomes

Table 2 shows the relationship between each need and outcome in unadjusted, adjusted 

and fully-adjusted analyses (e.g., those mutually adjusting for all needs). To complement 

the table, Figure 2 shows the social need with the strongest fully-adjusted association with 

each outcome. For half of the health outcomes/risk factors, healthcare transportation had the 

strongest association of the needs. Those reporting healthcare transportation as a need were 

84% (95% CI: 1.59, 2.13) more likely to have an alcohol/drug use disorder-related diagnosis 

and 41% (95% CI: 1.25, 1.58) more likely to smoke than those without a healthcare 

transportation need. The mental/behavioral health outcomes had the strongest associations 

with any social need; those with issues getting along with others were 98% and 82% more 

likely to an elevated PHQ-2 or have depression, respectively. Those who had a housing 
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quality issue were 37% more likely to have asthma than those without a housing quality 

issue.

Interactions by age

For number of social needs and interaction by age, potential interactions were observed 

for diabetes and hypertension, with the strongest, positive trend observed among younger 

adults (18–39y). For individual needs and age, associations were observed for hypertension 

and half of the needs (housing instability, healthcare transportation, healthcare costs, 

care need, legal issues), with stronger relationships observed among younger adults. For 

diabetes, age modified the association with healthcare transportation and housing stability, 

with stronger, positive trends observed among younger adults. For asthma, age modified 

the association with healthcare transportation, with a stronger association for younger 

and middle-aged adults than those ≥60y. To further understand the effect of age on the 

association between social needs and both hypertension and diabetes, the average number 

of needs and comorbidities were estimated by age strata and hypertension/diabetes status. 

The ratio of the mean number of needs for young adults with hypertension versus those 

without hypertension was 1.79, in comparison to 1.05 for older adults, with a similar pattern 

for diabetes. The ratio of the mean Elixhauser score was 3.05 for younger adults with 

hypertension versus those without, in comparison to 1.89 for older adults.

Discussion

This study examines the relationship between self-reported social needs and selected chronic 

conditions measured during clinical visits. The study adds to current social determinants 

of health literature by examining multiple needs and chronic conditions for a large, 

diverse population, which provides insight into how the relationship between outcomes 

and individual and multiple social needs may vary. Overall, we find that there is a 

significant relationship between the number and types of needs and common chronic 

outcomes, although the strength of the association varies by outcome and need. Importantly, 

this suggests that targeted approaches to addressing individual needs and multipronged 

interventions addressing multiple needs will be needed to improve health outcomes. Finally, 

this study underscores the utility of collecting patient-level social needs data, including that 

it can be used to better understand and serve patients at both the individual- and population­

level. While health systems may be reluctant to screen patients because of concerns about 

the additional burden, obtaining patient-level data is critical to understanding the unique 

challenges faced by systems’ specific patient populations, whose needs may vary by context 

and demographics. While patient-level data may at times affirm anecdotal experiences of 

providers, it is also important to identify when it does not and for whom it does not, 

particularly in low-resource settings.

Number of Needs

Similar to previous research,12,18,36 this study finds a cumulative relationship between the 

number of needs and each outcome and may provide support for interventions to identify 

and mitigate needs in clinical care. For example, one study found a graded association 

between the number of social and behavioral risk factors and the risk of hypertension and 
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diabetes for adult healthcare plan members. More specifically, those with ≥3 risk factors had 

1.41 and 1.53 times the risk of developing hypertension and diabetes, respectively, although 

results are not comparable given the focus on incidence rather than prevalence.18 Similarly, 

another study found a positive association between the number of needs and the number of 

chronic conditions amongst a sample of 1,214 Medicaid beneficiaries.12

The strength of the relationship is not consistent across chronic conditions. Among the 

outcomes investigated here, social needs are most strongly associated with elevated PHQ-2, 

depression, alcohol/drug use disorder and smoking status and weakest for hypertension and 

obesity, aligning with findings from previous research.12,17 A previous study amongst adults 

in primary care found a significant relationship between having any needs and depression, 

hypertension and diabetes, with the strongest association for depression.17 Another study 

found that amongst Medicaid beneficiaries, the strongest association between needs and 

outcomes was for perceived stress, which the authors hypothesize is the short-term outcome 

from unmet social needs.12 This theory is supported by a framework that argues unmet 

needs lead to chronic stress, which worsen the body’s physiological stress-response systems 

and influence health outcomes as well as reduce adherence to clinical care and self-care 

behaviors.7 Thus, the prevalence of stress-related outcomes for patients with unmet social 

needs in this study may be elevated in comparison to other chronic conditions because these 

risk factors and conditions are the first indications of chronic stress and most sensitive to 

unmet needs.

Types of Needs

Identifying the needs most strongly associated with chronic diseases and the most frequently 

significant needs across these conditions can also identify patients at higher risk for 

specific outcomes and direct referrals to interventions. As Figure 2 depicts, in the fully­

adjusted models, healthcare transportation most frequently had the strongest association with 

the selected outcomes. Similarly, healthcare transportation was the need most frequently 

associated with the outcomes in the fully-adjusted model, significant for seven of eight 

outcomes. These results identify challenges with healthcare transportation as a priority 

social need in improving chronic disease. Previous literature has identified transportation as 

a key barrier to the timely access of medical care and medications, particularly for those 

who are chronically ill.37,38 Additionally, previous analyses using social needs data from the 

same health system identified healthcare transportation as the need most strongly associated 

with no show visits and thus, an important barrier in access to care.39

This study also adds to the literature by adjusting for multiple social needs in the 

same models, which allows us to identify which need has the strongest independent 

association with each outcome. For example, after adjusting for other needs, only healthcare 

transportation remained associated with diabetes, despite the fact that over half of the 

measured needs were associated with diabetes in models not accounting for other social 

needs. This suggests that healthcare transportation has the strongest independent relationship 

with diabetes and may be important to consider in addressing diabetes at the population­

level.
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Interactions by Age

Finally, the analysis identified significant interactions by age for the burden and types of 

social needs for selected conditions. There was a stronger association between the number of 

needs and specific needs and having diabetes and hypertension for younger adults. Multiple 

factors are possible explanations for the smaller effect size, including that social needs 

may play a larger role in hypertension and diabetes for younger adults than older adults 

or older adults may have access to more social programs and support than their younger 

counterparts. Additionally, this difference could be attributed to the fact that individuals 

in lower socioeconomic groups often have a lower life expectancy.40 Additional estimates 

found that younger adults with hypertension or diabetes may be of higher need or medically 

more complex than their counterparts without hypertension or diabetes than older adults, 

although additional research is needed. These findings may be used to inform care and 

interventions.

Limitations

This study is not without its limitations. First, the cross-sectional nature of the data prevents 

us from attributing causality though the stated goal of the project was not to elucidate 

causal relationships. While the study examines the relationship between social needs and 

chronic disease, it does not examine the specific mechanisms for the observed relationships. 

However, a previous analysis of screening data and no-show visits from the same health 

system identified challenges with healthcare transportation as the social need most strongly 

associated with no-shows.39 More specifically, patients that reported challenges with 

healthcare transportation had a 24.4% higher no-show proportion than those without. Future 

research should focus on exploring possible mechanisms for these associations, such as 

assessing how care and treatment varies by the presence of various social needs. Second, 

these data only include primary care patients, so findings may not be generalizable to those 

who do not seek care or receive care outside of primary care. However, the objective was 

to understand the association between needs and health outcomes for the clinical population 

as this is the population on which the health system would intervene. Similarly, these data 

only include patients who completed a screener, which may not be generalizable to the 

general patient population as clinics selected their target population. However, a previous 

analysis found similar patterns of social needs after accounting for predictors of completing 

the screener.27 Additionally, the screener relies on self-reporting, so results may be biased 

or underestimated if patients are unable or hesitant to answer accurately. However, from 

a pragmatic perspective, if interventions will be based on the results of such screening, 

this is the very data that should be used. In a previous analysis using screening data from 

the same health care system, the authors found that living in public housing and in higher 

poverty areas were significantly associated with the presence of social needs. Additionally, 

in weighted analyses that accounted for predictors of being screened, the proportion of 

patients with social needs, the ranking of individual social needs and the patterns for 

specific subgroups remained similar to the unweighted analyses.27 Finally, the study uses 

clinical data, which is prone to data entry errors and other forms of systematic and random 

measurement error.
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Conclusions

Screening for social needs in the primary care setting provides data that can be used to 

improve our understanding of how social needs impact health, which can inform mitigation 

strategies. Results indicate there is a positive and graded association between the burden of 

social needs and specific chronic conditions, although the association varies by condition 

and is strongest for behavioral risk factors and mental health. This finding suggests that 

mental health-related outcomes may be the most sensitive to the presence of needs, at least 

in the short term. Results also suggest that healthcare transportation challenges are more 

strongly associated with chronic conditions than others, highlighting the role of addressing 

healthcare transportation to prevent and manage chronic conditions. These findings suggest 

that health systems should consider the disparate impact that social needs have on managing 

chronic conditions and the practical implications for health care delivery, the design of 

interventions and the allocation of social service resources. Finally, while the findings of this 

study can be used to inform interventions and care delivery more broadly, they also support 

the utility of health systems collecting patient-level social needs data to understand their own 

patients’ needs.
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Highlights

• This study uses patient-level social needs screener data and clinical data.

• This study includes screener results from 33,550 adult primary care patients.

• We find a positive, graded association between social needs and chronic 

conditions.

• This association varies by condition but is strongest for mental health.

• Healthcare transportation needs are most strongly related to chronic 

conditions.
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Figure 1. 
Unadjusted and adjusteda prevalence ratio of outcomes by number of unmet needs among 

screened Montefiore patients, April 2018-December 2019

Figure reflects the unadjusted and adjusted prevalence ratios of selected chronic conditions 

by number of needs (no needs (referent; white circle); 1 need (white square); 2 needs (gray 

square); ≥3 needs (black square). Tests for trend used number of needs as a grouped linear 

variable.
aAdjusted for age, sex, race/ethnicity, preferred language, health insurance, block-group 

poverty and public housing status; bDefined as those reporting being a current smoker in 

latest smoking survey in 1 year prior to the screener; excludes 7.5% not surveyed; cDefined 

as those with a diagnosis for the following: F11.x–F16.x, F18.x, F19.x, Z71.5, Z72.2, F10, 

E52, G62.1, I42.6, K29.2, K70.0, K70.3, K70.9, T51.x, Z50.2, Z71.4, Z72.1 in two years 

prior to screener; dDefined as those with BMI≥30 kg/m2, based on latest BMI value in 1 
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year prior to screener; excludes 2.1% without BMI measurement; eDefined as those with 

I10.x diagnosis in two years prior to screener; fDefined as those with E10.X, E11.X, E12.X, 

E13.X, E14.X diagnosis codes in two years prior to screener; gDefined as those with J45.X 

diagnosis codes in two years prior to screener; hDefined as those with F20.4, F31.3–F31.5, 

F32.x, F33.x, F34.1, F41.X, F43.2 diagnosis codes in two years prior to screener; iDefined 

as those with a score ≥2, based on latest PHQ-2 score in 1 year prior to screener; excludes 

7.5% of sample not screened
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Figure 2: 
Adjusted prevalence ratio of outcomes by strongest social needs among screened Montefiore 

patients, April 2018-December 2019

Figure identifies the specific unmet that has the strongest fully-adjusted association with 

the identified chronic condition. Symbols in the figure indicate need type (healthcare 

transportation (black diamond); healthcare cost (white square); housing quality (white 

triangle); getting along (gray circle).
aAdjusted for age, sex, race/ethnicity, preferred language, health insurance, block-group 

poverty and public housing status; bDefined as any patient reporting being a current smoker 

in latest smoking survey in 1 year prior to the screener; excludes 7.5% not surveyed; 
cDefined as any patient with a diagnosis for the following: F11.x–F16.x, F18.x, F19.x, 

Z71.5, Z72.2, F10, E52, G62.1, I42.6, K29.2, K70.0, K70.3, K70.9, T51.x, Z50.2, Z71.4, 

Z72.1 in two years prior to screener; dDefined as BMI≥30 kg/m2, based on latest BMI 

value in 1 year prior to screener; excludes 2.1% without BMI measurement; eDefined as 

any patient with I10.x diagnosis in two years prior to screener; fDefined as any patient 

with E10.X, E11.X, E12.X, E13.X, E14.X diagnosis codes in two years prior to screener; 
gDefined as any patient with J45.X diagnosis codes in two years prior to screener; hDefined 

as any patient with F20.4, F31.3–F31.5, F32.x, F33.x, F34.1, F41.X, F43.2 diagnosis codes 

in two years prior to screener; iDefined as those with a score ≥2, based on latest PHQ-2 

score in 1 year prior to screener; excludes 7.5% of sample not screened
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Table 1.

SDH screening questions and variable names

SDH Screening Question Variable name % Positive

Are you worried that the place you are living now is making you sick? (has mold, bugs/rodents, water 
leaks, not enough heat) Housing quality 5.4

Are you worried that in the next 2 months, you may not have a safe or stable place to live? (eviction, 
being kicked out, homelessness) Housing instability 5.0

In the last 12 months, did you worry that your food could run out before you got money to buy more? Food insecurity 6.1

In the last 12 months, has lack of transportation kept you from medical appointments or getting your 
medications?

Healthcare 
transportation

5.1

In the last 12 months, did you have to skip buying medications or going to doctor’s appointments to 
save money? Healthcare cost 4.8

In the past 12 months, has the electric, gas, oil or water company threated to shut off services to your 
home? Utilities cost 2.7

Are you finding it hard to get along with a partner, spouse, or family members? Getting along 4.1

Do you need help getting child care or care for an elderly or sick adult? Care need 2.2

Do you need legal help? (child/family services, immigration, housing discrimination, domestic issues, 
etc.)? Legal 2.7

Does anyone in your life hurt you, threaten you, frighten you or make you feel unsafe? Interpersonal Violence 1.4
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Table 2.

Patient characteristics among screened Montefiore Patients, April 2018-December 2019

n % (95% CI)

Total 33,550 -

Age group

 18–39 11,076 33.0 (32.5, 0.3)

 40–49 4,656 13.9 (13.5, 0.1)

 50–59 5,961 17.8 (17.4, 0.2)

 60–69 5,814 17.3 (16.9, 0.2)

 ≥70 6,043 18.0 (17.6, 0.2)

Sex

 Male 11,827 35.3 (34.7, 0.4)

 Female 21,723 64.7 (64.2, 0.7)

Race/ethnicity

 Hispanic 13,784 52.8 (52.2, 0.5)

 Non-Hispanic black 9,692 37.2 (36.6, 0.4)

 Non-Hispanic white 1,753 6.7 (6.4, 0.1)

 Non-Hispanic Asian/Pacific

Islander 784 3.0 (2.8, 0.0)

 Other 73 0.3 (0.2, 0.0)

Missing 7,464 -

Preferred Language

 English 26,871 80.6 (80.2, 0.8)

 Spanish 5,739 17.2 (16.8, 0.2)

 Other 712 2.1 (2.0, 0.0)

Missing 228 -

Health Insurance

 Medicaid 11,126 35.1 (34.6, 0.4)

 Medicare 9,145 28.9 (28.4, 0.3)

 Commercial 11,413 36.0 (35.5, 0.4)

Missing 1,866 -

Block-group poverty, %

 Q1: 0–8.2% 6,517 20.2 (19.7, 0.2)

 Q2: 8.2%−17.2% 6,408 19.8 (19.4, 0.2)

 Q3: 17.2%−28.1% 6,456 20.0 (19.6, 0.2)

 Q4: 28.1%−39.8% 6,458 20.0 (19.6, 0.2)

 Q5: 39.8%−88.4% 6,459 20.0 (19.6, 0.2)

Missing 1,252 -

Public housing

 No 26,958 89.4 (89.0, 0.9)

 Yes 3,207 10.6 (10.3, 0.1)

 Outside of NYC/Missing 3,385 -
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