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More than just meds: National survey of
providers’ perceptions of patients’ social,
economic, environmental, and legal needs and
their effect on emergency department utilization
Lia Losonczy, MD, MPH; Dennis Hsieh, MD, JD; Chris Hahn, MD; Jahan Fahimi,
MD, MPH; Harrison Alter, MD, MS
Abstract
Introduction: Emergency departments (EDs) are
the safety net for millions of patients who need to
access care. Many of these patients have social
needs that may influence their healthcare.
Methods: We sought to understand ED
providers’ perceptions of health-related social issues
facing their patients by conducting an online survey
of emergency medicine physicians nationally.
Respondents ranked patients’ most common needs,
which needs affected healthcare use, and interest in
education on these needs. We also queried when
needs are assessed and reasons they are not.
Responses are reported as proportions, stratified by
training level and program type; the chi-square test
was used to assess differences between groups.
Results: We broadcast survey links to 168 US
emergency medicine training programs, receiving
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432 responses from 79 different institutions in 31
states; 45% of the respondents were residents and
49% attendings; 47% identified as academic, 28%
as county, 18% as community, and 7% as mixed.
Providers’ ranked factors that influenced ED visits;
naming lack of health insurance, homelessness, and
transportation problems as several of the top nonmedical needs they see in the ED. All respondents
replied that they care for patients with social needs;
all but two felt that social needs move patients to
return to the ED. While providers consistently ask
about social needs, for any specific social need the
number of doctors who routinely ask ranges from
61-100% depending on need. Reasons for not asking
included feeling unable to act, lack of time, and lack
of knowledge. Only a small minority felt that
addressing non-medical needs was not part of their
job or that needs were not relevant to patients’
health. Most providers (80%) would like more
resources and 70% reported they would attend
educational sessions if they were available. We
found no difference between attendings and
residents in interest in attending educational
sessions or in the percentage who ask about needs.
Providers from all types of institutions were equally
likely to believe social needs caused patients to
return and to ask about such needs.
Conclusions: This study highlights the fact that
emergency department providers around the country
see a large number of social needs. They identified
specific needs that increase the utilization of
healthcare services. These needs would more likely
be addressed if greater referral resources were
available.
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Introduction
In the US healthcare system, the emergency
department (ED) acts as the safety net for any
individual in need of care, regardless of insurance,
race, age, immigration status, or overall position in
society.
Although designed to provide acute medical
care, the ED – because of its ubiquity and unique
position within the healthcare system – is not only a
place where people can seek and receive medical
care, it also often provides food and shelter, if only
for the night. People present to the emergency
department with many complex needs reaching
beyond the acute medical complaint. In one study
31% of patients surveyed at an urban emergency
department reported 1 or more serious social
deprivations within the past year including eviction,
interruption of phone or electrical service, lack of
food, or crowded or unsafe housing.1
These myriad needs are not independent of
health. Insecure housing and/or lack of food and
other social needs can lead to decompensation of
chronic medical conditions and prompt more ED
visits.2,3 Helping patients navigate their healthrelated social needs may increase the health and
well being of the patient. This has been
demonstrated both for disease-specific outcomes,
such as hemoglobin A1c, and for general outcomes,
such as medical care utilization and general health
function.4
However, although emergency physicians (EPs)
serve as front line providers for many people coping
with the health consequences of social deprivation,
they receive minimal formal education in how to
address these complex needs.
To understand how ED providers experience
their patients’ health-related social needs, we
created a national survey of EPs. We sought to
characterize how often EPs see patients with such
needs, which needs they believe lead to frequent ED
use, and what providers actually do when they are
confronted by health-related social needs. We
sought to determine if interest or concern regarding
such needs varies by practice environment or by
career stage. We hoped to gauge whether EPs want
more education on social determinants of health and
probed into what barriers EPs perceive in addressing
these aspects of their patients’ care.
Methods
We developed a 40-item survey to measure
emergency physicians’ experience with their
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patients’ health-related social needs. To devise the
survey, a group of content experts from within our
department, including the investigators and
managers of the health-related social needs help
desk, gathered to specify those domains that were
essential to cover. These domains were formulated
into overlapping questions, and the resulting battery
was pilot-tested on three residents in our
department, who were naïve to our process. We
interviewed these subjects about the validity of the
items, modified the items based on their feedback,
and tested the revised instrument on three new naïve
residents. After the second revision, we deployed
the instrument electronically to surveymonkey.com,
a proprietary website that enables subscribers to
develop and distribute online surveys. (Full survey
available upon request.)
We sent solicitations to the Program Directors of
all ACGME-accredited Emergency Medicine residency training programs as identified through the
ERAS website. Program Directors received up to
three reminders to solicit their groups via the
Council of Residency Directors email listserv
between April and July 2013. The Program
Directors were asked to forward the survey to
faculty, fellows, and residents within their departments. Respondents qualified for a random drawing
for a gift card. This protocol was considered exempt
by the Institutional Review Board at Alameda
Health System.
The survey included questions relating to
respondent’s training program, level of training, and
the type of training program. The main body of the
survey focused on the provider’s perceptions of
three domains: (1) the frequency of non-medical
needs seen in the ED; (2) non-medical needs
causing return ED visits; (3) non-medical needs they
would want to learn more about. Responses were
measured using a modified Likert scale with five
potential answers, as well as by “check all that
apply” questions.
For the purposes of analysis, data were
subsequently recoded into dichotomous variables
with a separate categorization of “not applicable”
(when respondents felt the question was not
applicable to their practice). Missing data were
tabulated. No missing values were imputed. For the
purposes of analysis, missing data were assumed to
be non-differential with respect to covariates of
interest (level of training or program type).
Responses are reported as proportions, stratified
by training level and program type; a chi-square test
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was used to assess differences in groups. Data were
analyzed using Stata version 11 (StataCorp, College
Station, TX).
Results
Description of the Sample
We broadcast survey links to 168 US emergency
medicine training programs, receiving 432
responses from 79 different institutions in 31 states;
45% were residents and 49% attending physicians,
the remainder were fellows and mid level providers.
Of the residents, 19.1% were post-graduate year
(PGY) 1, 14.9% were PGY-2, 11.6% were PGY-3
and 3.1% were PGY-4. In describing their work
settings, 47% of respondents identified their training
programs as academic, 28% as county, 18% as
community, and 7% as mixed. (Table 1) It is
generally understood that academic programs are
tertiary/quaternary care centers, county programs
are set in safety-net and/or public facilities, and the
community programs make up the remainder.
Emergency Providers Perceptions of Social Factors
Respondents’ perceptions of which factors
influence visits can be found in Table 2. All subjects
replied that they see patients with social needs; all
but two felt that social needs move patients to return
to the ED. A lack of primary care, a lack of
insurance, and homelessness were the needs most
often cited to spur patients to return.
While the vast majority of providers ask about
social problems, there is variability in the degree to
which individual doctors query about specific
problems. While nearly all doctors ask about
whether the patient has a PCP, nearly 38% never ask
about access to food stamps (Table 2). Reasons for
not asking included feeling unable to act (54%), lack

of time (20%), and lack of knowledge (22%). Fewer
than 1% of respondents (4/432) replied that
addressing non-medical needs was not part of their
job or that such needs were not relevant to patients’
health. When respondents recognize social needs,
they refer to social work (77%), to outside agencies
(32%), and/or will try to solve these problems
themselves (27%).
Comparisons between respondents at different
levels of training and between respondents from
different training settings can be found in Table 3.
Both residents and attendings from all types of
institutions were equally likely to believe social
needs caused patients to return and to ask about such
needs. There was no difference between attendings
and residents in level of interest in attending
educational sessions regarding social needs; the
majority of both groups expressed interest in
receiving more education.
The frequency with which providers reported
asking about social needs was similar at community
and county hospitals (98% and 93%, respectively,
p=0.06), but providers in community hospitals were
more likely than providers in county hospitals to
report they do not ask about social needs (7.04% v
1.71%, p=0.02).
Discussion
In this survey of 432 Emergency Medicine
providers across a broad range of institutions, we
found that providers across all levels of training and
practice settings see patients with non-medical
needs and identify these needs as important factors
driving return ED visits as well as influencing
patients’ overall health.

Table 1: Characteristics of respondents and programs, n= 432
Provider Type
N, %
PGY year (N, %)
Program Type
Resident
222 (51%)
Academic
PGY-1
87 (19%)
County/Academic
PGY-2
68 (15%)
Community/Academic
PGY-3
53 (12%
County/Community/Academic
PGY-4
14 (3%)
Fellow
8 (2%)
Attending
199 (46%)
Midlevel (NP/PA)
3 (1%)
Total
432

N, %

201(44.1%)
123 (27.0%)
79 (17.3%)
29 (6.4%)

PGY = post-graduate year .NP/PA = nurse practitioner/physician’s assistant
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Table 2
Respondents’ perception of social needs
Social Need	
  

% of respondents reporting
frequent/very frequent need
among patients	
  

% of respondents never ask about
need	
  

No Primary Care Doctor	
  

86.0	
  

0.2	
  

Specialty Care	
  

86.0	
  

0.4	
  

Dental Care	
  

85.3	
  

0.9	
  

No Insurance	
  

84.2	
  

1.1	
  

Transportation	
  

82.0	
  

2.0	
  

Homelessness	
  

81.6	
  

0.9	
  

Mental Healthcare	
  

81.6	
  

0.4	
  

Caring for other	
  

81.6	
  

2.4	
  

Substance/Alcohol Abuse
Treatment	
  

80.0	
  

1.8	
  

Victim of Crime	
  

79.2	
  

1.3	
  

Unemployment	
  

77.2	
  

6.0	
  

Inadequate Insurance	
  

75.4	
  

5.7	
  

Domestic Violence	
  

70.4	
  

1.3	
  

Disability Benefits	
  

69.3	
  

11.6	
  

Housing Conditions	
  

67.8	
  

11.4	
  

Caring for Child	
  

66.9	
  

8.8	
  

Income Support	
  

66.2	
  

15.6	
  

Problems at Job	
  

64.9	
  

12.7	
  

Rehabilitation	
  

63.0	
  

13.6	
  

No Healthy Food	
  

61.4	
  

18.6	
  

Not Enough Food	
  

55.3	
  

10.8	
  

Utilities	
  

43.0	
  

35.1	
  

Immigration	
  

42.8	
  

20.2	
  

Debt/Bankrupcy	
  

41.5	
  

34.2	
  

Tickets/Warrants	
  

35.5	
  

38.6	
  

Food Stamps	
  

36.0	
  

37.7	
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Table 3
Stratification of responses by level of training and program type
% responding yes
Residents

Attendings

p-value

95.7

94.8

0.695

99.5

99.5

0.925

70.1

74.8

0.704

Do you ask about
patients’ social needs?
Do social needs cause
patients to return to the
ED?
Would you be interested
in attending educational
sessions regarding social
needs?

% responding yes

Do you ask about
patients’ social needs?
Do social needs cause
patients to return to the
ED?

Academic

County/
Academic

Community/
Academic

County/
Community/
Academic

p-value

79.3

95.0

72.2

88.9

0.087

99.5

100.0

98.6

100.0

0.589

Despite recognizing non-medical needs as
relevant to their clinical practice, patient well-being,
and healthcare utilization, respondents do not
always ask about these needs. Respondents also
often feel incapable of addressing these needs once
identified. We speculate that this discrepancy
between the recognized importance of non-medical
needs and the common perception of being unable
to intervene adequately is why the majority of
respondents have an interest in more training
regarding social needs.
Historically, work with the poor and disadvantaged has always been part of the emergency
medicine mission. Emergency medicine was
established philosophically as a specialty that cares
for all people regardless of ability to pay.5 In
addition, high-risk social behaviors known to affect
health (smoking, problem drinking, domestic
violence, high-risk sexual behavior, drug use) are
common among ED patients.6.7 Our survey strongly
suggests that a socially-oriented view of healthcare
lives on in contemporary emergency physicians
(EPs), as all respondents in our sample recognize
caring for patients with non-medical needs, and
more than 99% report that addressing non-medical
needs is part of their job and relevant to their
patients’ health.
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Respondents in our sample also recognize nonmedical issues as important factors causing return
ED visits and increasing healthcare costs. Studies
have shown that many non-medical needs affect
health and healthcare utilization.8 For example,
heavy drinkers visit doctors more frequently, have
more recurrent illnesses, take more sick days, and
are hospitalized more often than occasional
drinkers.9 Structured interviews of 193 homeless
people in an urban ED found that nearly 1 in 3 had
come to the ED because of safety concerns, hunger,
or lack of shelter.3 In addition, it has also been
shown that addressing social needs such as lack of
shelter, substance/alcohol abuse, lack of health
insurance, lack of social security income support,
unmet basic financial needs, and mental health can
reduce healthcare use and cost.10,11
A recent finding from Oregon’s Medicaid
experiment,12 suggesting that ED use increased with
the provision of healthcare coverage, can be viewed
as paradoxically supporting the relationship between
health-related social needs and ED use. Many of
these patients, despite gaining insurance, may still
be saddled with other burdens of poverty and its
attendant health effects. Newly insured, but without
a usual source of care, they arrived at the ED in

- 26 -

Volume 9, Number 1, February 2015

greater numbers and likely brought their social
needs with them.
Despite recognizing the importance of nonmedical needs, respondents do not consistently
address these needs, pointing to lack of time or
knowledge. Similar constraints were found to be
barriers to intimate partner violence screening,13
which has now become a universal recommendation
for women of childbearing age as per the U.S.
Preventive Services Task Force (USPSTF).14 In fact,
despite relatively high prevalence of non-medical
issues in ED patient populations, physicians
infrequently identify and refer appropriately for
many social needs and risky behaviors.7 The ED
visit may be the only time many of these patients
have contact with the medical or welfare system1
and providers should be encouraged – and trained –
to take advantage of these opportunities. Further
highlighting the importance of the ED in screening,
patients may be willing to disclose highly sensitive
information when the right tools are in place.15
Our findings suggest that ED providers want to
improve their ability to address non-medical needs.
Over 70% of residents and attendings in our sample
want more resources and would attend educational
sessions. Several interventions have been described
to improve social needs screening and intervention
in the ED, including private computer-based
screening in the waiting room,14 comprehensive
clinical management programs,11 and medical-legal
partnerships (MLP).16,17 MLPs are an integrated
team of healthcare and legal partners that aim to
“identify, address and prevent health-harming legal
needs for patients, clinics and populations”; they
have been established in at least 231 healthcare
institutions in 34 states.17 MLP’s in particular may
represent an effective way to bridge the gap between
provider desire to address social needs and their
perceived inability to do so.18 At Highland
Hospital/Alameda Health System in Oakland, CA,
providers can refer patients to the Highland Health
Advocates help desk, where a college undergraduate
volunteer can assist them with a wide range of social
needs and can access social work and/or legal
services for needs that require higher levels of
expertise, such as help for those facing eviction or
deportation.19 The availability of such resources
may increase the likelihood that ED providers will
address important social needs, by providing an
efficient option to access assistance.
Another option for addressing these deficiencies
of knowledge and skill would be to establish formal
Social Medicine (http://www.socialmedicine.info)

education in social emergency medicine as a
standard part of the emergency medicine residency
curricula. A large body of literature decisively
demonstrates that non-medical needs predict health
outcomes and that these social determinants of
health often interlace with the medical care system
in the emergency department. Our survey adds that
ED providers feel inadequately trained and they
want more education in how to address social needs.
Our study has several limitations. Most
important to widespread inference from our findings
is the lack of certainty regarding the denominator. By using the CORD listserv, we gained
access to a rich source of subjects, but the actual
population we sampled was determined by the
extent to which listserv members disseminated the
survey link. Nevertheless, we sampled a large
number of emergency physicians, building a
compelling if not comprehensive view of this
landscape. A subsidiary limitation of this study is
that we surveyed providers from academic/training
programs where residents/fellows are in the midst of
their training and attendings traditionally highly
value education. Their views on seeking more
information on addressing social needs in particular
may not reflect the general EP population. Any
training however, would be precisely for providers
in emergency medicine residency programs, at least
in its earlier phases.
Our results appear to call for formal social
emergency medicine. Currently, no formal social
medicine training currently exists to our knowledge
in an emergency medicine residency, though
potential curricula could be modeled after social
medicine fellowships in Emergency Medicine,20
Internal Medicine or Preventive Medicine
Residencies.21
ED providers commonly see patients with nonmedical needs and view these needs as factors
driving repeat ED visits. Although they perceive
addressing social needs as part of their job, ED
providers inconsistently ask about social needs
because of lack of knowledge, time, or a perceived
inability to intervene. There was no significant
difference in responses regarding non-medical needs
between ED providers regardless of training levels
or practice settings. ED providers want more
education in how to address non-medical needs. We
believe that it is imperative to address these needs
through social and political advocacy to better care
for our patients.
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