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Strong and consistent evidence has demonstrated that social 
determinants of health (SDH)—including socioeconomic 
factors related to the availability of food, transportation, and 
housing—are associated with health and wellbeing.1-12 These 
associations have led to new “social care” practices and 
payment models that incentivize intervening on social 
adversity in the context of clinical care with the goal of 
improving health outcomes, reducing health spending, and 
achieving health equity.13,14 Health care-based social care 
practices are diverse and include initiatives to surface 
patients’ social needs and to intervene using referrals to 
community and government-based programs; some of these 
interventions have been shown to contribute to improved 
health and reduced health care costs.15-19 

Despite growing investment from the health care sector in 
social care initiatives, little information has been compiled 
about health care providers’ perceptions of both the need for 
and capacity to implement screening and referral programs. 
In an era of increasing documentation demands, time 
pressures, and provider burnout, understanding the provider 
impacts of these activities is foundational to program 
implementation and sustainability and should be weighed 
alongside other elements of the Quadruple Aim.20 See Figure 
1. 

We conducted a scoping review exploring research on health 
care providers’ knowledge, attitudes and beliefs, and 
behaviors (KABB) about socioeconomic risk screening and 
referral programs. Our aim was to surface both evidence 
and outstanding evidence gaps in this area.  

Introduction 

What is the Quadruple Aim? The Quadruple Aim is an extension 
of the original “Triple Aim” framework for health care transforma-
tion developed by the Institute of Healthcare improvement. The 
Quadruple Aim incorporates improving the work life of health care 
providers (including clinicians and staff) as a fourth aim that 
complements the original model’s vision of improving patients’ 
experience of care; advancing the health of populations; and 
reducing per capita costs of health care. 

Source: 
Berwick DM, Nolan TW, Whittington J. The triple aim: care, health, and cost. Health Aff 
(Millwood). 2008 May-Jun;27(3):759-69. doi: 10.1377/hlthaff.27.3.759. PMID: 18474969. 

Bodenheimer T, Sinsky C. From triple to quadruple aim: Care of the patient requires care of the 
provider. Ann Fam Med. 2014;12(6):573 LP - 576. doi: 10.1370/afm.1713 

Figure adapted from: Willis L, Mital R, Stell P, Sharma R. Discussion: physican-led wellness 
plan beating burnout. American Association for Physical Leadership. September 6, 2017. 
Accessed August 13, 2021. https://www.physicanleaders.org/news.discussion-physi-
cian-led-wellness-plan-beating-burnout 

Figure 1: Quadruple Aim 
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https://www.healthaffairs.org/doi/10.1377/hlthaff.27.3.759
https://www.annfammed.org/content/12/6/573.abstract
https://www.physicianleaders.org/news/discussion-physician-led-wellness-plan-beating-burnout
https://www.physicianleaders.org/news/discussion-physician-led-wellness-plan-beating-burnout
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Methods 

The complete search strategy for all databases is available in an associated academic publication. In brief, we developed a search 
strategy in PubMed that we then adapted to three other online databases (Embase, Web of Science, and PsycINFO). The search 
strategy was peer reviewed by a librarian using the Peer Review of Electronic Search Strategies (PRESS) guidelines.21 In addition to 
these academic databases, we searched the SIREN Evidence and Resource Library using the pre-set filter “provider outcome.” 
Searches were designed to capture articles published through June 15, 2019. 

Concepts                                                 Search Terms 

Social Determinants of Health social determinants of health, social hardship, social needs, 
unmet needs, nonmedical needs, psychosocial problems, 
food insecurity, food security, homeless, homelessness, housing, 
transportation, legal services, legal needs, childcare, employment, 
unemployment, poverty, literacy, reading, GED, English as a 
second language, incarceration, social isolation 

Provider Type clinician, physician, provider, resident, intern, medical student, 
staff, nurse, medical assistant, medical director, 
community health worker, social worker, navigator, advocate, 
primary care, urgent care, emergency department 

Intervention screen, screening, intervention, need assessment 

Attitudes attitude, perception, belief, knowledge, comfort, 
competence, behavior, opinion, burnout, satisfaction, 
experience, experience of care, provider patient relationship 

Table 1: Search Strategy Terms 

++ 

++ 
++

https://sirenetwork.ucsf.edu/tools-resources/resources/provider-impacts-socioeconomic-risk-screening-and-referral-programs
https://sirenetwork.ucsf.edu/tools/evidence-library
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Methods 

Study Inclusion and Exclusion Criteria 

Inclusion Criteria 

We included in this review studies 
that examined health care 

providers’ (e.g. physicians, nurses, 
medical staff, community health 

workers) skills, knowledge, 
attitudes and beliefs, or behaviors 
around identifying or addressing 

patients’ socioeconomic risk 
factors (e.g. food, housing, or 

transportation insecurity) in health 
care delivery settings. 

Exclusion Criteria 

We excluded studies that did not 
take place in a clinical setting 
based in the US; focused on 
adverse childhood events or 

interpersonal violence without 
referencing other socioeconomic 

risk factors; were not primary 
research; were not peer reviewed; 

and manuscripts that were not 
available in English. 

Two reviewers independently completed initial reviews of 
study titles and abstracts to determine if they met inclusion 
criteria for full-text review. At least two authors from the 
review team then reviewed the full texts of each article for 
inclusion in this analysis and extracted relevant information 
into a standardized data extraction form cataloging the 
characteristics presented below. 

1. Study setting 

2. Study type and methodology 

3. Characteristics of the intervention
    (e.g., intervention type, duration,    
    and outcome measures) 

4. Study population (provider type) 

5. Socioeconomic risk factor focus 

6. Provider outcomes 

Information Extracted from Included Studies 
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The search identified 14,742 unique articles, 14,372 of which were excluded based on title and abstract review, resulting in 370 articles 
for full-text review. Fifteen additional studies were identified through searches of the SIREN database. Of these, 53 met inclusion 
criteria and were included in this analysis. See Figure 2. 

Figure 2: Flowchart of Studies Identified and Included in Scoping Review 

Results 

385 full-text articles reviewed 
for inclusion in scoping review 

14,742 unique articles identified 
through database searching 

14,372 excluded based on 
 review of title and abstract 

15 unique articles 
identified through 
search of SIREN 

database 

53 articles included in final 
analysis 

322 articles excluded by 
full text 

• Not US (60) 
• Not English (3) 
• Not primary research (25) 
• Study unrelated to social 

risks/needs (14) 
• Not related to social risks/ 

needs in clinical care (8) 
• No provider impacts (32) 
• Not peer reviewed (66) 
• Interpersonal violence (124) 

STUDIES IDENTIFIED IN REVIEW 
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Studies fell into two groups: 36 intervention-related studies assessed providers’ knowledge, attitudes and beliefs, and behaviors (KABB) 
in the context of a screening and referral program,22-57 13 of these included substantial provider-focused education and training 
components; 27-29, 33-35,39-44,54 another 17 non-intervention studies presented findings from surveys, interviews, and focus groups 
exploring providers’ KABB around addressing patients’ socioeconomic needs in clinical settings.58-74 

Results 

53 
Eligible Studies 

36 
Intervention-

Related Studies 

17 
Non-Intervention 

Studies 

23 
Screening 

Intervention 
Studies 

13 
Provider Training 

and Education 
Studies 

Figure 3: Types of Studies Assessing Providers’ Knowledge, Attitudes and Beliefs, and Behaviors 

TYPES OF STUDIES 
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Nearly all studies examined providers’ knowledge, attitudes and beliefs, and behaviors (KABB) related to multi-domain socioeconomic risk 
screening and referral initiatives, though some focused more narrowly on only one social need, e.g., food security. Thirty studies (56%) 
assessed KABB of physicians who had completed medical school and residency training; 21 (40%) included residents; 16 (30%) included 
RNs and/or NPs; 6 (11%) included medical students. The majority of studies were based in primary care settings (31; 59%). Sample sizes 
ranged widely across included studies (n=6 to n=1298). Differences in methods, types of interventions, settings, populations, and targeted 
social and economic risks across the included studies limited study comparisons. Study characteristics are summarized in Table 2. 

Results 

Study Design Study Setting Target Social Need Targeted Providers 

Intervention Studies 
• Randomized Controlled 

Trial22-24 

• Quasi-experimental with 
comparison group25-29,40,41 

• Quasi-experimental without 
comparison group30-39,42-57 

Non-Intervention Studies 
• Cross-sectional surveys, 

interviews and focus 
groups58-74 

Primary Care 
• Adult22,25,32,49,66

• Pediatric23,24,29,31,36,37,40,41,50,53, 

55,67,69-71,73 

• Mixed/unknown30,39,48,51,57,58, 

62,65,68,74 

Inpatient 
• Adult38,45 

• Pediatric26,30,47 

Emergency Department46,60,64 

Medical School28,33,34,44 

Multiple Settings/Other27,35,42, 

43,52,56,59,61,63,72 

Multiple Social Determinants 
of Health23-30,33-37,40,41,43, 48,51,53,56-

60,62-65,70-74 

Food Insecurity31,42,49,50,55,66,67,69 

Health Literacy22,38,39,44,45,54,68 

Housing32,46 

Legal Services47,52 

Environment61 

Physicians22,25,30-32,36,42,47-51,53, 

55-67,69,72-74 

Resident Physicians22-24,26,27, 

29,36-43,48,52,55,60,63,70,71 

Nurses45-47,50,52,54,57,64,72 

Nurse Practitioners32,36,49,50,66-68 

Social Workers46,47,49,72 

Community Health Workers/ 
Community Resource 
Specialists30,34 

Medical Students28,33-35,42,44 

Pharmacists72 

Other Clinic Staff30,31,52,56,57,60,64, 

66 

Table 2: Study Characteristics 

STUDY CHARACTERISTICS 
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Key Findings 

PROVIDER KNOWLEDGE KEY FINDINGS 
• Providers reported lack of information about how 

to address patients’ needs. Across both interven-
tion-related and non-intervention studies, providers 
reported gaps in knowledge about available social 
services.40,52,53,56,61,66 

• Education and training about screening and 
referral programs improve providers’ 
knowledge. Most studies that incorporated provider 
education and training components documented 
resulting improvements in provider knowledge about 
identifying and addressing needs in clinical care 
settings. 24,27,40-43 

Measures of Provider Knowledge 
• Awareness of patients’ social needs or prevalence of 

needs 22,29,32,35,38,39,41,44,56,67,69,72 

• Awareness of health impacts of social needs33,38,42, 60,65,68 

• Awareness of resources/referrals24,27,40-43,52-54, 56,61,66,69,72 

Twenty-six studies (49%) assessed provider knowledge 
about identifying and addressing patients’ social needs 
in clinical settings. Measures used to assess provider 
knowledge and key findings from these papers are 
described below. 
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Key Findings 

PROVIDER ATTITUDES 
& BELIEFS 

Measures of Provider Attitudes & Beliefs 
• Perceptions of links between social conditions and 

health27,28,32,41,42,58,59,62,64,70,72-74 

• Acceptability of social care programs22,23,30,45-50 

53,55,64,66,67,69,72 

• Opinions about provider role in social care 
programs32,40,42,48,49,56,58-60,64,67,69,70,72 

• Provider comfort identifying/addressing social 
need(s)23,29,34,36,40,42,58,61-65,67,71-74 

• Effects of social care programs on provider-patient 
relationship31,33,49-53, 56,67,69,72 

• Perceptions of implementation barriers29-32,36,40,49-53, 55-61, 

63,66,67,69,72 

KEY FINDINGS 

Forty-two studies (79%) assessed providers’ attitudes 
and beliefs about identifying and addressing patients’ 
social needs in clinical settings. Measures used to 
assess provider attitudes and beliefs and key findings 
from these papers are described below. 

• Most participating providers believe that patients’ 
life circumstances significantly impact health. 27,42,58-

60,64-67,69,70 

• Screening for social and economic risks in health 
care settings is acceptable to providers. Although 
most providers find screening patients for socioeco-
nomic risks to be an acceptable health care practice 
and are willing to conduct screenings,59,64,66,67,69,70,72,73 

provider comfort and confidence with screening 
practices varied. 36,40,61,64,65 

• Intervening to address patients’ social and 
economic needs is within providers’ individual and/ 
or collective scope of practice. Beyond screening, 
providers agree that related interventions are within 
their individual and/or collective scope of 
practice.40,42,56,58-60,64,67,70,72 

• Organizational capacity to address patients’ social 
and economic needs may improve job satisfaction. 
Three studies reported positive associations between 
a clinical setting’s ability to address patients’ socioeco-
nomic needs and providers’ job satisfaction, including 
feelings of burnout, and perceptions of health care 
quality.58,62,74 

• Program participation improves provider attitudes 
toward social care interventions and reduces 
perceived implementation barriers.29,36,40,42,48,50,52,53 



14 

Measures of Provider Behaviors 
• Social risk screening rates/activities23,24,26,29,31,32, 

36,40-43,45,48,50,52,53,60,61,65-73 

• Referral activities23,42,43,52,60,65 

• Clinical care adjustment activities22,26,29,39,51,54,56,63,72 

• Documentation of social needs/referrals37,55,65 

• Time spent on intervention23,36,71 

• Provider productivity25 

PROVIDER BEHAVIORS 

Key Findings 

KEY FINDINGS 
• Providers report screening for a wide range of 

social and economic needs. 

• Screening frequency, tools, and approaches vary 
across studies. In some cases, screening targets a 
specific population (e.g., patients with diabetes) while 
in other cases, providers screen in response to 
patient-specific factors (e.g. co-morbid conditions) 
identified only in the context of clinical encounters.66,67 

• Provider characteristics & practice settings 
influence screening and referral behaviors. 
Providers screen and make related social care 
referrals more frequently in clinical settings where 
staff are available to connect patients with community 
resources versus in settings with no or limited on-site 
social care staff.71,73 

• Pre/post studies show program exposure 
increases provider screening rates. All studies 
assessing screening rates before and after the 
implementation of a screening and referral program 
showed statistically significant increases in screening 
behaviors in at least one SDH domain.23,24,26,29,32,36,37,42, 

43,53 

Thirty-five studies (66%) described provider behaviors 
related to identifying and addressing patients’ social 
needs in clinical settings. Measures used to assess 
provider behaviors and key findings from these papers 
are described below. 
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No Change with Exposure 

PROVIDER CONCERNS ABOUT SOCIAL RISK 
SCREENING AND REFERRAL PROGRAMS 

Key Findings 

Figure 4: Effects of Program Exposure on Provider Concerns 

Discomfort with Screening 
Participation in a screening and referral program improved 
provider comfort with social risk screening in 4 education 
and training intervention studies.29,40,42,43 

Providers frequently reported that time & workflow were not 
burdensome, less than anticipated, or worth the time following 
SDH program participation.23,29,30,36,48-50,53,55,57 

Providers indicated that screening for social risks enhanced 
their relationship with patients or had no negative 
 impact.30,49-52 

Provider confidence in addressing patient needs increased 
following SDH program exposure in 3 studies,36,40,43 but overall 
provider concerns around the ability to provide adequate 
resources to address identified needs persisted. 31,32,49-51,53,56 

Initial Concern Concerns After Program Exposure 

Approximately half of the included studies highlighted providers’ concerns about the potential negative consequences of program 
implementation. Providers’ concerns included: 

•  Discomfort with socioeconomic risk screening;40,58,61,67,69 

•  Insufficient time and workflow disruption;29,31,32,36,40,53,56,57,59,60,63,66,67,69,72 

•  Patient discomfort and negative impact on the patient-provider relationship;30,31,50,52,53,55,57,67,69,72 

•  Insufficient knowledge and resources to adequately address screening results.31,32,40,49-51,53,56,58-61,63,66,67,69,72,73 

In several intervention studies, many provider concerns abated following program exposure. See Figure 4. 

Time & Workflow 

Patient Provider Relationship
 & Trust 

Ability to Address 
 Patient Needs 

Change with Exposure 
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FACTORS THAT INFLUENCE PROVIDER ATTITUDES 

Key Findings 

Several studies found that individual-level provider 
characteristics such as discipline (e.g. primary care 
vs specialist), role (e.g. physician vs non physician), 
racial/ethnic identity, and gender were associated 
with different attitudes about screening and referral 
programs. 

• Primary care physicians (PCPs) were more likely 
than specialists to think that the benefits of collecting 
patients’ socioeconomic risk information outweighed 
negative consequences, though all physician groups 
reported that lack of clinic and health system 
infrastructure was the primary barrier to program 
adoption. 

• Non-minority physicians and specialists were more 
likely than minority physicians and PCPs to be 
concerned about what to do with socioeconomic risk 
data once collected. Minority physicians and PCPs 
were more likely to be concerned about liability related 
to not addressing identified risks. 

• Female physicians were more likely than other 
physician groups to think it was appropriate to include 
socioeconomic data in electronic health records. 

• While overall 54% of physicians reported believing 
that PCPs should be primarily responsible for manag-
ing socioeconomic risk factors, more specialists than 
PCPs agreed with this approach. 

• Four studies found that providers wanted ancillary 
clinical staff to support socioeconomic risk screening and 
referrals.22,48,53,66 

• One large study (n=258) reported that 94% of 
clinicians thought social workers should conduct 
socioeconomic risk screening.72 

• A study with pediatric emergency medicine providers 
(n=114) found that a higher percentage of nursing staff 
(58.1%) than physicians (28.2%) preferred screening to 
be conducted by physicians.64 

In one study of 240 faculty physicians:59 

Other studies also surfaced contrasting 
attitudes, particularly related to workforce 
for social care: 
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Summary & Conclusion 

The purpose of this scoping review was to explore the research on health care providers’ knowledge, attitudes and beliefs, 
and behaviors (KABB) about screening and referral programs. We found a diverse group of studies exploring providers’ 
KABB related to socioeconomic risk screening and referral programs in clinical settings. Key findings relevant to implementa-
tion and sustainability of social care programs include: 

• Participating in social care interventions reduces perceived implementation barriers.

• Providers generally believe screening and intervening on patients’ socioeconomic risk factors is acceptable and 
within their scope of practice. 

•  Participating in social care interventions reduces perceived implementation barriers. 

       ◦ Providers exposed to socioeconomic screening and referral programs reported fewer concerns about the    
potential negative consequences of program implementation. Program exposure improved patient-provider    

           relationships; increased provider comfort with screening and referral practices; and resulted in fewer 
           provider concerns about clinic workflow disruption.
       ◦ Provider concerns regarding the capacity to adequately address patients’ socioeconomic needs persisted even 

after program exposure. Future work in this area should clarify both patient and provider expectations about 
addressing patients’ socioeconomic needs. 

• Provider education and training initiatives can positively impact provider behaviors and attitudes. Characterizing 
core training components and assessing more longitudinal outcomes are important areas for future research. 

• The majority of education and training related studies identified in this review focused on physicians or physician 
trainees.27-29,33,40-44 In future studies, more attention should focus on meeting the training needs of a more diverse 
workforce.  
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Summary & Conclusion 

LIMITATIONS OF THIS SCOPING REVIEW 

• This review was limited to provider perspectives on screening and referral programs 
related to individual socioeconomic risks, excluding studies of health care activities 
that might address other social and structural determinants of health and equity, 
including racism. 

• We excluded studies that did not refer to provider outcomes in the abstract. We may 
have therefore inadvertently excluded relevant studies that assessed provider 
outcomes, but did not include those outcomes in the abstract. 

• The heterogeneity of studies—including different types of socioeconomic risk 
screening conducted—and lack of standardizedoutcome measures limited our ability 
to draw comparisons across studies. 

• Many studies in this review were based on nonexperimental designs. 
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