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Focus groups reveal how threat
vigilance hinders social needs
screening and referrals in the
emergency department

Sara G. Bybee'*, Natalie J. Tedford?®, Ernest G. Grigorian?,
Brenda Luther?, Jia-Wen Guo?, Bob Wong?, Lisa Diamond?® and
Andrea S. Wallace!

!College of Nursing, University of Utah, Salt Lake City, UT, United States, 2Primary Children’s Hospital,
University of Utah Health, Salt Lake City, UT, United States, *Department of Psychology, University of
Utah, Salt Lake City, UT, United States

Introduction: Screening for unmet social needs (such as food or housing insecurity)
in healthcare settings has the potential to promote patient health by connecting
them with needed resources, but many patients decline to complete screening
instruments. The purpose of this paper was to identify the barriers and facilitators
of patient participation in social needs screening.

Methods: Between December 2022 and March 2023, we conducted four virtual
focus groups with community-dwelling adults regarding social needs screening
questions. Our sample included 32 adults (10 English-speaking and 22 Spanish-
speaking). Based on current theoretical models of human threat vigilance, we
coded participant speech into two broad categories: social threat (such as
vulnerability, exclusion, and aggression) and social safety (such as helpfulness,
inclusivity, and predictability). NVivo software was used to conduct qualitative
analysis between May and December 2023.

Results: Participants discussed social threats seven times more often than
they discussed social safety, and all of these social threats were expectations
(rather than experiences). In contrast, communication surrounding social safety
centered on previous positive experiences, rather than expectations.

Discussion: These results align with the notion that human brains maintain a default
state of threat vigilance until cues of safety and inclusion are detected. Accordingly,
the only way to increase screening rates is to “head off” patients’ automatic
threat vigilance with clear and concrete communication of social safety, before
they are even given a screening instrument. These findings can assist healthcare
organizations in developing “safety first” communication practices and screening
protocols that can enhance screening and rates of successful follow-up.

KEYWORDS

social determinants of health, social needs, safety, threat vigilance, screening, social
services

Introduction

The role that social factors play in influencing health is commonly recognized. The WHO
reports that social determinants of health (SDOH)—the conditions in which people are born,
grow, work, live, and age—account for up to 55% of health outcomes (World Health
Organization, n.d.). Other research suggests that SDOH may account for up to 85% of health
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outcomes (Hood et al,, 2016). To facilitate the positive influence of
SDOH on health and ultimately improve population health, healthcare
organizations have begun integrating social needs screening and
resource referrals into routine care (National Academies of Sciences,
Engineering, and Medicine, 2019). Screening for unmet social needs
and addressing those needs can potentially prevent adverse health
outcomes. Despite this integration, many individuals decline to
complete social needs screening and or decline outreach by resource
navigators (Kulie et al., 2021; Schickedanz et al., 2019; Wallace et al.,
2020). To improve the screening process to capture a broader swath of
the population, we need to understand why some patients
decline screening.

Our previous research shows the sizeable gaps in our screening
processes: We developed and validated SINCERE, a 10-item social needs
screening instrument (Wallace et al., 2020; Wallace et al., 2021; Guo et al.,,
2022). This instrument asks participants if they have experienced the
following unmet social needs in the past month: transportation, medical
expenses, medication expenses, food, material goods, utilities, rent/
mortgage, housing, employment, and childcare/eldercare. Between
January 2019 and February 2020, we approached 4,608 individuals in a
Level I Trauma Center Emergency Department (ED) in the Intermountain
West to conduct social needs screening using SINCERE (Wallace et al.,
2021). Of the 4,608 approached, 1787 (38%) declined the screening. Of
those screened, 47% reported at least one unmet social need. Among
these 1,324 patients, only 453 (34%) agreed to be contacted with
community resource referrals after discharge, and only 21% were
contacted. Hence, a screening process applied to 4,608 patients yielded
only 95 “hits,” in which unmet needs were identified and responded to—
representing only 2% of the patients approached (additional details
published elsewhere) (Wallace et al., 2021). We need to retain more
patients in all phases of the screening process to adequately address social
determinants of health (Wallace et al., 2021; Husk et al., 2020). The
purpose of this follow-up study was to identify specific factors impeding
or facilitating social needs screening and referral processes. Gaining an
improved understanding of individuals’ hesitancy to respond to social
needs screening questions or to decline outreach by an information
specialist can improve the screening process to successfully address
patients’ needs.

Theoretical framework

This study takes a phenomenological approach, rooted in the
constructivist research paradigm, as we were interested in understanding
participants’ lived experiences of social needs screening and referral
processes (Pilarska, 2021). Our study is grounded in two related
theoretical models within health psychology, specifically the Generalized
Unsafety Theory of Stress (GUTS) (Brosschot et al., 2018) and Social
Safety Theory (Slavich, 2020), both of which align with constructivist
views that “social and cultural realities to be investigated are subjective””
(Pilarska, 2021) GUTS theory posits that chronic threat vigilance is the
baseline state for the human nervous system because humans evolved in
dangerous and uncertain environments, in which it was adaptive to
maintain a default state of wariness. According to GUTS, automatic threat
vigilance is only disengaged by unmistakable safety cues. Slavich’s Social
Safety Theory expands these insights by showing that the most important
safety cues are social. Humans are a social species deeply dependent on
the group for survival and therefore need social inclusion and protection
to feel safe and secure. Accordingly, the most powerful “off switch” for
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chronic threat vigilance communication and interaction with a warm,
affirmative, and protective human being.

Two major insights about healthcare screening derive from these
models: First, patients in healthcare settings are likely to occupy a threat-
vigilant state, given that these settings provoke feelings of vulnerability
and uncertainty. Thus, patients may have negative and threatening
expectations of screening before even knowing the screening questions
or how the process might help them. Essentially, patients already
experience heightened defensiveness when the healthcare screener
approaches them. This leads us to expect that the most common reasons
for declining the screening process and or outreach are expectations of
social threats, such as rejection, abandonment, and judgment (as
opposed to disinterest or a lack of time). The second major insight is that
interpersonal cues of safety from the screener, such as warmth, empathy;,
and responsive communication, can play a primary role in disengaging
patients’ chronic threat vigilance and motivating their engagement in
screening and referral processes. GUTS and Social Safety Theory
indicate that humans do not need clear evidence to feel threatened.
Rather, social fear is part of the brain’s default response to uncertainty.
When patients have a warm, affirming, authentic, and respectful
interaction with a screener, it should cue the nervous system to “call off
the guard dogs,” making patients more likely to engage. By examining
participant responses through the framework of Social Safety and GUTS
theories, our findings can directly inform efforts to create communication
and social-needs screening processes that successfully capture patients
with the greatest needs.

Materials and methods
Study sample

Participants included 10 English- and 22 Spanish-speaking
community-dwelling individuals, recruited via word-of-mouth, flyers,
and snowball sampling by the University of Utah Clinical and
Translational Science Institute’s (CTSI) Community Collaboration
and Engagement Team (CCET). Focus group size followed best
practices for conducting focus groups in qualitative research which
suggest a sample of between seven and 12 participants per group
(Marshall and Rossman, 2014). Participants were consecutively
grouped into four focus groups, which were conducted between
December 2022 and March 2023. The focus group in English
contained eight participants, and the remaining three in Spanish had
eight, nine, and nine participants, respectively.

CCET sent potential participants a screening questionnaire to verify
their eligibility. As the study team wanted to obtain information from
individuals representing the “typical users” of the SINCERE screening
tool—which was designed for implementation in medical settings—
participants were eligible if they were over 18 years of age, English or
Spanish speaking, and had a healthcare visit for themselves or their child
in the past year. Focus groups were facilitated by CCET staff, who are
bilingual and bicultural. The research team had no prior relationship with
the study participants. However, the researchers acknowledged that their
personal attributes may influence the research throughout the scientific
process. Researchers were US-based investigators from the disciplines of
nursing, social work, psychology, pediatric medicine, and informatics. To
enhance reflexivity, researchers engaged in frequent open dialogue
regarding how their experiences and attributes may influence their
assumptions or interactions.
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Measures

To characterize the participants involved in our focus groups,
CCET collected the following demographic information from
participants before the focus group via a questionnaire which was
emailed to participants: age, sex assigned at birth, gender, sexual
orientation, ethnicity, race, annual household income, religious
affiliation, highest level of education, neighborhood characteristics
(rural, suburban, urban), zip code, and the number of people in the
household for additional data collected (Wallace et al., 2021).

Procedure

This study was approved by the IRB number. Before the focus
group, participants received electronic copies of the consent
form, a copy of the 10-item screening instrument, and focus
group questions. Questions centered on participants’ responses
to the screening instrument, including the introductory
explanation offered when patients are approached about the
instrument (see Table 1). Focus group questions did not change
from group to group or throughout the study, as they focused on
each question within the screening instrument and whether the
question was understandable to participants.

We obtained free and informed consent of all participants. Focus
groups were conducted virtually using secure videoconferencing
software and began with an introduction of the research team and the
reasons for the study. Focus groups lasted on average 98.7 min
(SD = 11.09, range = 87-113). They were video-recorded via Zoom,
transcribed verbatim by professional transcription services, translated
into English (if they were conducted in Spanish), and uploaded into
NVivo qualitative analysis software (QSR International Pty Ltd,
2018). One CCET staff member facilitated the focus groups, and one
took field notes and monitored the chat function on the
videoconferencing platform.

Analytic plan

Analysis occurred between May and September 2023.
Demographic characteristics were summarized with descriptive
statistics including percentages, means, and SDs. Thematic coding and
directed content analysis were applied to code the focus group
transcripts and to differentiate between discussions of social threat
and social safety (Assarroudi et al., 2018). The primary coder read the
transcripts and used NVivo (QSR International Pty Ltd, 2018)
qualitative software to define units of analysis—meaningful units of
participant speech that introduced factors constituting social safety or
social threat.

Using a combination of deductive concepts derived from Social
Safety theory (inclusion, validation, predictability, authenticity,
aggression, devaluation, discrimination, rejection, exclusion) and
inductive concepts from the focus group transcripts (reassurance,
sincerity, breach of confidentiality,
embarrassment, lack of information/misinformation, vulnerability), the

insincerity, shame/guilt/

primary coder developed a list of codes related to social safety and social

threats. Initial definitions and exemplar quotes were added to code labels
in the development of a codebook. The research team reviewed the
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TABLE 1 Focus group questions.

# ‘ Question

1. ‘What do you like about the introduction? What do you not like about the
introduction?

la. What additional information would be helpful to include?

2. In your own words, what is this question asking?

2a. How would you ask this question differently?

3. Why would you not want to answer this question?

4. If you were to answer “YES” why would you not be interested in assistance

from an information specialist?

4a. If you were to answer “YES” to being contacted by an information
specialist, what would make you answer the phone when they called?

‘What would make you not answer the phone when they call?
5. Why might you answer “prefer not to answer”?

6. After going through the screening questions, do you feel that the

information specialists are trustworthy?

6a. Would you want these questions as part of your child’s medical record?

Why or why not?

6b. What questions do you think should be added?

codebook until a consensus was reached on all code labels and definitions
and collectively coded one focus group transcript using this codebook.
Revisions were made to the codebook based on team members’ feedback.

The primary and second coders utilized this revised codebook
to double-code one focus group transcript. The following process
of unitization (Campbell et al., 2013) was used to improve
intercoder reliability: (1) the primary coder coded the transcript
using the codebook, (2) the primary coder removed the code
labels from the coded excerpts but left the excerpts highlighted,
(3) the second coder applied a code to each highlighted excerpt
using the codebook. This process improves intercoder reliability
by removing the need for the second coder to establish the length
of a code in addition to the application of the code name
(Campbell et al., 2013). Intercoder reliability was calculated using
NVivo software, resulting in a Cohen’s Kappa of 0.66, indicating
good agreement (Landis and Koch, 1977). The two coders
discussed data saturation and coding discrepancies and revised
the coding rules and code definitions until a consensus was
reached on all codebook material. Each coder then independently

coded one additional focus group transcript (see
Supplementary material for the codebook).
Results
Demographic data
Participants were 353 years on average (SD=6.8L;

Range = 20-54). Most participants were female 25 (78.1%) and
identified their ethnicity as Hispanic/Latino (n =25, 78.1%).
Participants lived in urban (n = 14, 43.8%), suburban (n = 13, 40.6%),
or rural areas (n = 5, 15.6%). Of the sample, 21 (65.6%) reported no
prior contact with an information specialist. See Table 2 for all
demographic characteristics.
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TABLE 2 Sample demographics.

Demographic Spanish-speaking (n = 22) English-speaking (n = 10) Total (N = 32) p-value

characteristics M (SD), R M (SD), R M (SD), R

Age 36.9 (6.7), 26-54 31.9 (6.0), 20-41 35.3 (6.8), 20-54 0.503

Number in household 4.9(1.9),2-8 3.4(1.2),2-5 8.5(1.9),2-8 0.151

Gender® N (%) N (%) N (%) 0.454
Female 18 (81.8%) 7 (70.0%) 25 (78.1%)

Male 4 (18.2%) 3(30.0%) 7 (21.9%)

Race <0.001

African American - 2(20.0%) 2(6.2%)
Asian - 2(20.0%) 2 (6.2%)
Hispanic/Latino 22 (100.0%) 2 (20.0%) 24 (75.0%)

White or European - 4 (40.0%) 4 (12.5%)

Ethnicity <0.001
Hispanic/Latino 22 (100.0%) 3 (30.0%) 25 (78.1%)
Non-Hispanic/Latino - 7 (70.0%) 7 (21.9%)

Travel distance to healthcare 0.587
0-2 miles 1 (4.5%) 2(20.0%) 3(9.4%)

2-5 miles 7 (31.8%) 1(10.0%) 8(25.0%)
5-10 miles 7 (31.8%) 3(30.0%) 10 (31.2%)
10-15 miles 5(22.7%) 2 (20.0%) 7 (21.9%)
15-25 miles 2(9.1%) 2(20.0%) 4 (12.5%)

Geography
Rural 3(13.6%) 2(20.0%) 5(15.6%) 0.571
Suburban 8(36.4%) 5(50.0%) 13 (40.6%)

Urban 11 (50.0%) 3 (30.0%) 14 (43.8%)

Income 0.758
Less than $10,000 3(13.6%) 1(10.0%) 4 (12.5%)

$10,000-$24,999 8 (36.4%) 2 (20.0%) 10 (31.2%)

$25,000-$39,999 5(22.7%) 2(20.0%) 7 (21.9%)

$40,000-$49,999 2(9.1%) 1(10.0%) 3(9.4%)

$50,000-$74,999 2(9.1%) 1(10.0%) 3(9.4%)

$75,000 or more 2(9.1%) 3(30.0%) 5(15.6%)

Education 0.060
High school or less 5(22.7%) 1 (10.0%) 6 (18.7%)

Some college/Associate’s 8(36.4%) 1 (10.%) 9 (28.1%)
Bachelor’s degree 7 (31.8%) 4 (40.0%) 11 (34.3%)
Master’s degree 2(9.1%) 1(10.0%) 3(9.4%)
Doctorate degree - 3 (30.0%) 3(9.4%)

Religion <0.05

Atheist 1(4.5%) 1(10.0%) 2 (6.2%)
Christian 20 (90.9%) 6 (60.0%) 26 (81.2%)
Muslim - 3 (30.0%) 3(9.4%)

Other 1 (4.5%) - 1(3.1%)

Primary health insurance <0.005
No insurance 9 (40.9%) - 9 (28.1%)

(Continued)

Frontiers in Communication 04 frontiersin.org


https://doi.org/10.3389/fcomm.2025.1558250
https://www.frontiersin.org/journals/Communication
https://www.frontiersin.org

Bybee et al.

TABLE 2 (Continued)

10.3389/fcomm.2025.1558250

Demographic Spanish-speaking (n = 22) English-speaking (n = 10) Total (N = 32) p-value
CRArACENSHES M (SD), R M (SD), R M (SD), R
Employer sponsored 3(13.6%) 7 (70.0%) 10 (31.2%)
Purchased via marketplace 6 (27.3%) - 6 (18.7%)
Government sponsored 4 (18.2%) 2 (20.0%) 6 (18.7%)
Tricare, VA, military - 1(10.0%) 1(3.1%)
Prior contact w/info specialist 0.918
Yes 7 (31.8%) 3(30.0%) 11 (34.4%)
No 15 (68.2%) 7 (70.0%) 21 (65.6%)
Access health records online <0.05
Yes 11 (50.0%) 10 (100.0%) 21 (65.6%)
No 11 (50.0%) - 11 (34.4%)
Comfort with video conferencing <0.05
Somewhat comfortable 10 (31.2%) - 10 (31.2%)
Very comfortable 12 (37.5%) 10 (100.0%) 22 (68.7%)

“In this sample, gender and biological sex at birth were equivalent. Boldface indicates a significant p-value at p <0.05.

Social safety

Forty-nine codes related to social safety were applied among the
four focus group transcripts, constituting 12.9% of all codes (see
Figure 1 for a graph of coding frequencies). Social safety codes included
predictability, helpfulness, inclusivity, reassurance, sincerity, authenticity,
and validation (see appendix for the final codebook with all code labels,
definitions, and example quotations). The subcodes within social safety
that were most frequently reported were helpfulness (n = 16, 4.2% of all
codes), inclusivity (n = 10, 2.6%), and predictability (n =7, 1.8%).

The subcode helpfulness involved participants feeling as if the
individual doing the screening, offering resources, or within a
community service organization operates in a way that will relieve
burden and meet their reported needs. For example, one participant
stated that the information specialist, “connected me to what I was
looking for, so I thought it was awesome” Another participant
described needing help finding a tutor for their child and stated that the
information specialist, “found me a free program so I could get a tutor.”

Inclusivity was reported when participants felt the community
resource, organization, or person conducting the screening was
culturally welcoming and that the resource, organization, or help
offered was meant for people like them or in their situation. A
participant shared their experience of inclusivity by relaying that the
information specialists speak other languages besides Spanish and
English. Another participant recounted that a rideshare program they
had wanted to utilize was initially unavailable in Provo but that
4 months later, “It was finally available in Provo. So that seemed really
great to me.”

Predictability involved instances wherein participants felt they
could count on the person conducting the social needs screening, the
information specialist, or another community resource; participants
felt the resource was reliable and would follow through with what they
promised. For example, one focus group participant had indicated on
a postpartum screening that they felt sad, unmotivated, and were
experiencing anhedonia: “They called me. And that was really
comforting for me and it was easier to connect and have them follow
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through by calling you, instead of giving you a piece of paper with the
information” For this participant, it was reassuring that the
pediatrician’s office followed up as promised and called the participant
with resources related to depression.

Social threats

Social threats included the following subcodes: aggression, breach
of confidentiality, devaluation or condescension, discrimination,
exclusion, insincerity, rejection, shame/guilt/embarrassment, lack of
information or misinformation, and vulnerability (see appendix for
all code definitions). Across all transcripts, social threats were coded
331 times, representing 87.1% of all codes. Vulnerability (n = 86,
22.6%) was the subcode most frequently reported, followed by
exclusion (n = 58, 15.3%) and aggression (1 = 43, 11.3%).

Vulnerability involved feeling afraid, defensive, or susceptible to
physical, emotional, or financial attack, harm, or damage and was
specific to an external threat; participants frequently referred to being
sick, seeking medical care in an ED, or simply asking for help in a
vulnerable situation. One participant stated, “It’s just a very hard and
vulnerable situation to put yourself in and to ask for help” In
responding to the screening question about having enough food to eat,
another participant reported, “This question is more invasive, ’'m not
saying that it’s bad, but it'’s more invasive, it's more private. I do not
have to answer if I've got food in my house or not, I came here to
get treated”

Exclusion involved participants feeling left out of the offered help
and as though their beliefs were not considered or as if help was not
designed with participants’ beliefs in mind. For example, in thinking
about why someone might choose not to answer the screening
questions, a participant said, “A lot of undocumented people can say,
‘Well, these services are provided, but are they provided for me?”

Aggression was defined as fear or threat of action(s) such as
involvement with child protective services, eviction, deportation,
violence, or the use of hostile language or a hostile attitude. When
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Vulnerability

Exclusion

Aggression

Shame, guilt, embarassment
Lack of information or Misinformation
Insincerity

Devaluation or Condescension
Helpfulness

Breach of confidentiality
Rejection

Discrimination

Inclusivity

Dependability

Validation

Trustworthiness

Reassurance

Sincerity

FIGURE 1
Coding frequency.

30 40 50 60 70 80 90 100

asked why someone would choose not to answer one of the screening
questions, a participant said, “Families do not answer questions
because they are worried it will lead to repercussions of child
protective services being contacted for neglect. So they refuse to
answer.” Another participant posited, “Some people may worry that
answering this could affect their living situation; if it were reported to
their apartments, they would get kicked out”

Discussion

The present research demonstrates that screening procedures
aimed at identifying and addressing patients’ unmet social needs must
account for patients’ preexisting fears and negative expectations, which
may impede the screening process or prevent patients from following
through on referrals. Seeking medical care places individuals in a state
of vulnerability, heightening their attention to potential dangers (such
as breaches of confidentiality). While other research has previously
highlighted participant concerns regarding confidentiality and feelings
of uncertainty regarding the resources offered (Hare et al., 2023),
GUTS theory helps to make sense of these findings by clarifying that
chronic threat vigilance is the default state for the human nervous
system. The fact that social threat codes typically involved expectations,
fears, and perceptions, rather than concrete experiences, shows that
we must assess and address these negative expectations before
attempting to administer any screening. Some of the anticipated social
threats may also be more than expectations. For example, while
participants may have phrased their responses as future concerns, these
could have been based in prior real-life experiences of social threats.

The high frequency of social threat codes in the present study may
also reflect patients’ prior negative experiences in medical and service
settings: Many participants shared stories (their own and others’) of
harmful breaches of personal information or punitive legal
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consequences of speaking frankly to medical providers. Negative
experiences and expectations may be particularly likely among
historically marginalized and underserved populations (such as the
Spanish-speaking participants in the present study), as research
demonstrates 20% of Latinos reported discrimination in medical
encounters (Findling et al., 2019).

A key finding of the present study is that the best way to counteract
patients’ negative fears and expectations may be with affirmative,
warm, respectful, and helpful behavior and communication (see
Table 3 for perceived social threats and potential remedies). Consistent
with this view, participants’ discussions of social safety centered on
specific acts or interpersonal experiences such as calling a participant
back, demonstrating reliable follow-up, and the role of interpersonal
warmth and empathy in creating a climate of safety. These findings
(from potential service users) are consistent with views described by
social prescribing service providers on the importance of adopting a
person-centered approach (Cooper et al., 2024). For Hispanic/Latino
participants, these findings may reflect familismo, a cultural value
referring to the importance of family closeness and “getting along with
and contributing to the wellbeing of the nuclear family, extended
family, and kinship networks” (Ayon et al., 2010). Individuals engaging
with Hispanic/Latino participants may be seen as extended networks,
emphasizing the importance of creating a safe and warm environment.
In sum, the screening and referral process cannot be achieved without
adopting a person-centered approach which first establishes a baseline
of safety with the patient.

The fact that participants mentioned far more social threats in
their focus group discussions (1 =331, 87.1%) than social safety
experiences (n =49, 12.9%), underscores that patients start with a
baseline state of threat vigilance which must be actively down-
regulated before screening begins. As the authors of GUTS state, “Our
bodies do not necessarily react to stressful events, but rather cease
reacting when safety is perceived or when safety would have been
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TABLE 3 Perceived social threats and potential remedies.

10.3389/fcomm.2025.1558250

Social threat Participant examples

Aggression Calls to child protective services
Calls to immigration

Asking questions in an imposing manner

Operationalization

Ensure individuals that no authorities will be contacted; ask individuals if they

would be willing to answer screening questions

furniture or clothes when a child is gravely ill

Breach of confidentiality Sharing information with other entities without consent Ensure individuals that all their information remains confidential and will not
be shared with other agencies

Devaluation/ Delaying the time it takes to be seen by a doctor by asking | Speak to individuals as equals; in the introduction to the screener, reassure

Condescension screening questions; asking about needs related to individuals that their time is valuable and ask if it is an okay time to engage with

them

Discrimination Assigning a characteristic to an entire group of people;

treating one group of people less humanely

In the introduction, explain that all patients are being asked these questions;

approach the screening in a non-judgmental manner

Exclusion People who are undocumented who are often excluded
from services; homeless individuals; individuals with
needs that are not included in the screener; those who do

not speak English

In the introduction, explain that no one is excluded from referrals to community
services; services are for everyone, regardless of legal status; the person conducting
the screening can ask if there are any other unmet needs in addition to the 10

social needs reviewed

Insincerity The individual conducting the screening is robotically

asking questions & does not care about outcomes

Engage the services of a warm, trustworthy screener who takes the time to build
rapport; engage with a trusted community gatekeeper; demonstrate concern for

resolving unmet needs

when a child does not have any medical insurance; when
those in power question why or why not an individual is

paying for or not paying for certain items

Rejection Not receiving financial aid after completing applications State that if a resource cannot help the individual, additional resources will
be provided; inform individuals that there are sometimes very stringent eligibility
criteria for services but that information specialists will continue to work to resolve
their unmet needs

Shame/Guilt/ When parents cannot afford their child’s medication; State that all people need help at some point in their lives and that the purpose of

Embarrassment when an individual does not have any money or a car; screening is not to embarrass them, but to connect them with resources that may

help them need their needs.

Lack of information/ Word of mouth/gossip causes misinformation about

Misinformation community resources; lack of knowledge of programs

Explain that other community members reported not knowing about community
resources and so it is important to the individuals conducting the screening and to
the information specialists to ensure all patients have access to information; In the
introduction to the screening questions, state that there is a common
misconception that individuals without legal citizenship cannot receive
community services; describe the organization/agency that will be contacting

them

Vulnerability Being acutely ill, in pain, severely injured or having your
child be ill, in pain, or injured; spam phone calls/
unknown numbers; feeling afraid or worried about the
ability to pay for ED services/financial crises; when
providers ask for too much personal information; fear
concerning what their personal information might

be used for

Directly state in the introduction to the screening instrument that the questions
can feel invasive but that their purpose is to connect individuals with resources;
ensure information specialists are calling from a recognized phone number; state
that the answers to screening questions will not affect any future care; answers will
not be recorded in medical records; offer information on applying for financial aid

at the end of the screening

perceived by our ancestors” (Brosschot, 2017). In sum, our findings
have transferability across health systems as anticipating and
addressing perceived social threats can be achieved regardless of
screening instrument or method of administering screening for
social needs.

Limitations

This study is limited by the relatively small sample size and by
the overrepresentation of Hispanic/Latino and male voices.
Among Hispanic/Latino participants, cultural norms of
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collectivism, family values, and attitudes towards healthcare could
influence the perceptions of social needs screening. In fact, many
of our Spanish-speaking participants indicated that it can
be difficult for Hispanics/Latinos to ask for help, due to cultural
norms that discourage dependency and prize self-reliance in times
of adversity (Fregoso, 2024). Our sample was consecutively
enrolled and engaged in conversation via focus groups, which
could either suggest participants may represent those who were
more eager to share their experiences or that some participants
may have not felt comfortable discussing sensitive topics. This
study may therefore not capture the breadth of experiences of
individuals being screened for unmet social needs. Future research
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should include a larger and more diverse sample of participants in
order to capture a wider range of perspectives and to understand
how different social positions influence the social needs screening
process. Despite these potential limitations, our results suggest
that establishing a climate of safety and trust with patients at each
stage of the screening process is critical to increase rates of
screening and follow-up. The more screeners can address and
counteract patients’ negative expectations with warm, trustworthy,
authentic behavior, the more successful the screening process
will be.

Conclusion

While screening for and responding to unmet social needs is
critical for improving population health, the individuals with the
greatest social needs may be least likely to complete the screening
process if it does not directly address their unspoken fears and
disconfirm their negative expectations. Accordingly, the priority
for the screener should be establishing safety and trust with the
patient, with a combination of interpersonal warmth and clear
communication (in the patient’s language). It is particularly
critical to clarify that help and assistance is available to all,
regardless of immigration status, and that there will be no legal
ramifications for participating in the screening process or
accepting help. The more the screener can establish a climate of
warmth, responsiveness, and authentic helpfulness, the more
successful the screening and referral process will be. Establishing
a sense of safety may yield significant gains in the number of
patients completing the screening process and receiving assistance
with unmet needs. By assuming that all patients start out with
negative fears and expectations and designing the screening
process to respond to these fears, we will be better able to identify
and address the unmet social needs that are known to affect health
and well-being.
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