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If social determinants of health are so important, shouldn’t we ask
patients about them?
Patients’ socioeconomic circumstances should be routinely documented in their healthcare record,
say Andrew Moscrop and colleagues
Andrew Moscrop, 1 Sue Ziebland, 2 Gary Bloch, 3 Janet Rodriguez Iraola3
Health inequities are worsening across Britain. Data
from the Office for National Statistics (ONS) show
that men in England’s most deprived areas die almost
a decade earlier than those living in affluent
neighbourhoods.1 For women, life expectancy is
falling in deprived areas. During the coronavirus
pandemic, the strong emerging relation between
covid-19 death rates and area deprivation reported
by ONS2 and Public Health England3 has shown the
exacerbation of existing inequities and highlighted
the need for more comprehensive datasets in order
to understand and reduce them.
The measurement and description of health and
social inequities tends to rely on data at the level of
geographical areas rather than individuals. We
consider the limitations of using geographical data
and look at how the collection of individual level
socioeconomic data by healthcare systems could help
to deliver care that is responsive to patients’ social
contexts and generate an enhanced dataset for
research and monitoring of healthcare equity.

The problem with postcodes
Between the extremes of life expectancy exposed by
the ONS data above, researchers in the UK have
described a “social gradient in health.”4 On this
gradient, lower socioeconomic position or greater
deprivation is associated with increased
cardiovascular and cancer mortality5 6 and more
mental health problems.7 Recognised social
determinants of health such as employment status,
occupation, education, housing, and household
income not only affect people’s health8 and health
experiences9 but also their access to healthcare,
outcomes of care, and engagement with health
protection activities.10 -13 Yet the UK’s National Health
Service has no system for routine recording of
patients’ socioeconomic circumstances. Social
determinants are not routinely asked about,
documented, or coded in clinical settings. The health
service is, in effect, blind to those social determinants
of health and healthcare.
When patient level socioeconomic data are required,
composite deprivation scores are commonly used.
These scores are based on averaged area data,
inferred from the postcode of the patient’s home
address. Area based deprivation scores are then
applied to individuals and used in clinical research,
service evaluation (including the GP patient survey
run by Ipsos MORI for NHS England), and even some
clinical decision making (including cardiovascular
risk calculation tools).
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Although geographical data and area based
deprivation scores may be appropriate for comparing
groups, they cannot be used to characterise
individuals from within those groups (ONS states that
its Index of Multiple Deprivation should not be used
for this purpose).14 Living in a “deprived area” is not
the same as being deprived. For this reason and
others (box 1), a patient’s postcode is an unreliable
indicator of their socioeconomic circumstances. The
socioeconomic components of research, evaluation,
and clinical decisions that use postcode data
therefore have their reliability undermined too.
Box 1: Problems with using socioeconomic data derived
from postcodes
• UK “postcode” data are drawn from larger
geographical areas for which statistics are
available—usually lower layer super output areas
(LSOAs). An average postcode contains 15
households; an average LSOA contains 672.15 The
larger averaging effects make the data much more
liable to blunt extremes of affluence and deprivation,
as well as blunting their measured effects
• Composite deprivation scores (including Indices of
Multiple Deprivation, Townsend scores,
Underprivileged Area Scores, and the Carstairs index)
derived from postcodes conceal the social causes of
health effects and obscure potential points of
intervention
• Area data may identify an area of deprivation but do
not show the deprivation of an individual from that
area
• Confusion with area effects: postcodes may be
associated with deprivation but may also be
independently associated with other environmental
health determinants
• Unreliability where populations are heterogeneous
or undergoing rapid demographic change
• Inapplicability to mobile communities and the
estimated 320 000 people who are homeless or
vulnerably housed in the UK,16 some of the most
deprived and vulnerable members of society

Duty to ensure equity
Lack of robust individual level socioeconomic
assessment in healthcare settings means that doctors
are unable to identify people whose socioeconomic
circumstances increase their risk of adverse health
outcomes or treatment failures. Accordingly, it is not
possible to identify those who may benefit from care
plans acknowledging their social context, or to
reliably monitor socioeconomic inequities in
healthcare.
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The World Health Organization has emphasised the importance of
monitoring equitable service coverage across wealth and education
gradients as part of achieving universal health coverage.17 Michael
Marmot, one of the UK’s leading public health researchers, has also
advocated using markers of health equity such as socioeconomic
position and education to monitor health and healthcare as a first
step in confronting inequities.18 The British Medical Association
suggests that doctors should consider patients in the context of
social factors, noting the adverse health effects of poor housing,
unemployment, poverty, and low educational achievement.19 But
these recommendations have not been incorporated into UK policy,
or led to any appreciable shift in practice, and the subject has been
largely neglected in the UK research agenda.
The irony is that even when they are not acknowledged overtly,
patients’ socioeconomic circumstances and their health effects are
unavoidable, especially in primary care.20 General practitioners
spend large amounts of consultation time on non-medical issues
relating to welfare benefits, housing, or unemployment.21 But the
socioeconomic circumstances and difficulties discussed are rarely
or only inconsistently recorded. Health practitioners’ questions and
their documented “social histories” continue to focus on socially
influenced behaviours such as diet, exercise, alcohol consumption,
and smoking habits.
By not asking patients about their social circumstances or recording
socioeconomic data, doctors help to conceal these problems from
public view and from the political agenda. These are important but
often unacknowledged moral choices (box 2). Ending the complicity
of the medical profession in health and healthcare inequities begins
with data gathering: documenting the social contexts that affect
patients’ health and care outcomes, thereby evidencing inequities,
aiding research into their causes, and monitoring changes.
Box 2: Implicit moral choices in routine care: QRISK
The routine management of cardiovascular disease (CVD) risk in UK
primary care provides an instructive example of our problematic clinical
response to patients’ socioeconomic contexts. The National Institute for
Health and Care Excellence (NICE) advises clinicians to “use the QRISK2
risk assessment tool to assess CVD risk for the primary prevention of CVD
in people up to and including age 84 years.”22
Most of the UK population will therefore have periodic QRISK assessments
in general practice. The QRISK algorithms use patients’ postcodes to
determine their neighbourhood deprivation score, which influences the
calculated CVD risk and subsequent decisions about the need for blood
pressure drugs and statins.
Leaving aside concerns about using postcodes to define individual
deprivation, implicitly this is an attempt to ameliorate socially determined
disease risk using clinical interventions, with an increased risk of side
effects and harms for people who are more deprived. Despite a recent
emphasis on shared decision making, the risk assessment typically
occurs without a discussion about social health determinants between
patient and doctor.

Learning from US and Canada
The lack of attention paid to social determinants in UK clinical care
compares poorly with healthcare systems elsewhere that are
beginning to take patients’ socioeconomic contexts more seriously.
In the US, during the Obama healthcare reforms, it was recognised
that identifying and meeting patients’ social needs could restrain
healthcare spending and improve health outcomes. The US National
2

Academy of Medicine delivered specific recommendations for
practitioners on the assessment and recording of patients’ education
level and their experience of financial hardship.23
Subsequent research has shown the feasibility of routine assessment
of these and other social health determinants in US healthcare
settings.24 Clinicians have reported useful adaptations in patients’
care plans,25 improved communication,26 and that patients referred
onward through social prescribing networks benefit from better
access to community resources.27 28
Evidence is still awaited on the ultimate health and cost effects of
socioeconomic assessments and social referrals in the US.
Nonetheless, UK practitioners might take note. Social prescribing
is already part of the NHS long term plan for England.29
Characterised as embracing everything from debt counselling for
the insolvent to dance classes for the lonely, social prescribing is
intended to link patients with suitable non-medical resources from
the voluntary or community sector. The aim is to meet social needs
while reducing pressures on primary care services. The NHS long
term plan includes recruitment of hundreds of social prescribing
link workers and anticipates the benefits to millions of patients. If
this initiative is to meet the needs of the most deprived people and
respond usefully to inequities and adverse social conditions, reliable
individual level socioeconomic data are needed.
In Toronto, Canada, routine collection of patients’ social data,
including housing and household income, has been introduced in
four large health organisations (including the family health team
at St Michael’s Hospital, where two of us are based). Doctors have
used these data alongside an online tool to identify social benefits
for which patients may be eligible,30 tackling income and related
issues directly in the clinic (box 3). The socioeconomic data are also
used to monitor healthcare access and outcomes, creating an
improved basis for reducing healthcare inequities.31 Researchers
have used the data to show that patients on low incomes are
significantly less likely to participate in cancer screening (notably,
this association was not found when only neighbourhood level data
were used for the analysis).32 The relevance to the UK is clear,
evidenced by the greater cancer mortality among patients from
deprived areas attributed to “healthcare system factors,” including
later diagnosis and impaired access to optimal treatment.33
Box 3: Patient perspective—talking about income makes sense
“For me, keeping healthy is a full time job, and it takes most of my
disposable income. When I came to the family health team at St Michael’s
in Toronto, I was asked about my physical conditions, my medications,
the usual. But the doctor also asked me about my work (I had stopped
working for a few years) and then about my sources of income, how I paid
for my medications, and about my social and emotional life. I left the
doctor’s office with all my regular prescriptions plus an appointment to
see a clinical social worker, and another to see a nutritionist. Healthcare
providers talk about food with patients diagnosed with type 2 diabetes,
high cholesterol, or after a heart attack: why not have a “food” talk with
someone who is un(der)employed or lives on disability income?”

Proposals for action
Healthcare teams in Toronto have adopted the single screening
question: “Do you (ever) have difficulty making ends meet at the
end of the month?” Affirmative answers have proved to be a good
predictor of poverty.34 Further questions could cover occupation,
current or recent unemployment, education level, housing tenure
(or homelessness), and household income bracket. Primary care
seems the appropriate setting to start asking patients about these
socioeconomic factors. Information may be gathered through
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We have an ethical duty to ensure that patients enjoy equal
healthcare access, experience, and benefit. But UK systems that
rely on patients’ postcodes are simply too blunt to help us identify,
address, and monitor socioeconomic inequities.
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• These social determinants are not routinely documented in UK
healthcare settings
• Robust individual socioeconomic assessments could facilitate
supportive interventions for those whose social circumstances leave
them at risk of poor health
• Social prescribing in primary care would be more equitable and
effective when combined with routine documentation of patients’
socioeconomic circumstances
• Monitoring healthcare access and outcomes using individual level
socioeconomic data would create a basis for fairer healthcare

Clear processes must be in place for data use and how to respond
to patients identified as facing socioeconomic challenges. National
coordination might be best, although socioeconomic questioning
could prove valuable even if initiated locally. Information obtained
could be used in auditing and resolving local inequities (for
example, in relation to screening uptake, specialist referrals, or
treatment follow-up).
Once identified, patients whose socioeconomic circumstances put
them at risk of poor health and care outcomes can be flagged for
enhanced care plans and targeted for specific interventions. For
example, patients may be offered referral to local social prescribing
networks, enhanced follow-up for chronic disease management,
and additional information and encouragement to engage with
health protection initiatives such as cancer screening and vaccines;
they could also be given longer appointment times for discussion
of health issues. In hospitals, patients with socioeconomic risk
factors might receive enhanced discharge planning to reduce
readmissions. Other healthcare teams that might make use of
socioeconomic information for planning patient care and evaluating
service equity include those in the Improving Access to
Psychological Therapies programme.
Further research may be required to confirm the best approaches,
such as the most appropriate questions to ask and how often to ask
them. It will be important to seek the views of a range of patients.
Adequate electronic record templates and clinical codes to record
socioeconomic information will also be necessary. In primary care,
Quality and Outcome Framework payments could be used to
encourage the collection of socioeconomic data (as previously
occurred for ethnicity data), with materials and messages developed
to communicate the purpose to patients and staff, guidance
produced on how best to audit and use the data, and the value of
socioeconomic information emphasised in postgraduate training.
Doctors can make these changes happen. So why have they not
done so already and why have socioeconomic inquiries been widely
neglected? The omission may not be entirely unintentional. Our
lack of process for asking about and documenting patients’
socioeconomic circumstances may reflect learnt professional
priorities, limited perceptions of the role of healthcare, and perhaps
the relative socioeconomic privilege of doctors.35
Some cautions and caveats have been raised around asking about
socioeconomic circumstances.36 These include concern about a
lack of time, reflecting pressures on healthcare staff, and the
prioritisation of biomedical factors over social determinants. Another
common concern is the supposition that patients would object, yet
so far there is little evidence of this in the US and Canada. Moreover,
midwives in the UK already routinely ask every expectant mother
about financial security, employment status, occupation, education,
and housing. It is a collective failing that the children born to some
of those mothers will have their lifespan diminished by as much as
a decade because of socioeconomic circumstances. As life
expectancy at birth for the most deprived people in the UK falls, as
socioeconomic health inequities widen, and as inequities in
healthcare continue to be overlooked, it is time for doctors to act
on the knowledge that social determinants affect people’s health.
Key messages
• Socioeconomic factors such as education, employment, occupation,
housing, and household income affect patients’ health as well as
their healthcare access and outcomes
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