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Background: Social history taking is an important element of a medical interview. No previous studies, however, addressed public 
attitudes regarding social history taking in Saudi Arabia.
Objective: This study explores public attitudes about the importance of social history taking by doctors in Southern Saudi Arabia.
Methods: A cross-sectional study was conducted to collect public opinion about social history taking using a self-administered 
questionnaire. Social history taking was defined as questions about general sociodemographics (job, income, marital status, housing 
conditions, and animal contact) and social habits (travel, smoking, alcohol drinking, illicit drug use, and sexual history). Descriptive 
statistics were conducted, along with a comparison between categorical variables.
Results: A total of 510 respondents completed the questionnaire, of which 381 (74.7%) had a medical history taken before. 
A complete social taking was not obtained from those with medical history previously taken. Marital status (73.2%), smoking 
(49.1%), and occupation (32.8%) were the commonest inquiries, while income (3.7%) and sexual history (6.6%) were the least. Most 
respondents had no reservations about answering questions about their social history. Among the general demographic questions, job 
and marital status were more likely to be answered, whereas income and housing inquiries were less likely to be answered. Among 
social habits, sexual history followed by illicit drug use and alcohol drinking inquiries were less likely to be answered.
Conclusion: Detailed social history taking is uncommon among doctors. The public is open to discussing their social status and 
habits. However, questions involving income, housing, and some social habits like illicit drugs, alcohol, and sexual history are less 
likely to be faithfully reported and thus need to be handled appropriately. It is crucial for healthcare providers to approach social 
history taking with sensitivity and respect and to create a private environment for patients where they can freely and accurately share 
their social histories.
Keywords: attitude, social history taking, social barriers, Saudi Arabia

Introduction
The medical interview is an essential and important part of the doctor-patient relationship. Social history is that part of 
a medical history that explores the sociodemographic determinants of illness, including living conditions, marriage, job, 
housing conditions, and income. Social habits like travel, smoking, alcohol drinking, illicit drug, and sexual behavior are 
also essential to effective social history gathering. Understanding a patient’s social history can shorten time to diagnosis 
and facilitate the intended care.

For a long time, patients have complained that doctors focus on disease-related inquiries with lesser consideration 
given to key social determinant factors for the patients themselves.1 Medical educators have long noticed that social 
history gathering has become rare to seek and obtain.2–4 This issue could be part of declining clinical skills.5 However, 
since social history involves eliciting sensitive and personal information, it is also difficult for physicians and patients. 
This perceived difficulty could be related to less training in gathering social history or prior judgments that personal and 

Patient Preference and Adherence 2023:17 1751–1758                                                    1751
© 2023 Alkhaldy et al. This work is published and licensed by Dove Medical Press Limited. The full terms of this license are available at https://www.dovepress.com/terms. 
php and incorporate the Creative Commons Attribution – Non Commercial (unported, v3.0) License (http://creativecommons.org/licenses/by-nc/3.0/). By accessing the 

work you hereby accept the Terms. Non-commercial uses of the work are permitted without any further permission from Dove Medical Press Limited, provided the work is properly attributed. For 
permission for commercial use of this work, please see paragraphs 4.2 and 5 of our Terms (https://www.dovepress.com/terms.php).

Patient Preference and Adherence                                                        Dovepress
open access to scientific and medical research

Open Access Full Text Article

Received: 25 March 2023
Accepted: 12 July 2023
Published: 21 July 2023

http://orcid.org/0000-0003-0245-7576
http://orcid.org/0009-0000-1738-5101
http://orcid.org/0009-0004-8018-7588
http://orcid.org/0000-0002-4149-9552
http://orcid.org/0000-0002-4767-2846
http://orcid.org/0000-0003-4473-7373
http://orcid.org/0000-0002-1477-4379
http://www.dovepress.com/permissions.php
https://www.dovepress.com/terms.php
https://www.dovepress.com/terms.php
http://creativecommons.org/licenses/by-nc/3.0/
https://www.dovepress.com/terms.php
https://www.dovepress.com


sensitive information is neither welcomed nor important for care.6 Moreover, dealing with patients from different cultures 
or religions can also add to the complexity of taking good social history.7–9

Not only will social history taking assist in reaching a diagnosis, but it will also help establish rapport with the patient 
and build a lasting healthy, relationship, especially for those diseases requiring extended follow-up and care. Improving 
cross-cultural communication and understanding cultural differences and sensitivities has become an integral competency 
skill for many health trainees in multicultural communities. It is particularly important in the Saudi context, as Saudi 
Arabia is a dynamically changing country aiming to expand its population by 2030 to 50 million, from the current 
30 million, with 50% then being non-Saudi.

Patient-centeredness is a core dimension of high-quality care, starting from the first encounter, the medical interview, 
and continuing throughout the patient care journey.10 Building a successful patient-doctor relationship starts with 
listening to patient input about the provided care. Some studies have explored the barriers to good social history taking 
from the perspective of healthcare practitioners. For example, undergraduate medical students avoid sexual history and 
intimate body parts examination for various reasons, including fear of patient refusal.11 However, no previous local 
studies have addressed this issue from the patient’s perspective. This study explores public attitudes toward social inquiry 
and aims to identify the barriers that hinder doing a thorough and complete taking of social history.

Materials and Methods
This study was conducted in accordance with the ethical principles outlined in the Declaration of Helsinki. We conducted 
a descriptive cross-sectional survey with a newly developed questionnaire that was distributed online between June and July 
of 2022. The Bioethical Committee of King Khalid University, Abha, Southern Saudi Arabia, approved the protocol for this 
study (ECM#2022-1908). Electronic informed consent was a mandatory prerequisite for completing the survey. We did not 
collect respondent-identifying data; thus, the respondents were free to complete the survey without restraint.

Questionnaire Design and Data Collection
We used Google Forms to design and deliver an Arabic language questionnaire (Supplement 1). The authors met with 
medical educators and senior physicians to develop the first version of the questionnaire. The form was then sent to 
selected physicians and the public for piloting, any suggested editing, and corrections. The final version was distributed 
to the general public through the King Khalid University email system and as a social media advertisement.

For this study, social history has two elements. First, general sociodemographic characteristics that include age, 
gender, job, income, marital status, housing, and animal contact (pets in homes or domestic animals). Second, social 
habits included smoking, alcohol drinking, travel, illicit drug use, and sexual history. Sexual history was reduced to 
asking only about any extramarital sexual relationship for simplicity and also to explore public opinion regarding the 
sensitivity of sexual history questions.

Those who had had their medical history taken before were asked if a social inquiry about each item was conducted 
then. They were also asked if any explanation was provided about why the question was being asked and whether they 
thought the question they were asked was important to their health encounter. All respondents were then asked their 
general opinions about the importance of social inquiry, whether they would answer faithfully, and if more explanation 
by the doctors would change their attitude. Finally, participants were asked about the factors that might affect the quality 
of their answers to any social inquiry, like the rank of the doctor, the gender of the doctor (being the opposite sex), the 
place where the history is taken (emergency room, multi-bedded room, or private room), if a family member or other 
person is present when the social inquiry is taken, if a fill-in form rather than a face-to-face interview would be easier, 
and if they would agree to document their answers in their medical records.

Statistical Analysis
Descriptive statistics on the obtained responses were conducted using the Stata 17 SE software. Numerical variables were 
reported in terms of means and standard deviations, while the categorical variables were described using frequencies and 
percentages. Comparisons between the categorical variables were conducted using Fisher’s exact test.
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Results
A total of 510 respondents completed the questionnaire (Figure 1). Table 1 summarizes the demographic characteristics of 
the respondents. The mean age of the respondents was 36 (±11.4), with 379 (74%) females and 390 (76.5%) having at least 
a university degree. The majority were from the Aseer region, (382, 74.9%). Most of the respondents had had a previous 
encounter with a doctor once, (80, 15.7%), or more (410, 80.4%), and (381, 74.7%) had had their clinical history taken 
before.

Overall, apart from asking participants about marital status (279, 73.2%), smoking (187, 49.1%), and job (125, 
32.8%), a detailed social inquiry was not completed by doctors with income, (14, 3.7%), housing, (24, 6.3%) and sexual 
history (25, 6.6%) were the topics least asked about . Participants agreed that most social inquiry items are important to 
be asked with few exceptions (Table 2). Participants did not think asking about income (308, 85.6%) or housing (304, 
79.8%) was as important or as relevant to their encounter. Most respondents do not consider it appropriate to be asked 
about income (342, 67.1%) and housing conditions (266, 52.2%). For the social habits inquiry, sexual history was 
considered inappropriate by (231, 45.3%), illicit drugs (144, 28.2%), and alcohol drinking (135, 26.5%). Fewer 
respondents would answer faithfully for income (231, 45.3%), housing (296, 58%), and sexual history (407, 79.8%) 
compared to other items. Providing more explanation about why a specific question is being asked resulted in an increase 
in those who would provide answers for all types of questions (Table 2 and 3).

When asked about the factors that may affect the quality of their answers, about 50% of respondents thought their 
responses would be affected if interviewed in an open area like an emergency room or a multi-bedded shared room or 
when another healthcare worker like a nurse is present (see Table 4). The presence of a family member would also affect 
the quality of answers, especially for social habits like sexual history (281, 55.1%). Most did not think that being asked 
by a doctor of the opposite sex would affect their answers. Doctor rank did not seem to affect the quality of the answers, 
although more would answer if the doctor is a consultant (495, 97.1%) compared to being a medical student (402, 79%). 
For sexual history, 217 respondents (42.5%) did not agree that their answer is documented in the medical record. 
A majority of (410, 80.4%) thought a fill-in form is easier to complete compared to face-to-face interviews.

Analysis by gender, education level, and age above 40 compared to being younger was done (Supplement 2, Tables S1–S8). 
Those over 40 are less likely to change their answers if more explanation is given (P value <0.05). Respondents older than 40 also 

Figure 1 Flowchart representing the questions asked for all respondents.
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Table 1 Characteristics of the Study Respondents

N=510

Age, yrs Mean (SD) 36 (±11.4) Sex, n. (%) Man 131 (25.7)

Woman 379 (74.3)

n. (%) <40 284 (55.7) Working sector, n. (%)

≥40 226 (44.3) Education 213 (41.8)

Education, n. (%) Medical 46 (9)

Level Military 40 (7.8)

Primary 8 (1.6) Other 211 (41.4)

Intermediate 17 (3.3) Region, n. (%)

High school 95 (18.6) Aseer 382 (74.9)

Graduate 348 (68.2) Southern (except Aseer) 57 (11.2)

Postgraduate 42 (8.2) Eastern 29 (5.7)

Graduate Northern 1 (0.2)

No 120 (23.5) Central 27 (5.3)

Yes 390 (76.5) Western 14 (2.7)

Job status, n (%) Admitted before n. (%)

Unemployed 107 (21) No 20 (3.9)

Student 108 (21.2) Once 80 (15.7)

Employed 229 (44.9) Multiple times 410 (80.4)

Free business 25 (4.9) History taken n. (%)

Retired 41 (8) No 129 (25.3)

Yes 381 (74.7)

Table 2 Participants Answers for Questions Related to Sociodemographic Characteristics

Job Income Marital Status Housing Animal Contact

Yes No Yes No Yes No Yes No Yes No

Asked about* 125 

(32.8)

256 

(67.2)

14 

(3.7)

367 

(96.3)

279 

(73.2)

102 

(26.8)

24 

(6.3)

357 

(93.7)

117 

(30.7)

264 

(69.3)

Question explained* 55 

(14.1)

326 

(85.6)

18 

(4.7)

363 

(95.3)

125 

(32.8)

256 

(67.2)

24 

(6.3)

357 

(93.7)

86 

(22.6)

295 

(77.4)

Feel the question is important* 198 

(52)

183 

(48)

73 

(19.2)

308 

(80.8)

320 

(84)

61  

(16)

77 

(20.2)

304 

(79.8)

303 

(79.5)

78 

(20.5)

Feel the question is appropriate** 413 

(81)

97  

(19)

168 

(32.9)

342 

(67.1)

463 

(90.8)

47 

(9.2)

244 

(47.8)

266 

(52.2)

451 

(88.4)

59 

(11.6)

Will answer faithfully** 286 

(80)

102 

(20)

231 

(45.3)

279 

(54.7)

475 

(93.1)

35 

(6.9)

296 

(58)

214 

(42)

451 

(88.4)

59 

(11.6)

(Continued)
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Table 3 Participants’ Answers to Questions Related to Social Habits

Travel Smoking Alcohol Illicit Drugs Sexual History

Yes No Yes No Yes No Yes No Yes No

Asked about* 90 
(23.6)

291 
(76.4)

187 
(49.1)

194 
(50.9)

59 
(15.5)

322 
(84.5)

50 
(13. 1)

331 
(86.9)

25 
(6.6)

356 
(93.4)

Question explained* 62 
(16.3)

319 
(83.7)

102 
(26.8)

279 
(73.2)

43 
(11.3)

338 
(88.7)

43 
(11.3)

338 
(88.7)

25 
(6.6)

356 
(93.4)

Feel the question is important* 226 
(59.3)

155 
(40.7)

331 
(86.9)

50 
(13.1)

303 
(79.5)

78 
(20.5)

298 
(78.2)

83 
(21.8)

252 
(66.1)

129 
(33.9)

Feel the question is appropriate** 405 
(79.4)

105 
(20.6)

434 
(85.1)

76 
(14.9)

375 
(73.5)

135 
(26.5)

366 
(71.8)

144 
(28.2)

279 
(54.7)

231 
(45.3)

Will answer faithfully** 403 
(79)

107 
(21)

465 
(91.2)

45 
(8.8)

446 
(87.5)

64 
(12.5)

443 
(86.9)

67 
(13.1)

407 
(79.8)

103 
(20.2)

Change answer if importance 
explained**

464 
(91)

46 
(9)

470 
(92.2)

40 
(7.8)

455 
(89.2)

55 
(10.8)

451 
(88.4)

59 
(11.6)

430 
(84.3)

80 
(15.7)

Agree family member present** 429 
(84.1)

81 
(15.9)

333 
(65.3)

177 
(34.7)

318 
(62.4)

192 
(37.6)

314 
(61.6)

196 
(38.4)

281 
(55.1)

229 
(44.9)

Answers documented in records** 403 
(79)

107 
(21)

364 
(71.4)

146 
(28.6)

325 
(63.7)

185 
(36.3)

318 
(62.4)

192 
(37.6)

293 
(57.5)

217 
(42.5)

Doctor sex affects answers** 52 

(10.3)

454 

(89.7)

72 

(14.2)

434 

(85.8)

82 

(16.2)

424 

(83.8)

38 

(16.4)

422 

(83.6)

121 

(24.1)

382 

(75.9)

Notes: *n=381, ** n=510. An electronic survey, 2022.

Table 2 (Continued). 

Job Income Marital Status Housing Animal Contact

Yes No Yes No Yes No Yes No Yes No

Change answer if importance 

explained**

466 

(91.4)

44 

(8.6)

336 

(65.9)

174 

(34.1)

487 

(95.5)

23 

(4.5)

429 

(84.1)

81 

(15.9)

490 

(96.1)

20 

(3.9)

Agree family member present** 453 

(88.8)

57 

(11.2)

368 

(72.2)

142 

(27.8)

455 

(89.2)

55 

(10.8)

452 

(88.6)

58 

(11.4)

467 

(91.6)

43 

(8.4)

Answers documented in records** 425 

(83.3)

85 

(16.7)

283 

(55.5)

227 

(44.5)

449 

(88)

61 

(12)

366 

(71.8)

144 

(28.2)

430 

(84.3)

80 

(15.7)

The doctor sex affects your 

answers**

50 

(9.9)

457 

(90.1)

59 

(11.7)

447 

(88.3)

60 

(11.8)

448 

(88.2)

56 

(11)

451 

(89)

50 

(9.9)

456 

(90.1)

Notes: *n=381, **n=510. An electronic survey, 2022.

Table 4 Percentage of Those Who Think Their Answers Will Be Affected by the Clinical Area or Presence of Others. n=510

Private Room Multi-Bedded Shared Room Emergency Department Presence of Nurse or Other  
Healthcare Staff

Socio-demographics n (%) 128 (25.1) 219 (42.9) 208 (40.8) 226 (44.3)

Social habits N (%) 148 (29) 263 (51.6) 251 (49.2) 244 (47.8)

Notes: An Electronic Survey, 2022
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gave more consideration to privacy when history is taken and are also more likely not to answer income and housing condition 
questions (P value <0.05).

Discussion
Social Medicine–the practice of deliberate inquiry into the social context of patient care–is challenging to teach and not 
routinely emphasized in the clinical learning environment. As Virchow indicated, “Medicine is a social science in its very 
bone and marrow”.12 Teaching how to take appropriate social history is important in undergraduate medical education. 
When students are involved in these activities, they tend to develop a good understanding of the importance of this 
dimension and reflect on it properly.5,13,14 Our study showed that detailed social history taking is unusual among doctors, 
and medical educators should take it seriously during both undergraduate and postgraduate training. Our study found that 
patients generally are open to discussing their private and personal information if they feel that the information that they 
provide is vital to help guide their care. Although not overtly sensitive, a large portion of the respondents in this study 
considered questions about income and housing inappropriate. Some respondents were surprised about why a doctor 
would want to know about their income and housing condition. Thus, it is possible that the importance of income and 
housing to health is still unclear to the public compared to other topics.

Social determinants of health go beyond traditional questioning and involve exploring a broad range of individual, 
mental, and environmental factors.15 Patients’ attitudes toward thorough social history questioning vary widely. Some 
patients may be open and willing to discuss their social history, while others may be more reserved or hesitant to share 
personal information. Several factors can influence a patient’s attitude toward social history taking. Our study showed 
that confidentiality is an important consideration. Taking social history in a private environment was clearly appreciated. 
Person and family boundaries are vague in our culture. While family presence offers needed support and may be 
associated with a better outcome, this aspect should not be interpreted as acceptance or the willingness to discuss 
patients’ private matters in front of family members.16 Providers can help create a comfortable and welcoming 
environment by explaining the importance of gathering social history information, being non-judgmental and respectful 
when collecting it, and ensuring that the patient’s privacy is fully respected.

Research has shown that cultural and religious beliefs can influence clinical practice in many countries worldwide, 
including in Middle Eastern countries.17,18 Alcohol consumption and sex outside marriage are major sins in Islam and are 
less likely to be reported even when asked. Some patients may feel offended if asked about sex or alcohol, so some 
doctors will avoid asking about it. It is common for undergraduate Saudi medical students to avoid sexual history taking 
and intimate body parts examination for several reasons.11 These issues are some of the factors that make physicians 
reluctant to take appropriate social histories. Physician reluctance to take good social history has been extensively 
reported.19 Some cultures, including South American, Asian, and Middle Eastern, are known to have barriers to seeking 
sexual health care.18 For example, Iranian American physicians feel reluctant to take a full social history if the patient is 
female or married.20,21 In Saudi Arabia, some female patients prefer to be seen by female doctors, and this choice is 
likely to impair the disclosure of sensitive health information.22 Patients being of the opposite sex also reported as a 
reason for doctors not attempting to gather any sexual history at all.11

We can improve social history-taking skills by implementing certain strategies. A study has looked at how medical 
students conduct history-taking when observed. Deficient interviewing skills were noted, and social histories, particu-
larly, were poorly taken.23 Students’ shyness from possible intrusion on patient privacy and improper teaching were 
among the causes of poor social history taking. The commonly utilized case presentation method of teaching history 
taking emphasizes a medical history’s content and diagnostic reasoning with little focus on how that history is taken. 
Bedside (observed) history-taking is better suited to offer needed feedback to students. The undergraduate curriculum 
design, however, should explicitly incorporate teaching blocks about advanced history-taking techniques that do address 
complex situations.24 Many methods could be used to teach students how to improve their history-taking skills.25 

Dedicated sessions on teaching medical students how to better communicate during challenging scenarios like social 
history gathering and transcultural communication can produce better student performance and satisfaction with the 
clinical encounter.26 A “medical social ward round” attended by both a physician and a social worker can offer medical 
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students and trainees a better understanding of all the different aspects of social determinants of illnesses and result in 
better social inquiries overall.1

Our descriptive study does have some limitations, including those inherently related to the study design. In addition, 
most respondents were young and well-educated. An older population might offer more conservative answers, especially 
concerning social habits forbidden by the local culture and religion. Although an important part of social history, detailed 
sexual history was not addressed in this study, and public attitudes might differ from what is reported here regarding 
general social inquiries. Our study intended to shed light on this crucial subject rather than generate new evidence. More 
studies are needed to explore this topic and whether poor social inquiry affects the patient-doctor relationship by 
examining different sequels like patient dissatisfaction, undesired health outcomes, and even litigation.

Despite these limitations, we believe that this study sets the ground rules for more discussion among educators and 
practitioners that will reinforce the delivery of positive and better social history-taking skills during both undergraduate 
and postgraduate training.

Conclusion
History taking is an essential skill for a successful patient-doctor relationship. Every effort should be made to explore, 
review, and improve the gathering of medical histories, including gathering a complete and relevant social history. 
Medical educators and residency training programs should thus design and revise their teaching /training curricula to 
adapt to current and anticipated changes in our community to ensure full competency in our health system.

In conclusion, the respondents in this study were mostly willing to discuss their general social status, such as job, 
marital status, and social habits like travel and smoking. However, many were hesitant to answer questions about income, 
housing conditions, and sexual activities. Anticipating patient refusal as a reason to avoid proper social history gathering 
may be unfounded. At the same time, it is important for healthcare providers to approach the topic of social history 
taking with sensitivity and respect and to create a comfortable environment for patients to share their social histories with 
clear and proper explanations. By gathering social history information, healthcare providers will better understand their 
patients’ health needs and challenges and thereby provide even more effective and successful care to those patients.
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