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Abstract

There has been an explosion of interest in addressing social needs in health
care settings. Some efforts, such as screening patients for social needs and
connecting them to needed social services, are already in widespread prac-
tice. These and other major investments from the health care sector hint at
the potential for new multisector collaborations to address social determi-
nants of health and individual social needs. This article discusses the rapidly
growing body of research describing the links between social needs and
health and the impact of social needs interventions on health improvement,
utilization, and costs. We also identify gaps in the knowledge base and im-
plementation challenges to be overcome.We conclude that complementary
partnerships among the health care, public health, and social services sec-
tors can build on current momentum to strengthen social safety net policies,
modernize social services, and reshape resource allocation to address social
determinants of health.
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INTRODUCTION

Efforts to address social determinants of health (SDOH), long a priority for public health profes-
sionals (55), have been reenergized by recent attention and investment from the health care sector,
spurred by a range of opportunities, initiatives, and incentives, including the Affordable Care Act
(102). This article reviews the rich and rapidly growing body of research driving the efforts to
address SDOH in clinical and community settings and identifies key gaps and promising future
directions for new scientific approaches to addressing social needs in health care.

TheWorld Health Organization’s (WHO) oft-cited definition of SDOH includes political, so-
cial, and economic forces that affect health by shaping the conditions in which people live (112).
These determinants are usually viewed as system- and policy-level influences that affect everyone
in a society and can either drive or reduce inequities in housing, education, jobs, pay, and other
social institutions and opportunities. At a person level, the downstream consequences of SDOH
for people who have been systematically disadvantaged include unmet social needs, such as un-
stable, unaffordable, and/or low-quality housing; food insecurity; unemployment; lack of quality,
affordable child care; or needing utility payment assistance.

The WHO’s 2008 landmark “Closing the Gap” report (112) outlined three broad actions to
address SDOHand achieve health equity: (a) improve daily living conditions; (b) tackle inequitable
distribution of power,money, and resources; and (c) measure and understand SDOH and assess the
impact of action. The report’s conceptual framework (97) casts health care systems as an interme-
diary determinant and suggests that through intersectoral actions such as food and transportation
assistance health care can help address inequities in “material circumstances” such as housing,
financial means to buy food and clothing, and neighborhood conditions and safety.

The health care sector’s recent involvement in SDOH has mirrored, in many ways, the WHO
conceptual model and recommendations: assuming responsibility for measuring the problem (e.g.,
screening patients for social needs), assessing the impact of action (e.g., intervening on social needs
and tracking outcomes), and focusing on deprivation in areas ofmaterial circumstances (as opposed
to more upstream determinants such as laws and policies). In 2019, Castrucci & Auerbach (25)
correctly argued that these person-level experiences such as food and housing insecurity are really
individual social needs, not SDOH. Although sometimes still referred to as SDOH by health care
systems and in research (4), the term social needs is increasingly being used as shorthand for unmet
material needs experienced by individuals.

The momentum to address social needs in health care settings is now visible in several routine
practices. Recent national surveys of Medicaid managed care plans, hospitals, and health systems
show that, in particular, two individual-level approaches—screening for social needs and making
referrals to social services—are already in widespread practice (6, 67).However, not all health care
organizations have a formal process for screening and referral (67), and rates of uptake appear to be
lower among health care providers in low-resource settings (82). The growing interest and invest-
ment in screening and referral for social needs have already spawned dozens of new technology
platforms designed to facilitate the process of addressing social needs (23).

Many larger health systems have also invested in community-level and structural solutions.
According to one study of 57 health systems, $1.6 billion was spent from 2017 to 2019 on housing
interventions alone, including the construction of affordable housing for homeless patients and
those with high use of health care, assistance for employees to purchase homes in neighborhoods
targeted for revitalization, and eviction prevention programs (51). Although these tended to be
pilot projects undertaken by larger health systems in partnership with other community organi-
zations (and generally are not represented in the scientific research literature), they are nonetheless
major investments that hint at the potential for multisector collaborations to address these needs.
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At present, however, such partnerships may be the exception: Only 30% of hospitals and health
systems in a national survey reported having fully functional formal partnerships with community-
based social needs providers, and 70% did not have dedicated funds to address social needs for all
their target populations (67). Moreover, many health systems likely lack community-level social
needs data to inform investments of this scope. Studies show that SDOH information is the least
developed component of the community health needs assessments that are required of all 501(c)(3)
organizations that operate hospitals (45, 83, 101).

The scientific literature on health care efforts to address SDOH is overwhelmingly skewed
toward research on individual social needs, which is the focus of this article. With 12 new studies
of social needs interventions published every month (32), special supplements of leading journals
dedicated to social needs research (40, 111), and a growing number of evidence reviews on the
subject (9, 42, 70, 96, 104), public health professionals must seek to understand this research and
practice, its complementarity with public health efforts to address SDOH, and the opportunities
it provides for partnership to improve population health and reduce disparities.

Drawing on this growing body of research, we describe the social needs experiences of diverse
populations, the effects of social needs on health, and the impact of interventions on social needs
and health improvement, utilization, and costs.We conclude by identifying gaps in the knowledge
base and implementation challenges to be overcome, and we suggest future directions for a science
of social needs.

ASSESSING SOCIAL NEEDS

Although there is widespread interest among researchers and health care organizations in
community-level indicators, social needs are most commonly measured among individuals us-
ing self-report. Health care organizations have a long history of screening for specific concerns
(e.g., interpersonal safety) in specific clinical populations (e.g., pregnant women, seniors, pediatric
patients) or settings (e.g., emergency departments) (5). Today’s social needs screeners are more
multidimensional and include a range of screening tools (39, 49, 77, 78) that vary in the total
number of questions asked (e.g., 2–23), the time interval assessed (e.g., needs experienced in the
past 12 months, current needs, anticipated need in the next month), whether needs are assessed for
the respondent only or for all members of the household, and the different sets of needs assessed.

In 2015, the Institute ofMedicine recommended 11 key measures, including race/ethnicity, ed-
ucation, financial strain, stress, depression, interpersonal safety, tobacco use, physical activity, and
social connections (2, 54). A Centers for Medicare and Medicaid Services (CMS) measure covers
five domains—housing, food, transportation, utilities, and safety/abuse—using 10 items (15). The
American Academy of Family Physicians (AAFP) added to the CMS measure questions assessing
education, employment status, financial insecurity, and child care needs (78). The Health Leads
screening tool also assesses whether any of the patients’ social needs were urgent and whether
they needed help reading hospital materials (49). The PRAPARE tool adds items assessing incar-
ceration history in the past year, stress level, and frequency of feeling socially connected (77).

Across these and other social needs screening tools, the most commonly included items assess
needs related to food, utilities, housing, transportation, and personal safety.Within these multidi-
mensional domains, screening tends to focus on aspects of the need that align with the priorities of
the health care organization or its perceived locus of influence. For example, screening items are
more likely to assess housing stability than housing quality, even though both can have a significant
impact on people’s lives and health. Most screening tools do not include an open-ended question
about other social needs that patients may want to report that were not already addressed; such a
question could improve the patient-centeredness of screening tools and elicit additional needs.
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In addition to assessing social needs, the AAFP and Health Leads screeners also assess whether
a respondent wants assistance with addressing a social need. Some research suggests that many
may not want assistance (28). For example, a multisite survey of 969 adult patients and caregivers
of pediatric patients across 9 states found that screening for social needs in health care settings
was widely viewed as appropriate (29), but qualitative interviews with a subset of respondents
revealed that not all individuals wanted help from health care teams to address their social needs
(22). Interviews showed that patients wanted their health care providers to be aware of their
social needs but did not expect providers to resolve the needs; some even felt that it was outside
the scope of medicine to do so. In related findings, only 40–60% of people who report an unmet
need agree to participate in navigation or other social needs programs (12, 39, 82, 92).

Some social needs screeners include items that identify nonmodifiable factors that could influ-
ence the types of social needs assistance available to a person. For example, incarceration history
and veteran status are not social needs but could affect a person’s eligibility for services to address
social needs (3, 77). Use of such items and treatment of the resulting data should be carefully con-
sidered to avoid unintended consequences. For example, a history of incarceration might bias the
treatment a patient receives, and such information may remain in their electronic medical record
long term.

Although most social needs screening tools in widespread use were designed for adult patients,
many screeners have also been developed for and/or administered to parents of pediatric patients
(74, 81). A recent review identified 11 different social needs measures for pediatric patients, most
of which addressed social needs in the broader family context (96).

The wording, response format, and time frame assessed vary considerably in different social
needs screening items, as do the procedures for administering them. These differences across
studies make it difficult to directly compare results (50). In some screening tools, a single item
assesses multiple needs (e.g., “How likely is it that you will have enough money for food, rent,
and clothing in the next six months?”), making it difficult to determine exactly which needs are
unmet. Other questions require respondents to connect in causal fashion a social need to a health
outcome (e.g., “Within the past 12 months, I couldn’t afford to eat balanced or healthy meals”)
(94). These examples also illustrate the variability in time frame considered for each social need
exposure; some are prospective while others are retrospective, and the relevant time period can
range from a day or week to a year (15).

There is no consensus on how or how often patients should be screened for social needs, or
which patients should be screened, in which settings, and by whom. Social needs screening is cur-
rently administered in diverse health care contexts (e.g., community health centers, emergency
departments, inpatient services), with different populations (e.g., pediatric patients, patients with
chronic disease, low-income patients), and using different modalities (e.g., verbal, paper, tablet
computer), and it is implemented by a range of interviewers (e.g., doctors, nurses, social workers,
community health workers, volunteers) and during different points in a clinical encounter (e.g.,
waiting room, exam room, postvisit). Some have cautioned that selective screening—assessing so-
cial needs only in certain patient populations, based on perceptions or data on place of residence,
race or ethnicity, or perceived education—could erode patient trust and exacerbate stigma, dis-
crimination, and health disparities (36). Screening all patients for social needs would reduce this
risk (71).

PREVALENCE OF SOCIAL NEEDS

Unmet social needs are widespread in marginalized populations. Studies assessing the prevalence
of social needs have relied mostly on self-report from screening questions, though some have
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constructed social needs indicators on the basis of administrative data (58) or have tracked
requests to community helplines (30, 110). Studies frequently report the prevalence of individual
social needs as well as the total and/or mean number of social needs experienced, including the
percentage with 0, 1, or 2+ social needs. Table 1 reports findings from 15 studies to illustrate
the prevalence of selected social needs in different populations and health care settings.

Studies find that participants frequently have two or more social needs, even though most
screeners assess a relatively small number of needs (38, 41, 62, 64, 86). Studies that screen a broader
patient population tend to find fewer social needs per person (50). InTable 1, findings are grouped
into two types of social needs studies. Studies in clinical settings assess social needs during health
care visits.This screening occurs usually in person but sometimes through othermodalities such as
online surveys (48). Studies in a community or nonclinical setting assess social needs independently
from health care, among individuals who are seeking assistance through social service helplines,
or through phone outreach to members of a health care plan or system.

Social needs related to housing, food, child care, and general financial strain are among the
most common social needs experienced. In Table 1, 5–43% of participants screened in clinical
settings had needs related to housing stability.Other housing-related needs, including low-quality
housing or limited space in the home, are often more prevalent than housing instability in studies
that assess both (50, 64, 92, 105). However, many studies report housing stability alone and do not
assess quality separately (12, 16, 27, 37, 38, 79, 80, 88, 95, 99).

Food insecurity, operationally defined in various studies as eating less, skipping meals, not hav-
ing enough food for one’s family, or running out of food before having money or food stamps to
buy more, is one of the most highly prevalent needs (12, 27, 41, 48, 79, 88, 95). InTable 1, 6–41%
of participants screened in clinical settings had food-related needs.

Among adults with young children, the need to find quality and/or affordable child care is
highly prevalent (37, 38, 62, 86), although it often appears less so in general population screening
when the denominator includes those without young children (27, 50, 80, 92). In Table 1, 29–
50% of adults with young children reported child care needs, while only 2–3% reported child
care needs in general population studies that also included those without young children.

General financial strain is one of the most commonly identified social needs across studies
in many different settings, although screening questions for financial strain vary widely, making
comparisons of prevalence across groups difficult. For example, Kreuter et al. (62) found that not
having enough money for unexpected expenses was the most prevalent social need (47–89%) in
four independent studies. Other studies also found that financial strain was the most common so-
cial need, in the context of either paying for health care (12, 16, 99) or having general employment
and income concerns (27, 37, 38, 58).

These rates of housing, food, child care, and financial needs among low-income samples are
generally higher than population-wide estimates from public health surveillance efforts. In the
United States, slightly more than 10% of households experience food insecurity at some time
each year (106). Around 7% of US households are cost burdened, and around 0.2% of Americans
are homeless (108).

The most prevalent needs can vary widely by study setting. For example, social needs related
to utility bill payment and transportation are more common among helpline callers than they are
among populations screened in health care settings (30, 62, 64). This discrepancy may be because
screening in health care settings often assesses transportation needs in the specific context of health
care access and because those who arrive for a health care visit have overcome, at least temporarily,
whatever transportation need they may have.

Studies in clinical and community settings have identified several common correlates of having
more unmet social needs, including lower income, less education, and unemployment (12, 47, 62,
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64, 95, 105). For other demographic characteristics, however, findings are mixed. Some studies
have found that older participants report more social needs (62), while other studies have found
that younger participants have more social needs (87). Findings about the association between
gender and social needs have also been conflicting (12, 50, 62).

Although national surveillance data suggest that members of racial and ethnic minority groups
are at an increased risk for food insecurity and housing instability (107–109), studies of social needs
have not found a consistent association. One study among helpline callers found that White par-
ticipants were more likely to have social needs (62), while other studies have found no association
between race and social needs (47, 62, 95) or found that Black or Hispanic participants are more
likely to have social needs (12, 50, 62, 87). The conflicting findings may be explained, at least in
part, by differences in study samples and/or measures.

THE LINK BETWEEN SOCIAL NEEDS AND HEALTH

Both in the United States and globally, broad social determinants such as income and education
are associated with health outcomes, including chronic disease and mortality (1, 20, 21, 68, 69, 98).
A growing body of research has also linked individual social needs to a range of health outcomes,
from behaviors to mortality to health care utilization and costs (76). For example, material need
has been associated with lesser access to and use of treatment and prevention services; later diag-
nosis and resolution; and greater hospitalization, length of stay, readmission, complications, and
mortality (60). These associations may be mediated by a lack of health insurance (113). Because
much of this research is based on cross-sectional data, causality often cannot be established and
could be bidirectional or reversed (72). For example, longitudinal studies have shown that basic
needs predict depressive symptoms (18) and vice versa (52).

Many studies have examined the relationship between a single social need and a particular set
of health outcomes. Most commonly, this research has focused on social needs related to food
and housing. Food insecurity is associated with negative health consequences, including obesity,
stunting, wasting, and cardiometabolic disease, across the life span (24). It has been associated
with sleep problems (44), inflammation (43), poor diabetes control among diabetic patients (13),
and poor health among children (7, 89). Among the general US population, adults reporting food
insecurity have higher subsequent health care expenditures (11), whereas low-income adults who
participate in the SupplementalNutrition Assistance Program have lower health care expenditures
compared with those who do not participate (14).

Housing insecurity and homelessness are also associated with negative health outcomes among
adults (66, 100) and children (26). Low-income adults that receive rent assistance have threefold
lower odds of rating their health as “fair” or “poor” compared with peers on a waitlist for rent assis-
tance (59). Among Canadian adults with HIV, having at least one unmet need (for food, clothing,
or housing) was associated with lower physical and mental health quality of life (95).

Strong evidence supports a dose–response relationship between social needs and health. Stud-
ies show that increased social needs are associated with worse physical, mental, and self-rated
health, more chronic conditions, depressive symptoms, and higher perceived stress (12, 16, 62, 64,
95, 105). Among children, higher levels of unmet needs are associated with lower levels of child
wellness (34).

Social needs are also associated with a range of health-related behaviors, including smoking,
illicit drug use, eating fewer fruits and vegetables, getting less exercise, getting less sleep, and not
seeking preventive health care (16, 58, 62, 64, 84, 105). Formany of these behaviors, the association
with social needs also follows a dose–response gradient.
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Although most research linking social needs with health behaviors and health outcomes has
been cross-sectional, longitudinal studies have also established that social needs predict negative
health outcomes. In community-dwelling adults, higher levels of unmet social needs were associ-
ated with increases in depressive symptoms (18), increases in problems with physical functioning
(90), and higher mortality (17).

This accumulation of evidence has led the National Academies (76) to conclude, “The con-
sistent and compelling evidence on how social determinants shape health has led to a growing
recognition throughout the health care sector that improving health and reducing health dispar-
ities is likely to depend—at least in part—on improving social conditions and decreasing social
vulnerability” (p. 27).

More evidence is needed about the mechanisms through which unmet needs affect health.
Several conceptual models and frameworks have been proposed to explain the indirect effects
of addressing social needs on health outcomes: through reduced stress and competing demands
for resources and improved adherence to medication and physician visits (46, 75), and through
improved health behaviors, physiologic functioning, and psychosocial factors (8, 9, 21, 72, 98).

SOCIAL NEEDS INTERVENTIONS

Some social needs interventions focus on addressing a particular need, whereas others are in-
creasingly addressing a range of needs (9, 35, 42). Among interventions addressing multiple social
needs identified through screening, the simplest approaches compile and distribute social needs
resource guides, often with little follow-up or evaluation. More comprehensive linkage interven-
tions involve systematic approaches to screening for social needs followed by social prescriptions
or referrals for specific resources available from independent or partner community organizations
(e.g., food bank, YMCA) or a colocated service provider (e.g., medical–legal partnerships).

Given eligibility requirements and limited resources at many social service provider agencies,
however, there is no guarantee that linking patients with community programs will resolve the
patients’ social needs. Although some patients may be able to resolve their unmet need inde-
pendently using a resource information booklet or following a verbal or written referral for an
assistance program, others will be more successful with personal help from someone such as a
case manager or social needs navigator (72) who can advise them on the documentation needed
to meet eligibility criteria, help them connect with the agency, and assist them with applications.

Social needs navigators are often affiliated with a health care organization or community
agency (e.g., social workers, nurses, community health workers, volunteers) and provide ongo-
ing support and follow-up in person and/or by phone. In many health care organizations, patients
with high acuity or utilization are offered casemanagement or navigation services to address health
and social needs [i.e., hotspotting (33)], but it is less common for navigation programs to be made
available universally to a patient or member population, without regard for individual differences
in health risk profiles.

Several reviews of the literature have identified and summarized interventions designed to ad-
dress social needs. Most studies report the prevalence of needs and what percent of needs were
resolved through referrals over a particular time period (19, 38); fewer studies report health out-
comes or cost savings. Results have varied on the basis of which needs were addressed. In one
review, intervention studies addressing housing needs found effects on health outcomes, costs, or
both, whereas studies of nutrition, income, or care coordination supports were more sparse and
hadmixed effects (104). Several interventions have focused on housing and childhood asthma trig-
gers; some reported reductions in the use of urgent health care services and increases in symptom-
free days and quality of life (9). Incorporating social work interventions within primary care has
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shown promising effects on subjective health measures, self-management of chronic conditions,
and reduced psychosocial morbidity and barriers to care (70).

Evidence has also demonstrated the benefits of social needs navigator programs that address
multiple needs. For example, one study determined that having a university-affiliated navigator
for three months led to greater improvement in parents’ evaluation of overall child health than a
printed community resource guide (41). Another found that having a community health worker
provide navigation for six months was more effective and cost-effective in reducing hospitaliza-
tion and costs compared with standard care (56, 57). A comparative effectiveness study showed
that delivering navigation via a clinic setting versus a community setting did not differentially
affect psychosocial outcomes (85). An evaluation of Health Leads programs across three sites
found that patients who screened positive for unmet social needs and agreed to participate in
navigation showed improvements in blood pressure and cholesterol (but not HbA1c) over time
compared with those who declined participation (12). Providing a medical–legal intervention to
parents with newborns increased access to supports (e.g., food, utility assistance, public assistance),
increased rates of immunization and preventive care, and decreased emergency department visits
(93).

Although individual studies provide promising results for navigation interventions, reviews of
the literature identify multiple areas for methodological improvement to strengthen our knowl-
edge of what works (9, 42, 104). Most trials to date have used social needs screening tools with
unknown reliability and validity and focused on process outcomes. Few involved large samples
or included cost-effectiveness analysis, some lacked appropriate comparison groups to provide
rigorous results that are generalizable to broad patient populations, and long-term follow-up var-
ied. Additionally,many trials involve prepost designs among high-risk or high-utilization patients;
thus results may be confounded by regression to the mean, as seems to be the case in hotspotting
interventions (33). It is also important to evaluate whether interventions to reduce health care uti-
lization (less emergency department use) are beneficial and not potentially harmful (e.g., having
unintended consequences such as reducing preventive care) (10, 92).

In addition to the need for more rigorous studies evaluating whether social needs interven-
tions are effective, research seeking to explain how these interventions influence health and social
needs outcomes is equally important. Fichtenberg and colleagues suggest four potential path-
ways: increasing patient access to resources, reducing patient stress, helping health care providers
give better care, and reducing provider burnout (32). The latter two of these are provider related
and have received less attention in research conducted to date. Knowing a patient’s social needs
may alter, in a quality-enhancing way, a provider’s approach to medication management, behav-
ior change recommendations, or other patient interactions; in addition, providers knowing that
their health care system has an infrastructure and resources to assist with social needs reduces
their stress and worry when treating patients with unmet social needs. Studies exploring these and
other mechanisms of effect will advance the science and practice of addressing social needs.

CHALLENGES AND NEXT STEPS

A key assumption underlying the strategy to address social needs through screening and referral
interventions is that social service agencies have sufficient capacity to address the demand in their
communities. A few longitudinal studies have tracked the outcomes of social needs referrals and
found that, overall, only about one-third of those receiving a referral end up getting assistance
from the referral agency (19, 91). But the capacity of social service agencies can vary widely by
community and type of social need (86): Community capacity is higher in urban versus rural areas,
for example, or higher for responding to food-related needs compared with housing needs (63).
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Screening and referral interventions may not be suitable for social needs that cannot be reliably
addressed owing to limited capacity of the local social service system.

Our current knowledge of how a person’s social needs change over time is limited. In both
research and practice to date, screening or assessment of social needs is at best sporadic, and when
it is assessed at multiple time points, there are often long gaps between assessments. If social needs
are relatively stable over time, longer intervals between assessments would be justified. However,
studies examining the financial needs of low-income individuals suggest that such needs fluctuate
frequently and often dramatically (73, 103). Thus, changing needs over time cannot be resolved
by a one-time intervention and may be addressed more effectively by longer-term interventions
such as ongoing navigation. Understanding the patterns, timing, and sequences in which some
social needs rise and others fall could also help social needs interventions shift from being reactive
to proactive and could even help identify issues that require addressing underlying causes at a
population level. Longitudinal research measuring dynamic needs and their effects on each other
and on health is needed.

Current screening and referral interventions tend to treat each social need reported by a per-
son as independent: If a person has food and transportation needs, they would likely receive one
referral for food assistance and another for transportation services. While having the advantage
of being simple and straightforward, this approach ignores possible links among different social
needs and may use limited community resources inefficiently. As an example, needing utility pay-
ment assistance and money for daily necessities such as food, clothing, and shelter are highly cor-
related across multiple social needs studies (rs = 0.49 to 0.71) (62). When planning social needs
interventions, it is possible that addressing one need, say, transportation by providing a needed
car repair or bus pass, would leave enough money in the person’s budget to help meet food needs
or increase their ability to get to food stores. Future work should identify and test promising
alternative strategies that solve individual needs while preserving limited community resources.

Certain social needs may cluster in certain population subgroups (61). For example, a proof-
of-concept analysis in a low-income sample showed that women with children were more likely
to report not having enough space in their home and needing help with utility bills, men under
50 were more likely to report being physically threatened and needing a place to stay, and adults
50 and older in fair or poor health were more likely to need food and transportation (62). Hudson
and colleagues (53) argue that Black men may experience distinct stressors over the life course and
may benefit from social needs interventions that address their particular social, legal, or economic
needs (e.g., getting disability benefits or clearing criminal and credit histories). If certain combi-
nations of social needs occur more commonly in distinct population subgroups, health care and
other organizations could develop integrated packages of interventions supported by coalitions
of community partners to increase effectiveness. We found no published studies comparing the
effects of one-size-fits-all social needs interventions with interventions that are highly targeted
for specific population subgroups with similar social needs experiences.

Understanding the complex and dynamic relationships among social needs could also make
screening for social needs more efficient. For example, compared with those who do not express
transportation needs when calling a community helpline, individuals who do express transporta-
tion needs have three times greater odds of also having food needs and twice the odds of needing
health insurance or a regular doctor, even though they had not sought help for food or health care
needs from the helpline (110). Identifying such interdependencies could lead to adaptive social
needs assessment tools that are at once shorter and more informative.

All these considerations—community capacity, temporal patterns and clusters of social needs,
common social needs experiences of different population subgroups, and smart social needs
screening tools that are adaptive and conditional—have practical implications for delivering
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social needs interventions. They help answer key questions for advancing the field, including
which social needs to target and when, which individuals might benefit most from which interven-
tions, and which strategies can identify and address social needs most efficiently, cost-effectively,
and sustainably (32).

At the same time, even if social needs interventions in health care evolve and are increasingly
guided by a robust science of social needs, they should be understood in a broader context and
optimized through complementary partnerships and policies.Not all people have health insurance
or access to health care. Integration of health care and social services provides a useful example
of the range of collaborative possibilities. On a continuum of degrees of integration, screening
and referral interventions that send patients from a health plan to certain social service agencies
would rank low compared with community-wide collaborations that reach and benefit all people,
not just health plan members (31). In fact, different health plans that implement similar social
needs referral programs may ultimately compete with each other for the same social services for
their own members.

Addressing people’s social needs in a way that works and lasts will be difficult and likely ex-
pensive. Results may be modest, and the time horizon for seeing health benefits will be long or
perhaps nonexistent if underlying causes are not addressed upstream. There is a real risk that the
health care sector could lose interest along the way, decide that the investment is not worth it,
or conclude that other parties are better suited to address social needs. Disinvestment would be
a tremendous missed opportunity. Sustaining the attention, interest, and investment of the health
care sector must be a high priority. Public health professionals and organizations are needed to
help build, lead, or participate with health care organizations in cross-sector and multilevel com-
munity efforts to improve population health and reduce disparities by addressing SDOH and
social needs.

Efforts at all levels of the continuum will work more effectively if there are investments in
and modernization of the social service sector, including social safety net policies and resource
allocation to sustain them (40). As health care interventions to address social needs continue to be
developed, refined, and tested, it is crucial for public health professionals to also strive to shape
the upstream SDOH that drive both health disparities and the inequitable distribution of unmet
social needs (65).
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