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Abstract

In recent years, health care policy makers have focused increasingly on ad-
dressing social drivers of health as a strategy for improving health and health
equity. Impacts of social, economic, and environmental conditions on health
are well established. However, less is known about the implementation and
impact of approaches used by health care providers and payers to address
social drivers of health in clinical settings. This article reviews current ef-
forts byUS health care organizations and public payers such asMedicaid and
Medicare to address social drivers of health at the individual and community
levels. We summarize the limited available evidence regarding intervention
impacts on health care utilization, costs, and integration of care and identify
key lessons learned from current implementation efforts.
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INTRODUCTION

The United States spends more per capita on health care than do other high-income countries,
yet it has consistently worse health outcomes, with higher rates of people with multiple chronic
conditions and higher death rates for treatable conditions (69). Care is more fragmented (47), and
income-based disparities in health are higher (124).

Over the last decade, growing awareness of how social and economic forces impact health (21,
45) has led health care policy makers and payers to focus on addressing social drivers of health
(SDH) as a strategy for improving health and health equity while controlling or reducing costs
(50).Many patients, particularly those who are older, disabled, or high utilizers of acute care, have
unmet social needs (19, 86, 96, 103, 113, 121, 140). Extant evidence suggests that addressing social
needs, e.g., for housing, food, and employment, can improve health and well-being over the life
course (11, 15, 54, 68, 76, 95, 97, 116, 135, 143). However, less is known about implementation
and the impact of clinical setting efforts to address social needs.

In this review, we summarize evidence regarding approaches currently used by US health care
organizations and payers such asMedicaid andMedicare to address SDH, identifying which social
needs are being addressed, for whom, and to what effect. We also synthesize key challenges and
lessons learned in implementing programs focused on integrating social services provision and
referral in clinical settings and highlight implications for future research, policy, and practice.

APPROACHES FOR ADDRESSING SOCIAL NEEDS
IN CLINICAL SETTINGS

Health care providers can act on SDH at the individual or community level. At the individual level,
approaches entail screening patients for health-related social needs (HRSNs), providing referrals
or direct access to relevant resources, and following up to determine whether needs have been ad-
dressed (59, 70, 77). At the community level, actions typically focus on more upstream systems
change, e.g., by supporting local economic development or participating in multiorganization
systems alignment and advocacy efforts (4, 75, 77).

In the United States, current approaches focus primarily on the individual level rather than
on the community level (75, 90). Screening is particularly widespread, with almost all hospitals
and most physician practices and federally qualified health centers reporting some social risk
screening (38, 56, 58). Commonly assessed social needs include housing stability, food security,
transportation access, utilities assistance, financial strain, interpersonal violence, and social sup-
port. However, screening practices are not consistent, with regard to either needs and populations
assessed or types and quality of screening approaches used (49, 56, 90). Given the sensitive nature
of many social needs, patient advocates and other stakeholders have also expressed concern about
the potential harms of social risk screening to patients and the patient–provider relationship if not
implemented in a trauma-informed, patient-centered manner (1, 25, 60, 85).

Following screening, many health care organizations attempt to refer patients for assistance
with HRSNs. Unfortunately, gaps between social risks screening, referral, and actual needs fulfill-
ment are widespread (89, 129). One longitudinal study of the 2–1–1 referral helpline found that
only 36% of individuals receiving a referral received assistance from the referral agency (20). An-
other study of social screening outcomes in safety-net primary care clinics found that only 25%
of participants with positive screens were referred to services (129). Provision of direct services is
also quite limited, with 31% of hospitals offering nonemergency medical transportation, 19% of
hospitals offering violence prevention services, and 7% offering meal delivery programs (6).

Many health care organizations struggle to develop the infrastructure, workforce training, and
community-based partnerships needed to implement new referral pathways, provide coordinated
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care, or deliver HRSN services at scale (10, 12, 16, 29, 125).Other challenges include limited avail-
ability of services to refer patients to, particularly for housing (36, 51, 137), and low patient uptake
of HRSN referrals and services (23, 52). Research on factors affecting patient uptake identified
barriers, including low perceived utility, acceptability, accessibility, or effectiveness ofHRSN refer-
rals and services; stigma; and fear of potential negative consequences of accepting services (34, 36,
52, 131). Key facilitators include holistic, patient-centered outreach and engagement approaches
and trusting patient–provider relationships (36, 52, 131).

While important, screening, referral, and other individual-levelHRSN interventions have been
described as insufficient for improving health in the absence of corresponding change in the un-
derlying systems of care in which services are embedded (27, 30, 51, 76).Unfortunately, health care
organization activity on this front remains limited.Review of community health needs assessments
(CHNAs) and community benefit activities of nonprofit hospitals and health systems, which are
federally required in order for these entities tomaintain their tax-exempt status, suggests that most
CHNAs do not include social factors, and efforts to address SDH represent only a fraction of over-
all community benefit activities (28, 77, 119). One study found that between 2017 and 2019, only
5% of US hospitals’ annual community benefit spending was directed toward community-based
activities, of which an even smaller component focused on addressing SDH (75).

Case study data suggest that some hospitals and health systems are engaged in efforts to
address SDH at the community level, e.g., supporting the construction of affordable housing, evic-
tion prevention programs, or food pharmacies to promote access to healthy foods (75, 77, 142).
When present, these efforts typically occur in partnership with other public and private organiza-
tions (75), reinforcing the importance of multisector coalitions and cross-sector collaboration for
meaningful change at the community level (50, 90, 139).

Addressing SDH at either the individual level or community level requires significant in-
vestment in infrastructure and partnership development (63, 108). Unfortunately, health care
organizations serving populations with the highest prevalence of unmet social needs are often
least likely to have the slack resources needed to make these investments. Dedicated funding to
support HRSN service provision, provider capacity development, and broader systems change ef-
forts will be essential for long-term scale-up and sustainability of efforts to address SDH in clinical
settings (12, 64, 108).

FUNDING FOR ADDRESSING SOCIAL NEEDS IN CLINICAL SETTINGS

In the United States, policy makers and practitioners interested in exploring more sustainable
funding for addressing SDH have increasingly looked to Medicaid and Medicare, the nation’s
two major public health insurance programs, as potential payers. Both Medicaid and Medicare
serve populations with a high prevalence of unmet social needs (90, 96) and in recent years
have supported payment delivery system reforms focused on financially incentivizing providers
for the value rather than the volume of services provided. Below, we describe each program and
efforts within each to address beneficiaries’ social needs, overall and in clinical settings.

Medicaid

Medicaid is a publicly funded health insurance program for low-income, low-asset individuals (42);
nationally, the program covers 1 in 4 Americans. Medicaid is administered by states but jointly
funded through an uncapped federal–state matching program. As an entitlement program, all
individuals who meet eligibility requirements are permitted to enroll. Specific eligibility require-
ments vary by population group and state; however, major groups include low-income children
and pregnant women, older adults aged 65+, people with disabilities, and adults.
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Table 1 Services addressing health-related social needs (HRSNs) in Medicaida

Services to address HRSNs Description
Case management Client-centered assessment, planning, coordination, and monitoring of services needed to

address identified needs
Housing-related supports
Environmental accessibility

modifications
Adaptations to an individual’s home necessary to ensure health, welfare, or safety (e.g., installing
wheelchair ramps)

Housing assistance Assistance in locating and securing stable housing (pretenancy support) or maintaining housing
(tenancy sustaining)

Community transition services Services that help individuals transition from institutional to community settings. May include
one-time expenses associated with transition, e.g., security deposits, essential furnishings

Other supports Utilities assistance, pest removal, asthma remediation
Nutrition assistance Assistance with enrolling in nutrition assistance programs or direct provision of food support

services such as home-delivered meals
Transportation Nonemergency medical transportation or nonmedical transportation to support habilitation and

community integration
Employment assistance Prevocational training, supported employment, and other services to assist with obtaining and

maintaining competitive employment
Personal care assistance Services to assist with activities of daily living (e.g., walking, dressing, bathing) or instrumental

activities of daily living (e.g., meal preparation, chores)
Community integration Services and supports needed to help an individual function independently in a

community-based setting (e.g., daily living skills, social skills training)
Home visiting program Evidence-based support and education for at-risk caregivers and children provided in home by

trained professionals or paraprofessionals (e.g., Nurse-Family Partnership)

aServices may be available only for narrowly defined population groups and may be capped or limited to specific geographic areas.

Federal rules historically prohibit the use of federal matching funds to cover nonmedical ser-
vices through Medicaid. However, states can and have long used flexibilities within the program
to address beneficiaries’ health-related social needs (73). Table 1 identifies and briefly describes
HRSN services covered byMedicaid; Supplemental Table 1 summarizes key mechanisms within
Medicaid for covering these services. For example, all states use Medicaid state plan options or
home- and community-based services (HCBS) waivers to provide at least some long-term services
and supports (LTSS) to beneficiaries eligible for institutional placement, e.g., in a nursing home.
LTSS encompass medical and social services that assist individuals who have functional limitations
(32); example social services provided as part of LTSS include personal care assistance and envi-
ronmental accessibility adaptations. While Medicaid is the primary payer of formal LTSS in the
United States, specific eligible populations and services vary by state, and services may be capped
or available only in limited geographic areas.

Many state Medicaid programs also already cover case management and select integrated care
models that bundle the provision of medical and social services. For example, the optional Health
Homes Program benefit allows states to provide comprehensive case management, care coordi-
nation, and referrals to community and social support services for eligible beneficiaries; between
2015 and 2023, 26 states implemented Health Homes Programs, though few have sustained the
program continuously over time and whether services are provided in behavioral health or clinical
care settings varies by state (37, 130).

However, until recently, efforts to addressHRSNswithinMedicaid have been restricted largely
to case management, care coordination, or select services available primarily via HCBS waivers.
Coverage has also typically been restricted to a narrow set of populations as alternatives to
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institutional placement, e.g., older adults and persons with physical disabilities, children or youth
with intellectual or developmental disabilities or serious emotional disturbance, and adults with
serious and persistent mental illness or traumatic brain injury. Except for those provided by the
Health Homes Program, services have also been available largely in behavioral health or LTSS
rather than in clinical settings.

In recent years, an increasing number of states have adopted new state plan benefits or applied
for Section 1115 waivers to cover services addressing HRSNs for a wider range of medically and
socially complex populations, including individuals who are homeless or at risk of homelessness,
those with multiple chronic conditions, or those who were recently incarcerated (132, 140, 144).
In 2023, 25 states and the District of Columbia had approved Section 1115 waivers that included
efforts to address HRSNs for populations not previously eligible for such support (71).

Several states have also used state plan amendments to provide housing supports for these
populations. For example, in 2021, Connecticut added a new benefit, “Connecticut Housing En-
gagement and Support Services” (CHESS), for beneficiaries experiencing homelessness and with
multiple chronic needs; under CHESS, eligible beneficiaries receive intensive case management
and pretenancy and tenancy-sustaining services, coordinated with non-Medicaid housing sub-
sidies. An important consideration in the use of Medicaid funds to address housing instability
is that Medicaid cannot pay for rent or room and board but rather only for indirect supports
such as pretenancy, tenancy-sustaining, and housing transition services; state-level participation
in housing-related collaborative activities is also permitted, e.g., to create and identify new housing
resources (98).

State plan benefits and Section 1115 waivers that focus on the provision of HRSNs in clinical
settings are not common and, when present, typically occur in conjunction with broader payment
and delivery system reforms. In 2023, only 8 states had Section 1115 waivers that explicitly in-
cluded efforts to integrate HRSN service provision or referrals in clinical settings; select waiver
components in these 8 states are summarized in Table 2. Although structural arrangements for
delivering care are quite different in these 8 states, all include both medical and social risk cri-
teria such as homelessness in determining beneficiaries’ eligibility for services. Notably, in 7 of
8 states, waivers also include dedicated funds for provider capacity development; such investments
have been described as critical for developing cross-sector partnerships, data sharing, and deliv-
ery system infrastructure needed to meaningfully integrate historically siloed systems of care (36,
83). Impacts of these waivers are currently unknown, though several build on prior state delivery
system reform efforts with proven impact on health outcomes and costs (104, 114, 115).

Medicaid Managed Care

Given that nationally almost three quarters of Medicaid beneficiaries are enrolled in managed
care (72), state policy makers have also focused on incentivizing managed care plans to address
HRSNs. In 2021, 33 states included provisions related to identifying or addressingHRSNs in their
contracts with managed care plans (61, 127). Common provisions include requirements to screen
and refer enrollees for HRSN assistance or partner with social service providers; for example,
New Mexico requires plans to employ a full-time housing specialist to assess members’ housing
needs and connect them to appropriate resources (74). However, few states require managed care
organizations to track referral outcomes or document social needs data, and provisions are difficult
to enforce, resulting in low compliance (64).

With federal approval, states can also allow health plans to provide HRSN services as substi-
tutes for (i.e., “in lieu of”) services covered under the state plan. In California, multiple newly
available Community Support benefits, e.g., for housing deposits, asthma remediation, and sober-
ing centers, are provided using this mechanism.Under this approach, benefits must be voluntarily
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adopted by plans as cost-effective alternatives to other types of care. Recent federal guidance clar-
ifies that these services can be used preventively, rather than as immediate substitutes, and that
cost-effectiveness can be assessed at the population level rather than individual level (99). Health
plan uptake of these services is currently unknown, but, if successful, the in lieu of services option
could be used by other states to fund HRSN services under Medicaid.

Overall, existing research on Medicaid managed care plans’ investments in HRSNs suggests
that health plans are interested in addressing enrollees’ HRSNs but are concerned about local
provider capacity to successfully contract for and provide new services. Additional uncertainty
exists around whether providing such services will increase health plans’ financial risk, in terms of
potential return of investment or how payments for services addressing HRSNs may affect future
capitation rate setting (33, 34, 64, 92, 105).

Medicare

Medicare is a publicly funded health insurance program for people aged 65+ years and those with
long-term disabilities. Medicare is administered at the federal level by the Centers for Medicare
and Medicaid Services (CMS). Traditional Medicare is fee-for-service; however, almost half of
Medicare beneficiaries opt to receive benefits through private managed care instead, i.e., Medi-
care Advantage (57). Federal rules prohibit the use of Medicare funds to cover nonmedical care,
including most long-term services and supports. Thus, except for demonstration projects such
as the 2017–2022 $157 million Accountable Health Communities model testing the impact of
HRSN system alignment strategies on outcomes for Medicare and Medicaid beneficiaries (5, 80),
efforts to address HRSNs in Medicare have been limited largely to voluntary efforts by Medicare
accountable care organizations (ACOs) or Medicare Advantage plans (55, 107, 108).

ACOs are provider-led entities with at least some financial risk for overall costs and quality
of care and thus, in theory, have more incentive to address HRSNs (84). ACO models were first
established in 2012 and have grown rapidly, with ∼16% of the Medicare population receiving
care through ACOs in 2021. Research on Medicare ACOs suggests that while many ACOs are
interested in addressing enrollees’ HRSNs, uptake ofHRSN referrals and services remains limited
due to factors such as quality of available data and data-sharing infrastructure, community-based
partner capabilities, and mismatch between current funding cycles and anticipated timelines for
returns on investments (108).

Uptake of HRSN services by Medicare Advantage plans also remains low, despite recent leg-
islation expanding flexibility granted to plans to provide such services as supplemental benefits
(44, 78, 106). Provision of certain benefits, such as meal delivery and nonmedical transportation,
has increased over time, but uptake of more costly or complex benefits such as environmental
accessibility adaptations, in-home support services, or adult day care remains low (88, 118).

Qualitative research with Medicare Advantage plans suggests that, like Medicare ACOs, man-
aged care plan administrators believe that addressing HRSNs is important for improving enrollee
health and well-being. However, plans are concerned about financial risk and community-based
provider organizations’ capacity to provide identified HRSN services at scale (48, 107, 136); plans
expressed additional concerns about whether addressing HRSNs was within their purview, given
limited guidance from CMS (48). At the federal level, CMS has been slow to provide guidance
on efforts to address HRSNs in its contracts with Medicare Advantage plans; however, effective
2024, CMS will require Medicare Special Needs Plans (which serve individuals dually eligible for
Medicare and Medicaid, those with one or more severe or disabling chronic conditions, and those
who live in the community but meet criteria for institutional care) to screen beneficiaries for select
HRSNs (65).
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EVIDENCE OF IMPACT ON HEALTH CARE UTILIZATION AND COSTS

Sustainability of efforts to address HRSNs in clinical settings is likely contingent on their ability
to demonstrate value to health care payers, i.e., improved quality or health outcomes at equivalent
or reduced cost (17, 39, 87). Positive impacts of individual-level HRSN interventions, such as
income supports or housing, on health and well-being are increasingly well documented in the
literature (2, 46, 54, 66, 67, 116, 135). However, research on impacts of HRSN interventions in
clinical settings is more limited (46, 66).One major challenge is difficulty disentangling impacts of
HRSN services from other, concurrently implemented medical interventions or broader delivery
system reforms (66, 115). Another challenge is the heterogeneity of potential HRSN services and
eligible populations being evaluated.Existing studies have also been critiqued for low-quality study
designs (46, 66, 67), with several failing to account for regression to the mean and other factors
that may limit confidence in study results.

Table 3 summarizes existing research examining the impact of US-based HRSN interventions
implemented in clinical settings on acute care utilization and costs of care (see Supplemental Ap-
pendix 1 for an overview of our literature review strategy). Briefly, all these interventions included
care management, care coordination, or care navigation; many also provided other services such as
transitional care, housing assistance, meal delivery, and support services.Many, but not all, studies
identified significant reductions in emergency department visits, hospitalizations, and/or costs of
care for participants relative to a control group (14, 15, 23, 62, 79, 104, 109, 114, 115, 120, 126,
141). However, only one study explicitly assessed whether reduced expenditures would be suffi-
cient to offset program costs (23). Most studies did not include detailed information on program
costs or implementation (e.g., staffing, caseload) (2), limiting replicability in other settings even if
proven effective.

In terms of research design, most studies utilized quasi-experimental designs with control
groups identified using propensity score matching or another approach (8, 14, 15, 63, 79, 109,
114, 115, 120, 126, 141). Only two studies used randomization techniques (23, 53), and findings
from these two studies weremixed: One randomized controlled trial found no impact of anHRSN
intervention for health care “superutilizers” on 180-day hospital readmission rates (53); another
study, which used a randomized encouragement design to assess the impact of an HRSN inter-
vention for low-income adults with “elevated risk” for high health care utilization, identified a
reduction in emergency department utilization but not in overall cost of care (23).

Finally, while not addressed in Table 3, study findings regarding program impacts on health
care quality and nonacute care utilization were mixed. Multiple studies also identified differ-
ential impact for patients of differing medical and social complexity and/or race and ethnicity
(14, 15, 62, 112, 114, 115), suggesting the need to better understand the conditions and popula-
tions for which these interventions may be most effective and their impact on health equity (31,
105).

In general, early research on HRSN interventions in clinical settings suggests that more re-
search is needed to understand the extent to which different HRSN services impact acute care
utilization, costs, and other outcomes; under what conditions; for which populations; over what
time period; and at what cost (91, 105). Such evidence will be critical for successful sustainment
and scale-up of these interventions.

Research assessing potential spillover effects of HRSN interventions in clinical settings on
utilization and cost of care in other sectors could also prove useful for informing future systems
alignment efforts. For example, does addressing the HRSNs of recently incarcerated individuals
reduce recidivism? To what extent do HRSN interventions in clinical settings increase service
utilization or costs to other sectors responsible for addressing identified social needs?
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EVIDENCE OF INCREASED CROSS-SECTOR COLLABORATION

Cross-sector collaboration refers to the “linking of information, resources, activities, and capa-
bilities by organizations in two or more sectors to jointly achieve an outcome that could not be
achieved separately” (24, p. 648). Such collaboration has been described as essential for enacting
upstream systems changes needed to address complex SDH such as food insecurity or inadequate
housing (101, 139). For example, prior research has demonstrated that health expenditures among
older adults and preventable death rates are lower in communities with stronger multisector net-
works addressing HRSNs in place (22, 102). Multiple case studies have also illustrated the power
of cross-sector collaboration for changing the built environment in ways that promote community
health and well-being (101, 139).

Acknowledging the potential importance of cross-sector collaboration for meaningful systems
change, health care payers and other funders increasingly embed requirements for such collabo-
ration in their programs or purposefully contract with entities with robust relationships in place.
For example, California’s Medi-Cal Whole Person Care (WPC) program, implemented in 2017–
2021 via a Section 1115 waiver, funded only pilots that included cross-sector partners from health
care, behavioral health, and human services (36); under WPC, pilots were also permitted to use
funds to support partnership and other infrastructure development.

In practice, cross-sector collaboration can be difficult to achieve (24, 26). Effective imple-
mentation requires organizational partners with differing priorities and modes of receiving and
distributing resources to align around shared purpose, data, financing, and governance (7, 93).
Full and equal participation by all partners, an important component of cross-sector collabora-
tion, often does not occur. For example, one study of rural communities’ approaches to improving
community health found that initiatives were most often led by a single entity, with limited or
infrequent interaction from other stakeholders, which in turn limited their reach, scale, and sus-
tainability (145). Identified barriers to more meaningful inclusion of cross-sector partners include
differing priorities, structures, and workflows, power differentials, and limited funds to support
systems alignment (50, 137, 139). Facilitators include the use of collaborative governance mech-
anisms, regular meetings focused on fostering shared understanding and purpose, and dedicated
resources for data-sharing infrastructure and strategic systems alignment (100).

Evidence regarding the impacts of cross-sector collaborations between health and human ser-
vices organizations is limited (3). Study design and measurement challenges (e.g., feasibility of
randomly assigning communities to a community-level intervention) are barriers to rigorous re-
search on this topic (3, 50).However, as the number of community-level initiatives to address SDH
increases (50), more research is needed to assess the extent to which such initiatives meaningfully
include health and human services partners and their impact on health and costs of care.

EVIDENCE OF IMPROVED INTEGRATION OF CARE

Integration of care is defined as whether clients receive services that address client-identified needs
and are coordinated across all sectors with which clients are involved (43, 123) and is associated
with improved access, quality, and satisfaction with care (9). Integration of care is important for
individuals with complex medical and social needs, who are more likely to receive services from
multiple sectors (82, 110), and is often an assumed benefit of efforts to incorporate social service
provision and referrals in clinical settings.

Unfortunately, without purposeful attention to salient organizational, social, and process ac-
tivities, integration is unlikely to occur (7, 128). One study of ACOs’ efforts to address enrollees’
nonmedical needs found that medical and nonmedical services were generally not coordinated
(55). Similarly, a recent study of multiple, large-scale initiatives in a large urban county found
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that although multiple, robust HRSN interventions were being implemented, the lack of strategic
unity meant that care remained fragmented rather than integrated (133).

An important consideration in efforts to integrate social services provision and referral in clin-
ical settings is that human services agencies need time and support to develop infrastructure to
effectively contract with health care payers, to manage the documentation required for reimburse-
ment, and to provide services at scale (105, 137).Concern about mission drift or conflict of interest
that may arise from being asked to prioritize services for narrowly defined populations may lead to
a reluctance to collaborate with health care providers and payers (26, 134), hindering integration
efforts if not addressed.

These findings are consistent with theories of care integration, which describe integration as
a multidimensional, multilevel construct influenced both by specific actions taken to coordinate
care for individual clients (35) and by more distal organizational and social factors (128). Or-
ganizational factors affecting integration include governance arrangements, financial alignment,
contractual agreements, data-sharing infrastructure, staffing practices, and workflows (7, 26). So-
cial factors include shared mission, vision, and culture between organizational partners and quality
of collaboration among frontline providers involved in client care (50).

Collectively, extant research reinforces the importance of investing not just in individual
HRSNs, but in governance, data-sharing infrastructure, and other system alignment strategies
(81, 93). More research is needed to determine which structural approaches and program design
elements are most effective to support integration of care and to better understand the impacts
of current efforts to integrate social services provision and referrals in clinical settings on under-
lying systems of care. Are HRSN services in clinical settings bridging gaps in care or competing
with other services already available within the broader community? Similarly, are resources allo-
cated to addressing HRSNs in clinical settings complementing or substituting for investment in
community-level approaches for addressing SDH?

CONCLUSIONS

Several key themes emerge fromour review of health care organization and payer efforts to address
SDH. First, although most health care providers report engaging in some social risk screening,
significant gaps in screening, referral, and needs fulfillment persist. Principal challenges include
inconsistent screening practices, difficulty establishing referral pathways, low patient uptake, and
lack of resources to refer clients to (10, 34, 52). Addressing these challenges will require addi-
tional investment in salient delivery system and data-sharing infrastructure at the organization
and community levels.

Despite concerns about financial risk, health care payers have also expanded funding forHRSN
services such as case management, tenancy supports, and meal delivery (73, 107). Preliminary
evidence is mixed; some studies suggest that HRSN interventions can reduce acute care utilization
and costs of care (15, 79, 109, 114, 115), whereas others find mixed or no impact (8, 14, 23, 53,
62, 120, 126). However, even when these HRSN interventions do reduce acute care utilization or
costs, their population impact is likely to be limited due to narrowly defined eligibility criteria,
enrollment caps, and indirect influence on underlying social needs (e.g., assistance in searching
for housing but not direct housing funds or resources).

A growing number of stakeholders have also expressed concern that increased health care in-
vestment will result in the medicalization of social needs (94, 134). Medicalization refers to a
phenomenon in which conditions and behaviors caused by broader social problems are treated as
individual medical issues (40). Principal concerns withmedicalization include a focus on individual
needs of narrowly defined populations “who temporarily share the same clinicians or insurance
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plan” (94, p. 37) at the expense of broader systems change (30, 134). Some have used concerns
about medicalization to argue for addressing SDH through increased funding for the social safety
net rather than through the use of health care dollars (111, 138). A key argument against medical-
ization is that without concurrent attention to underlying community-level social and economic
conditions, growth in individual HRSN interventions could ultimately increase health care costs
without meaningfully improving population health or well-being (41, 94).

US health care provider and payer uptake of community-level approaches for addressing SDH
currently remains limited.Community-level approaches require cross-sector collaboration, which
can be difficult for health and human services agencies, who, even when structurally integrated,
operate under very different policies, regulations, funding streams, and values (26, 36, 137). In-
vestment in systems alignment strategies that support meaningful partner engagement, alignment
of workflows, and development of data-sharing infrastructure could help overcome barriers to
collaboration and improve integration of care.Medicaid Section 1115 waivers represent a promis-
ing mechanism that a growing number of states are using to provide flexible funding support
for broader systems reform and capacity development. However, further research is needed re-
garding implementation, costs, health, and health equity impacts of different individual- and
community-level approaches for addressing SDH. Research is also needed to assess whether ad-
dressing HRSNs in clinical settings would have potential spillover effects on other sectors of
care.

SUMMARY POINTS

1. In the United States, current efforts to address health-related social needs (HRSNs)
in clinical settings focus primarily on the individual level rather than the community
level. Individual-level HRSN strategies typically include screening for social risks and
either referring or providing direct access to needed services. Community-level action
is less common; however, some health systems have successfully partnered with other
organizations to support upstream systems change.

2. Public health care payers such as Medicare and Medicaid have begun incentivizing
providers and managed care plans to address beneficiaries’ health-related social needs;
however, uncertainty about local provider capacity to successfully contract for and pro-
vide these services and about the financial risk of providing such services has limited
uptake by these payers.

3. Current evidence regarding the effectiveness of HRSN interventions in clinical settings
is limited and mixed; some studies have found evidence of reduced acute care utiliza-
tion and medical expenditures for service recipients and others have found mixed or no
impact. Multiple studies also identified differential impact of interventions for patients
of differing medical and social complexity as well as race and ethnicity. More research
is needed to understand the extent to which different HRSN services impact acute care
utilization, costs, and other health outcomes; under what conditions; for which popula-
tions; over what time period; and at what cost. Research is also needed to assess potential
spillover effects of these interventions on other sectors.

4. Key lessons learned in implementingHRSN interventions in clinical settings include the
importance of patient-centered, trauma-informed strategies for engaging patients and
of dedicated funding for infrastructure and partnership development needed to deliver
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HRSN services and ensure meaningful integration of care. Identifying patients’ HRSNs
is not helpful if services are not available within the community to address these needs;
thus, it is also important to ensure that a focus on screening and referrals for social needs
do not occur at the expense of broader, upstream social change.
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