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Summary Recommendations:  

1)   Emergency Departments should develop and implement policies to screen for social risks, and when appropriate address 

social needs of individual patients.  

2)   Individual emergency physicians, along with other emergency professionals, including nurses, social workers, 

pharmacists, and case managers, can contribute in a variety of ways:  

a. At the level of individual patient care   physicians can  

i. screen for social risks to health 

ii. address barriers related to these risks in planned treatment, and attempt to connect patients to 

available resources 

b. At the department level, physicians should advocate for policies and resources to help address negative social 

determinants, including 

i. offloading provision of social services from individual physicians at the point of care 

ii. providing services proven to be beneficial, such as 24-hour social work and substance abuse treatment 

programs  

iii. providing free or low-cost medications to patients at the time of ED discharge 

iv. partnering with community-based organizations that provide outpatient support services, and working 

with them on community based participatory research 

c. At the hospital level, physicians can advocate for  

i. an increased budget for social services 

ii. integrated care and case management 

iii. development and incorporation of community partnerships  

d. At the community level, physicians can  

i. engage with, support and advocate for non-hospital based community organizations that address social 

needs 

ii. provide education for the community as requested 

e. At the national level, physicians can  

i. advocate for universal healthcare as a human right  

ii. advocate for the transformation of health systems to prioritize screening and intervention regarding 

social needs as a fundamental part of the care process 



 

 2 

iii. advocate for research and funding to develop and maintain ED-based and community-based programs 

that address social risks 

iv. participate in the development of best practices to be shared across emergency departments  

 

Introduction: Contrary to popular beliefs, health outcomes are driven only to a small degree by healthcare, and driven far more by 

what are called the “social determinants of health” (SDOH).  Emergency physicians (EPs) are perfectly situated to provide both local 

and national leadership to recognize and address such social factors.  There are many ways in which we can do this – both individually 

and collaboratively – and while no individual can be expected to contribute in every relevant area, every one of us can (and should) 

work on at least one of them. 

 

Executive Summary:  We performed a structured review of the literature using PubMed, as well as searching the Social Interventions 

Research & Evaluation Network (SIREN) Evidence and Resource Library. The evidence for social needs screening in the emergency 

department has been summarized in recent systematic and scoping reviews (1-2). In addition, a recent comprehensive literature 

search was conducted for a 2021 consensus conference on social needs screening (3-5). We used the results of these literature 

searches to inform this policy statement. We limited inclusion to reports written in English, and the keywords: Social Determinants of 

Health, Social Risks, Social Needs, Social Screening, Emergency Department, Hunger, Food Insecurity, Housing, Homeless. 

References of selected articles were also reviewed for additional supporting studies. Given the relatively limited evidence on the topic, 

we reviewed recommendations from the National Academies of Science, Engineering, and Medicine publications, as well consensus 

conference proceedings.   

 

The Social Determinants of Health (SDOH) are conditions in which individuals are born and live, and which have been shown to have a 

primary effect on health outcomes that is even greater than the impact of clinical care.(6-7) In 2008, the World Health Organization 

Commission on Social Determinants of Health set an ambitious goal of closing the health gap in society to achieve health equity in a 

generation (8-9).  Negative SDOH reflect larger societal issues related to poverty, inequality, and racism.  They are manifested as 

inadequate access to quality education, economic opportunities, job opportunities, and health care, as well as insufficient resources to 

meet daily needs (housing stability and food security), exposure to both interpersonal and structural violence, among many others. The 

failure to address disparities and inequities in the United States helps explain why other nations which spend dramatically less on 

healthcare, but more on social services, outperform the US on most population health measures (10-12).  Improving social conditions is 

critical to reducing health disparities and improving overall health in the USA, and thus integrating social care into health care delivery 

is needed to achieve these goals (6-7).  The disproportionate harm of the COVID-19 pandemic to communities of color provides a 

striking example of the relationship between failure to address social needs and negative health outcomes (13-17).  

 

Emergency physicians justifiably take pride in utilizing cutting edge, life-saving interventions. But we also take pride in the ED’s role as 

safety net for our society.  It is evident that we see disproportionately the most vulnerable patients, including those who have nowhere 

else to go for care (1, 18-20) which makes us uniquely positioned to screen for and begin the process of addressing critical social 

needs.  When we speak of screening, we are specifically referring to social risk factors, i.e. those social determinants that negatively 

impact health outcomes and for which emergency medicine clinicians could provide assistance. Screening for social risks in and of 

itself may not be sufficient, as some patients who have such risk factors do not request or accept assistance. At the same time, there 

are people who deny having social risk factors, but who will nevertheless accept help when offered (i.e. do have social needs) (21-23). 

Doing this, on a population level, is likely to be the most effective.  Although the literature on ED-based screening and programs is an 

emerging field for which more research is needed regarding the best approach (2-5, 24-26), there is sufficient evidence to make it clear 

that we should not stand by and do nothing when needs are so pressing.  Instead, that evidence suggests that emergency clinicians 

should actively implement screening at present, while we continue to investigate both how best to screen, and which interventions are 

most efficacious and cost-effective.  Until there is robust evidence to identify the optimal approach there are several available 

screeners that can be implemented (27-31); the Social Interventions Research & Evaluation Network (SIREN) website maintains up to 

date reference tables on social needs screeners for adults and children (32-33). 
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Addressing social risks and needs is not “extra” to the job of the emergency physician; it is a key element in maximizing our chance of 

truly helping our patients.  It is something we have always done, although not formally codified. 

 

When we provide “medical” solutions without considering whether patients can adhere to the treatment plan (because they cannot 

afford the medication, cannot obtain necessary nutrition, or have no home at which to achieve bedrest or extremity elevation), even the 

most well-intentioned and evidence-based treatment plans are susceptible to failure.  Furthermore, physicians who repeatedly 

encounter such treatment failures suffer the moral injury that results from a sense of helplessness – what is commonly called burnout.  

On the other hand, when we improve the chance of a good health outcome by addressing our patients’ social needs, advocates 

indicate can regain our sense of agency, and feel an even greater sense of fulfillment from doing our critically important work (34-35).  

 

It is important to recognize that there are many challenges to addressing complex societal issues in a fast-paced ED environment. 

While individual emergency physicians should feel empowered to do more, as they see fit, the goal should ultimately be to create 

sustainable programs that unburden the individual clinician.  

 

Conclusion: Screening for social risks and addressing social needs is an essential part of ensuring high quality, cost-effective care to 

improve patient outcomes.  Attention to structural causes of societal inequities that strongly contribute to bad health outcomes is critical 

to improved population health, and emergency physicians and emergency departments are well positioned to be leaders in creating 

positive change. Emergency physicians have a powerful voice, which we can use to drive change and demand better care and services 

for our patients. Along with our ED colleagues, we can act on an individual, hospital, community or national level.  We can start with 

every individual whom we treat by simply asking about their social risks and needs, as well as possible barriers to their care; we can 

also work to improve ED care at a systems level. While recognizing that we cannot by ourselves directly change the structural forces 

that drive social inequality, we can become passionate advocates for such change. At the same time, there is evidence which suggests 

that we can also do something meaningful on every ED shift we work and at every hospital meeting we attend, as well as by creating 

bridges with the community. Our specialty can and must lead our health systems and medicine as a whole in re-envisioning the 

provision of healthcare in this country.  
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needs.   



 

 11 

10 Gordon JA, Chudnofsky CR, Hayward 
RA. Where health and welfare meet: 
social deprivation among patients in the 
emergency department. J Urban 
Health. 2001 Mar;78(1):104-11 
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2020;21(6)152-161.   

C Adequate Cross-sectional survey of social risks and social needs 
at a single urban ED, with 48 hours of time shift 
sampling over a 7-month period (2018-19). Assessed 
demographics, education, health literacy, and social 
domains - housing insecurity, food insecurity,  
transportation needs, utility needs, interpersonal 
safety concerns. 269 participants, 100 reported social 
risk (37%), 83 (31%) reported social need, and 169 
(63%) reported no social risk or need. Incomplete 
overlap (some with risks did not have needs and vice 
versa).  More than 50% of those who reported either 
social risk or social need screening positive in more 
than one domain. In multivariable analyses, higher 
education level and private insurance was associated 
with lower odds of social risks.   

12 Miner JR, Westgard B, Olives TD, Patel 
R, Biros M.  Hunger and food insecurity 
among patients in an urban emergency 
department.   West J Emerg Med. 
2013; 14(3): 253-262.  

C Adequate Cross-sectional study at a single large urban ED over 
3 years (2008-2009), consecutive screening during 
randomly selected 8-hour time periods. Assessed 
prevalence of hunger and food insecurity. Among the 
7,852 patients analyzed hunger was common and 
increased over time (20.3% in 2007, 27.8% in 2008, 
and 38.3% in 2009), and approximately 20% of 
patients reported having to choose between food or 
medicine.   

13 Courtin E, Kim S, Song S, Yu W, 
Muennig P.  Can Social Policies 
Improve Health? A systematic Review 
and Meta-Analysis of 38 Randomized 
Trials.  Milbank Q. 2020 Jun;98(2):29-
371. Doi: 10.1111/1468-0009.12451.  
Epub 2020 Mar 19.  

A Good Systematic review and meta-analysis of randomized 
social experiments with health outcomes conducted in 
the US. Included 61 publications from 38 randomized 
social experiments. Early life and education, income, 
and health insurance interventions have the potential 
to improve health. Some welfare-to-work interventions 
had a negative impact on self-rated health.  Housing 
and neighborhood trials had no effect on the outcomes 
included in the meta-analyses. Many of the included 
studies were underpowered to detect health effects 
and were at high or moderate risk of bias. There was 
evidence of publication bias for studies of null effect. 
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14 Taylor LA, Tan AX, Coyle CE, Ndumele 
C, Rogan E, Canavan M, Curry LA, 
Bradley EH. Leveraging the Social 
Determinants of Health: What Works? 
PLoS One. 2016 Aug  
17;11(8):e0160217.  

A Adequate Summary of peer-reviewed literature (2004-2014) 
examining the impact of investments in social services 
or investments in integrated models of health care and 
social services on health outcomes and health care 
spending. 39 articles met criteria for inclusion, 32 
(82%) reported some significant positive effects on 
either health outcomes (N = 20), health care costs (N 
= 5), or both (N = 7). Several interventions in the areas 
of housing, income support, nutrition support, and care 
coordination and community outreach had positive 
impact in terms of health improvements or health care 
spending reductions. 7 (18%) studies, 3 had non-
significant results, 2 had mixed results, and 2 had 
negative results in which the interventions were 
associated with poorer health outcomes.   

15 Walter LA, Schoenfeld EM, Smith CH, 
Shufflebarger E, Khoury C, Baldwin K, 
Hess J, Heimann M, Crosby C, 
Sontheimer SY, Gragg S, Hand D, 
McIlain J, Greene C, Skains RM, Hess 
EP.  Emergency Department-based 
Interventions Affecting Social 
Determinants of Health in the United 
States: a Scoping Review. Acad Emerg 
Med 2020 Dec 24  doi: 
10.1111/acem.14201. 

C Adequate Scoping review of ED-based interventions aimed at 
mitigating negative SDoH Identified 135 articles for 
inclusion; subdivided into three intervention types: a) 
provider educational intervention (18%), b) disease 
modification with SDoH focus (26%), and c) direct 
SDoH intervention (60%), with 4% including two 
“types.” Further grouped into seven SDoH domains: 1) 
access to care (33%), 2) discrimination/ group 
disparities (7%), 3) exposure to violence/crime (34%), 
4) food insecurity (2%), 5) housing 
issues/homelessness (3%), 6) language/literacy/health 
literacy (12%),  7) socioeconomic disparities/poverty 
(10%). The majority of articles (78%) reported the 
studied intervention was effective for the primary 
outcome.  

     

 


