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Primary care is well-poised to address unmet social needs that affect health. Integrated primary care is
increasingly common and can be leveraged to facilitate identification of practice and clinician-level
modifiable characteristics and assist practices to address unmet social needs for patients and families.
A recent National Academies of Sciences, Engineering, and Medicine (NASEM)’s consensus report iden-
tified 5 critical system-level activities to facilitate the integration of addressing social needs into health
care: awareness (ask patients), adjustment (flexible intervention delivery), assistance (intervention to
address the social need), alignment (link with community resources), and advocacy (policy change).
This article outlines how integrated primary care characteristics, such as routine screening, functional
workflows, interprofessional team communication, and patient-centered practices, exemplify the
NASEM report’s activities and offer robust biopsychosocial tools for addressing social needs. We pro-
vide a case to illustrate how these strategies might be used in practice. ( J Am Board Fam Med
2022;35:185–189.)
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Social determinants of health are critical to health,
and unmet social needs interfere with achievement
of optimal health.1 Within the health care system,
and, in particular, within primary care, our commit-
ment to addressing social needs is evident while our
understanding of how to respond to unmet social

needs continues to evolve.2–9 Efforts to provide
biopsychosocial primary care include screening for
and implementing interventions to address home-
lessness, food insecurity, and lack of transportation.
Centers for Medicare and Medicaid Service’s
Accountable Health Communities Model initiative,
for example, aims to enhance clinical-community
linkages through screening, referral, and commu-
nity navigation services and is evaluating if this willThis article was externally peer reviewed.
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improve health outcomes and reduce costs.10 There
are many challenges to addressing social needs,
however: effectiveness of social interventions for
health, utilization, and cost outcomes to date are
mixed,11 systemic racism pervades primary care and
exacerbates social inequities and mistrust of the
health care system,12 and primary care patient in-
terest in13 and uptake of14 social care assistance is
limited. The complexity surrounding how to
address unmet social needs in primary care also is
due to the many interventions at policy, commu-
nity, health care system, health care teams, individ-
ual clinician, family, and individual patient levels.15

We propose integrated primary care can be
expanded to incorporate social needs. Primary care
team and clinician-level characteristics can be lever-
aged to improve outcomes. An integrated primary
care approach builds on health systems’ efforts to
optimize structures and processes to improve patients’
experiences of health care by providing close collabo-
ration and communication using a team of clinicians
with diverse skills (eg, physicians, nurses, psychothera-
pists, social workers).16,17 This goal is accomplished
with a comprehensive treatment plan to address
patients’ identified biopsychosocial needs based on
their needs and preferences. This commentary
describes how primary care can improve access and
person-centered patient care for unmet social needs
by targeting modifiable practice-level characteristics
fundamental to integrated care.18

The National Academies of Sciences, Enginee-
ring, and Medicine (NASEM)’s expert committee
recommended 5 system-level activities as critical to
addressing social needs in health care: awareness
(ask patients), adjustment (flexible intervention
delivery), assistance (intervention to address the
social need), alignment (connect with community
resources), and advocacy (policy change).3 Inte-
grated health care team members improve person-
centered care and share responsibility directly for 4
of the 5 NASEM activities as highlighted in the fol-
lowing examples by improving person-centered
access to care:
a. Awareness: eliciting patient social needs, prior-
ities, and values as part of screening and assess-
ment promotes awareness of patient context and
preferences

b. Adjustment: considering barriers to engagement
and offering flexibility, accommodation, and
adjustment in how the interventions are delivered

(eg, which team member; in-person/telehealth;
frequency of visits) builds trust and safety

c. Assistance: warm handoffs and co-location of social
services (eg, food boxes, transportation vouchers)
facilitates patients accessing desired assistance

d. Alignment: partnering with community-based
agencies to establish alignment to provide coordi-
nated care to the patient and emphasizing conti-
nuity and follow-up after the plan is initiated
(Table 1).
Using a biopsychosocial approach, an integrated

team can address physical health, mental health,
and social needs based on the patient’s priorities
and goals and achieve a plan acceptable to the
patient and family. While our focus here on hori-
zontal integration within practices emphasizes how
primary care can provide more coordinated and
collaborative planning, consideration of vertical
pathways to facilitate health system integration
activities for specific diseases is also critical.

Team-based care facilitates primary care prac-
tices’ capacity to incorporate a more robust,
patient-centered comprehensive treatment plan
which addresses patients’ social needs. Achieving a
shared agenda and plan which addresses social
needs requires the integrated primary care team to
work together in a coordinated, flexible way toward
shared goals resulting in value-added outcomes.19

This high-level of effectiveness can be accom-
plished via: (1) relationships between interprofes-
sional team members that include formal and
informal conversations (eg, team huddles, im-
promptu collaborations); (2) clearly delineated
workflows that focus on a shared goal (ie, unmet
social needs); (3) willingness and ability to identify
patients’ priorities, especially as they relate to social
needs, and modify the shared plan; (4) explicit dis-
cussion and agreement on the responsibilities of the
patient, family, and health professionals in the
patient’s health care plan; (5) clear communication
between team members and with patients; and, per-
haps most importantly, (6) safe, trusting, respectful
relationships in which the patient feels understood,
supported, and respected by the health care team.
Early research shows integrated health care strat-
egies like warm handoffs and continuity in the
patient/clinician relationship, for example, are asso-
ciated with improved uptake of tobacco cessation
interventions and cancer screenings.20,21 Further,
some patients find it sufficient if their clinician is
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simply cognizant of their life context and social
situation.22

While primary care clinicians may be suitably
trained, desiring, and prepared to expand their role
to address social needs, progress will be limited
until viable business models can be established and
health care systems agree with this stance. Thus,
Advocacy, the fifth activity, is required to establish
policies that incentivize strategies to support social
needs. Critical examples include a population health
approach to evaluating costs effectiveness, payment
for screening and diagnosis of social needs, remu-
neration for activities like warm handoffs and social
need interventions, and direct reimbursement for
social worker and community health worker
activities.

Consider this case example that, while sim-
plistic for purposes of brevity, highlights the cli-
nician and team characteristics regarding a
patient with social needs: Sylvia White is 34
years old and has type 2 diabetes, chronic pelvic
pain, and a long-standing history of depression
and posttraumatic stress disorder. Her present-
ing concern is her chronic pain; she finds it
increasingly difficult to continue working as a
home health aide. Ms. White has a 12-year-old
son and 10- and 8-year-old daughters, the
youngest of whom has autism spectrum disorder.

She recently ended her relationship with the
children’s father due to intimate partner violence
and is staying with her sister. Using the recom-
mendations outlined, we offer suggestions on
how to address social needs within her health
care. First, the medical assistant, nurse, and pri-
mary care clinician note during the huddle that
all team members (eg, embedded social or com-
munity health workers) are accepting warm
handoffs today. Next, someone at the front desk
explains to Ms. White that the practice is screen-
ing for social needs because they are viewed as
an important part of health and hands her a
tablet with standardized screening questions
(see SIREN website for screening instrument
options23) The medical assistant who rooms the
patient reviews the screening results and encour-
ages the patient to discuss her needs during her
appointment. Next, the primary care clinician
acknowledges the needs she identified, validates
her decision to stay with her sister, and asks how
her current needs affect her chronic pain and dia-
betes management (awareness of unstable housing
and employment; unsafe relationship). This
serves to open the conversation and demon-
strates empathy for Ms. White’s context.
Determining if Ms. White has an existing trust-
ing relationship with the practice’s social worker

Table 1. Practical Integrated Primary Care Strategies for Social Needs

System Level Activity Integrated Primary Care Strategy

Awareness: Activities that identify the social risks and assets of
defined patients and populations.

• Routine screening of social needs
• Formal and informal team communication (eg, electronic

health record templates, flow sheets and best practice alerts;
team huddles; warm handoffs and informal conversations)

• Assessment of patient priorities
Adjustment: Activities that focus on altering clinical care to
accommodate identified social barriers.

• Evaluate structural and patient-level barriers
• Shared decision making to develop action plan
• Respect patient preference for which team member the

patient meets with and how often
• Options for intervention modality (in-person; text;

telehealth)
Assistance: Activities that reduce social risk by providing assistance
in connecting patients with relevant social care resources.

• Functional workflows for responding to identified needs
• Initiate response during the visit
• On-site provision of intervention to address social need

(preferable) or active connection of patient to community
resource

Alignment: Activities undertaken by health care systems to be
aware of and connect with existing social care assets in the
community, organize them to facilitate synergies, and invest in
and deploy them to positively affect health outcomes.

• Development of shared agenda across the practice
• Staff training
• Clear delineation of roles and responsibilities
• Team meetings and huddles
• Patient education materials describing team member roles
• Relational continuity
• Follow-up to re-assess and recalibrate plan
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or community health worker and inviting her to
meet with the person she trusts most sets the
stage for a warm handoff, page, or phone call to
create relational continuity (assistance with
accessing resources). Engaging Ms. White in a
discussion about her goals and priorities allows
for shared decision-making regarding next steps
(adjustment with prioritizing legal consultation
and financial resources). Explicitly acknowledg-
ing factors that may impact her health care expe-
rience and her preferences for a plan, such as
systemic racism and past negative experiences
with social resource agencies, can invite her to
share her own values and needs. A huddle, shar-
ing Ms. White’s plan across the clinical care
team plus follow-up with her by the same person
who partnered with her to develop the plan via
calls, texts, or home visits, strengthens the trust and
proactively anticipates potential barriers. Finally, having
a member of Ms. White’s care team reach out to the
community agency providing intimate partner violence
support to her (with her consent) and assessing changes
in her social needs status and social resource engage-
ment (alignment with community agency services) at her
next appointment, along with her physical and mental
health status, emphasizes the communication, team-
based approach, and importance of discussing social
needs as part of the appointment. The fifth NASEM
activity, advocacy, could entail Ms. White’s clinicians
writing letters to support policies to improve reim-
bursement models for the coordinated, complex care
provided.

Primary care practices need systemic, practice,
and clinician-level strategies to respond to unmet
social needs. Integrated primary care can provide
the necessary expertise and skills. This article’s
recommendations can be used to maximize pri-
mary care team responses. Further research is
needed to establish evidence for the most impor-
tant team and clinician-level targets to facilitate
interventions that will address patients’ social
needs within integrated primary care as part of
whole-person care. Ultimately, place patients
and their priorities at the center of their care. In
this way, patients will find their biopsychosocial
concerns supported, and they will be better able
to access the care they need and want, improving
their overall health.

The views expressed in this article are those of the authors.
They do not necessarily reflect the position or policy of the

Department of Veterans Affairs or the United States
government.

To see this article online, please go to: http://jabfm.org/content/
35/1/185.full.
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