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Despite social care interventions gaining traction in the
UShealthcare sector in recent years, the scaling of health-
care practices to address social adversity and coordinate
care across sectors has been modest. Against this back-
drop, the coronavirus pandemic arrived, which re-
emphasized the interdependence of the health and social
care sectors and motivated health systems to scale tools
for identifying and addressing social needs. A framework
on integrating social care into health care delivery devel-
oped by the National Academies of Science, Engineering,
and Medicine provides a useful organizing tool to under-
stand the social care integration innovations spurred by
COVID-19, including novel approaches to social risk
screening and social care interventions. As the effects of
the pandemic are likely to exacerbate socioeconomic bar-
riers to health, it is an appropriate time to apply lessons
learned during the recent months to re-evaluate efforts to
strengthen, scale, and sustain the health care sector’s
social care activities.
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I n recent years, social care interventions in the US health
care sector have gained traction, driven by compelling

research, payment reforms, and new technology.1 Despite this
momentum, the scaling of new health care practices to address
social adversity has been modest, and examples of sustainable
alignment or coordination of care across sectors are scarce.2

Against that backdrop, the new coronavirus arrived in the
USA. In response, numerous academic, trade, and lay press
publications highlighted how vulnerable populations dispro-
portionately shoulder the growing pandemic’s burdens.3–9 By
re-emphasizing the interdependence of the health and social
care sectors, the COVID-19 experience also has led health
systems to develop, deploy, and scale tools for identifying and
addressing patients’ social needs with new urgency.10

Yet feasible and effective roles for health care systems in
attending to patients’ social and economic needs remain

elusive. A 2019 framework from the National Academies of
Sciences, Engineering, and Medicine (NAM) described five
strategies health care organizations can leverage to strengthen
social care: awareness, assistance, adjustment, alignment, and
advocacy.11 (See Table 1.) We use the NAM framework to
highlight promising social care integration innovations
spurred by the COVID-19 pandemic and to recommend op-
portunities for strengthening and sustaining those efforts in the
context of the virus’ long-term economic sequelae.

SOCIAL RISK SCREENING

The pandemic has magnified the health care sector’s aware-
ness that social conditions influence health. In turn, it has
accelerated demands for information about patients’ social
circumstances. This has taken shape in both new and expand-
ed social risk screening initiatives—either delivered at the
point of care or asynchronously. In the NAM framework,
these types of activities are referred to as awareness initiatives.
There are numerous examples of new COVID-19-

responsive social risk screening programs. In a novel partner-
ship in New York, a non-profit health insurer developed and
deployed a chat bot developed by Amazon for outreach to
85,000 beneficiaries to ask about their social needs. Kaiser
Permanente has developed and disseminated social risk
screening recommendations in a new COVID-19-related so-
cial health playbook12 and is exploring technology-facilitated
social risk screening tools. In a third example, Coastal Medical
primary care in Rhode Island added outbound patient calls that
included social risk–related questions; the social data obtained
were then used to alert primary care providers about patients
whose social challenges put them at higher risk of COVID-19
complications.13

COVID-19 also has led some health systems to expand the
types of socioeconomic risks included in assessments. Hous-
ing stability screening prior to COVID-19 was relatively un-
common across social risk screening domains.14, 15 But based
on the influence of housing instability on coronavirus disease
spread and, in some regions, newly available government-
sponsored temporary shelters, clinical systems have overcome
earlier reluctance to housing stability assessments. In part, this
is because of new policies or encouragement from health care
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leaders. As an example, in the spring of 2020, the state of
California made state-level recommendations that health care
providers screen for homelessness to contain the disease.16

Health systems also are expanding social risk screening into
other domains. At OCHIN, Inc., which supports a large inte-
grated electronic health record platform for over 600 commu-
nity health centers (CHC) across the USA, for the first time,
CHC leaders have asked the technology team to embed inter-
net access questions in the organization’s EHR social risk
module so that the health centers can assess the ability of
patients to leverage newly available telemedicine services.

SOCIAL CARE INTERVENTIONS

The intent of increased awareness about social conditions in
the COVID-19 era is to help clinicians and health systems
target interventions to a patients’ ability to stay healthy under
shelter-in-place laws or when facing new social risks such as
social isolation or financial security threats. So not surprising-
ly, the increasing breadth and depth of social risk screening in
the COVID-19 context has occurred in tandem with the de-
ployment of new social care interventions. In many cases,
these interventions focus on connecting individual patients
with available social services or government programs to
address acute needs, e.g., food insecurity or housing instabil-
ity. In the NAM framework, these assistance activities are
designed to leverage the health care encounter to help reduce
social adversity. Rapidly expanding interest in assistance
interventions has underscored the need for up-to-date infor-
mation for community and government programs offering
emergency food, eviction and utility shut-off protections, un-
employment insurance, and social connections, and for a

trusted workforce that can deliver that information to at-risk
patients. Health systems that had already incorporated
technology-based community referrals resource platforms to
facilitate assistance programs have reported relying heavily on
them in the COVID-19 period.17, 18 In other cases, COVID-19
accelerated decisions to adopt these platforms. For example,
the insurer AmeriHealth Caritas added a link to Aunt
Bertha—a community referrals resource platform—on their
organization’s welcome webpage.19 Similarly, Northwell
Health, New York state’s largest health care provider, accel-
erated the roll-out of NowRx, a service from the NowPow
platform, which enables patients and outreach workers, in-
cluding social workers and community health workers, to find
and share information about available social service
agencies.17

The National Academy’s framework depicts a second cate-
gory of patient-level interventions. This category includes ac-
tivities in which health care decision-making, practice, or pay-
ment is adjusted based on patients’ social risks. Adjustment
and assistance interventions can be complementary. The tec-
tonic shift to telemedicine, which was not anticipated in the
NAM report, is a timely example of a care adjustment. In the
COVID-19 context, medical care became virtual to protect
both individual patients and their communities from infection.
In many cases, however, supporting virtual care delivery has
required assisting patients financially, whether by expanding
health care benefits to ensure coverage for telehealth visits,20 or
by ensuring access to telehealth services paying for internet-
enabled devices or broadband access. As an example, the
transition to telemedicine in safety-net systems like Boston
Medical Center has involved expanding smartphone loaner
programs or otherwise supporting remote home monitoring
by paying for patients’ phone or internet access.

Table 1 Social Care Categories, Practice Examples from COVID-19 Pandemic, and Opportunities for Scaling

NASEM
category*

Definition COVID-19 pandemic
examples

Opportunities for health care sector to
strengthen and scale social care

Awareness Activities related to identifying the social risks
and assets of defined patients and populations

Near-universal screening for
homelessness at clinical
entry points

Establish consensus on standards for
documenting both social adversity and related
interventions

Adjustment Activities related to altering clinical care to
accommodate identified social barriers

Waived fees for viral testing
and home medication
delivery

Strengthen evidence on benefits and harms of
adjusting care for different at-risk populations

Assistance Activities related to reducing social risk by
connecting patients with social care resources

Expansion of home-
delivered meals and
provision of temporary
housing

Improve EHR integration of community resource
referral technology; reimburse community
agencies for providing effective assistance
programs; increase the scale and training of the
workforce providing assistance

Alignment Activities undertaken by health care systems to
understand existing social care assets in the
community, organize them to facilitate synergies,
and invest in and deploy them to positively affect
health outcomes

Data sharing across sectors
to mobilize housing for
homeless patients

Invest in shared data standards and digital
infrastructure across sectors to increase seamless
data sharing

Advocacy Activities in which health care organizations
work with partner social care organizations to
promote policies that facilitate the creation and
redeployment of assets or resources to address
health and social needs

Health care advocacy for
paid sick leave

Advocate for policies that facilitate and augment
social care resources, such as recovery legislation

*National Academies of Sciences, Engineering, and Medicine report on Integrating Social Care into the Delivery of Health Care, 201911
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The pandemic also has presented new impetus to health care
systems to engage at the community level to act on social
adversity as a strategy to improve individual and population
health. The NAM refers to these community-focused actions
in two final categories of their framework: alignment and
advocacy. As an example, as the pandemic took hold in
New York City, a group of health care systems, social service
agencies, technology companies, and other businesses assem-
bled a new collaborative, the COVID-19 Rapid Response
Coalition. The purpose of the coalition was not only to identify
high-risk community members (increase awareness) and con-
nect them to services (provide assistance) but also to identify
and close gaps in service capacity (ensure alignment). Four
months later, the coalition has grown to more than 60 organ-
izations, which together have adopted a longer-term goal of
supporting ongoing alignment among health care, social ser-
vice providers, and businesses in the region. In an example of
an advocacy action by the health care sector, in mid-March,
multiple health professional organizations called on the federal
government to support family, medical, and sick leave to
contain disease spread.21

COVID-19 interventions related to housing instability and
homelessness help illustrate how the NAM framework’s indi-
vidual and community-focused social care engagement strat-
egies can be complementary. For instance, as many urban
health systems began screening for homelessness, they also
started referring patients experiencing homelessness and at
high risk of infection to emergent housing assistance pro-
grams. In San Francisco, the effectiveness of these assistance
programs at housing the highest risk patients is dependent on
cross-sectoral alignment between health care, public health,
and housing partners. In parallel, some health care systems
have deepened their commitments to investing in housing at
the community level, which has contributed to more effective
assistance programs. For instance, COVID-19 spurred Kaiser
Permanente to invest additional dollars in rental and mortgage
assistance for low-income populations, not only their own
beneficiaries.22

BARRIERS AND OPPORTUNITIES TO SCALE SOCIAL
CARE PRACTICES IN THE HEALTH CARE SECTOR

Like the pandemic itself, the rapid acceleration of social care
practices within the US health care system in response to
COVID-19 has been unexpected. Increasingly aware of
patients' urgent needs, some health care systems broke down
both real and perceived barriers to identifying and intervening
in social adversity. Clinical teams acted on social risks that had
previously seemed unactionable. As the growing economic
crisis is likely to exacerbate socioeconomic barriers to health,
it is an appropriate time to apply these lessons to re-evaluate
strategies to strengthen, scale, and sustain the health care
sector’s social care activities. The NAM report focused its
recommendations on the workforce, data and technology

infrastructure, and financing needed to advance this work.
COVID-19 has offered an important—and tragic—use case
to ground those high-level recommendations.
First, the health care sector’s rapidly scaled social care

responses to COVID-19 have surfaced the need to establish
consensus on standards for documenting both social adversity
and related interventions. Even when housing interventions
were made available, as an example, patients experiencing
housing instability in one hospital would not necessarily be
considered housing unstable in another. Shared measures can
facilitate accurate identification of adversity and improve data
aggregation opportunities across institutions and sectors.
Common risk measures also may help payers to define and
incentivize responsive interventions.
Second, it has become increasingly clear that a rate-limiting

factor for health sector activities around both assistance and
alignment is the lack of cross-sector data infrastructure and
governance.10 Supporting the seamless and bidirectional ex-
change of data and referrals between social and health care
entities should become paramount.23 In addition to ensuring
efficient flow of data, such systems can enable real-time
surveillance of capacity and provide valuable information to
planners and policymakers about where additional invest-
ments are needed.
Third, COVID-19 should fuel our commitment to the NAM

recommendation about ensuring both the workforce and the
workforce training necessary to increase the health care sec-
tor’s capacity to identify and assist patients facing social
adversity. The time for investing in and adequately training
community health workers, social workers, and other social
outreach workers has come.24 Health systems are exploring a
range of strategies to make social needs screening and social
services referrals more efficient—including through the Cen-
ters for Medicare and Medicaid Services Accountable Health
Communities national demonstration project;25 COVID-19
has highlighted how a workforce that can engender trust and
ongoing communication with vulnerable patients could max-
imize the effectiveness of these types of programs.26

Finally, as health care innovation pushes the boundaries of
social and medical care integration, ethical guardrails should
be clearly established to ensure that these new innovations at
the intersection of medical and social care weigh both patient
autonomy and health benefits. As one example, temporarily
housing homeless patients in vacant hotel rooms across a
community, critical from a community disease mitigation
perspective, may simultaneously sacrifice an individual’s so-
cial networks, mental health, and autonomy.27

CONCLUSION

The COVID-19 pandemic has accelerated health care sector
innovations to identify and intervene on patients’ social cir-
cumstances as a strategy to improve health outcomes. As the
immediate viral pandemic abates and the long-term poverty
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epidemic worsens, the NAM framework on integrating social
care into health care delivery offers a useful organizing tool to
highlight the wide range of often complementary health care
sector activities that can be mobilized to protect vulnerable
populations.
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