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Abstract

Social factors (e.g. housing, food security, etc.) contribute significantly to health. The purpose of this study is to describe
social risk and social exclusion factors in one of the largest Middle Eastern and North African (MENA) populations in the
U.S. and their association with health outcomes. We conducted a cross-sectional study with a community convenience sample
of 412 adults who self-identify as MENA. Weighted, adjusted linear regression models were used to examine relationships
of interest. Prevalent social risks included transportation barriers to healthcare (33%), food insecurity (33%), and financial
strain (25%). In adjusted models, perception of being treated unfairly (Estimate (SE) 0.08 (0.04), p<0.05) and fear of
deportation (0.26 (0.06), p <0.001) were associated with more social risk factors. More social risk factors were associated
with worse self-reported health (0.09 (0.03), p<0.01), more chronic conditions (0.11 (0.03), p<0.004), and more mental
health symptoms (0.34 (0.14) p<0.01).Social risk is high among those perceiving unfairness and fear deportation. Those
with more social risk factors reported worse health. These findings have implications for social needs screening and referral
models that can best serve U.S. MENA sub-populations.

Keywords Social risk factors - Social determinants of health - Middle Eastern North African - Health disparities - Health
status - Immigrants

Introduction

The increased recognition of the social and behavioral deter-
minants of health (e.g. the conditions in which people live,
work and play) on health outcomes by private and public
health insurance streams, policy makers, researchers, clini-
cians and health care delivery systems has led to a growing
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interest and investment in mitigating social risks, which are
the manifestations of social determinants of health at the
individual level (e.g. food insecurity, transportation barri-
ers, unstable housing, etc.) [1]. More and more health care
delivery settings and social service agencies are investing
in social risk screening and linking to resources [2]. Mul-
tiple studies have identified social risk factors in various
sub-populations to inform resource mobilization and tailored
screening and referral models [3—6]. However, little work
has been done to examine social risk factors in communities
of Middle Eastern and North African (MENA) descent in the
U.S., a population known to experience health inequities [7].

The lack of data on the social risk factors among MENA
people living in the U.S. is in part due to the lack of an eth-
nic identifier in the U.S. Census and national health surveys
[8]. The U.S. Census classifies MENA people as racially
white, although people can identify themselves as MENA
in subsequent open-ended items. People of MENA ethnic
backgrounds in the U.S. comprise a fast-growing group.
The MENA population is diverse, representing all 22 Arab
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League nations, with the primary countries of origin being
Lebanon, Egypt, Syria, Iraq, Yemen, and Palestine. There is
also a high percentage of Iraqis in the U.S., many of whom
are Christians of Chaldo-Assyrian descent [9-11].

Southeast Michigan is home to the second largest MENA
population (around 211,000 by 2017 Census estimates) with
California having the largest (around 307,000) [9]. In 2016,
a state representative sample of Arabs and Chaldeans in
Michigan showed that rates of fair/poor health status were
similar to those seen in African American and Latino/His-
panic population, which is higher when compared to whites
[12]. These data also showed high levels of two social risk
factors within the MENA population: food insecurity and
perceived financial strain. Data further reveal that the most
important health challenges in the MENA population in
Michigan are mental and behavioral health issues, includ-
ing clinical depression (16%) and self-report of fair or
poor health (23%) [12]. However, data were not available
for a more comprehensive set of social risk factor domains
endorsed by the National Academy of Medicine (NAM) for
social risk screening, and the Healthy People 2020 ‘place-
based’ organizational framework for social determinants
of health that also include more specific, individual-level
domains related to healthcare access experiences and social
disadvantage [13, 14].

A host of factors may influence the types of social risk
factors seen in the MENA community, including social
exclusion factors. For example, experiences of discrimina-
tion among the MENA community are well-documented,
including post 9/11 government surveillance and discrimi-
nation, and more recent anti-immigration rhetoric [15-18].
Discrimination impacts health by denying access to
resources, dignity, and a high quality of life [19]. Few social
risk screening tools have actually measured more in-depth
experiences of discrimination beyond asking about racial/
ethnic identity. While racial/ethnic identity can be a proxy
for disadvantage or discrimination within a racist U.S. socio-
political environment, there are also more precise ways to
measure experiences of discrimination and disadvantages
[13]. One screening tool in the pediatric setting inquired
about parental experiences with discrimination [20]; another
study in the transgender population identified discrimination
among one of several prevalent social risk factors [6]; and a
recent study screened for immigration-related concerns in a
Latinx undocumented population [3].

Gaps remain in understanding social risk factors of vul-
nerable MENA communities in the U.S and the types of
screening and referral models that would have the most
impact addressing these needs. These questions are impor-
tant to address, given the large investments in both federal
and state agencies, such as the Centers for Medicare &
Medicaid Services, in testing innovative models for screen-
ing and referral, and growing interest by private and public

health insurance streams and healthcare delivery systems to
incorporate these approaches into their practice to compre-
hensively meet the health needs of diverse patients.

The purpose of this study is to build on previous research
and describe the prevalence of social risk factors in one of
the largest MENA communities in the U.S., and their asso-
ciation with social exclusion factors and health outcomes.

Methods
Data Source and Sample

Data came from a cross-sectional survey exploring health
behavior, health knowledge and attitudes, and social factors
of a community convenience sample of adults 18 years of
age and older and self-identifying as either Arab or Chal-
dean living in Southeast Michigan. All study procedures
were reviewed and approved by our university’s Institutional
Review Board. A self-administered survey was distributed
across 12 community settings (e.g. grocery stores, local eat-
eries, clinics, mosques, churches, community-based organi-
zations, and community events) in three counties between
May and September 2019. Recruitment was completed
through posters, fliers and in-person outreach. Participants
were given the option of completing either a pen and paper
or an online survey form, with assistance if needed from
trained, bilingual interviewers. Surveys were available in
English and Arabic, and participants were given a modest
monetary incentive. This analysis includes 412 participants
with completed surveys for analysis.

Measures and Outcome Assessments
Social Risk Factors

We first report the prevalence of social risk factors and then
examine both predictors and consequences of these social
risks. Social risks were used as both an independent predic-
tor of health status and as an outcome for understanding
demographic and social exclusion predictors. We focused
on eight social risk factors: transportation barriers with
healthcare, food insecurity, financial strain, unemployment,
unstable housing, inadequate patient-centered care, lack of
insurance, and reporting no usual source of care. Trans-
portation barriers with healthcare was measured by ask-
ing participants how often transportation is a problem in
getting health care (5-point Likert scale: Never—Always).
A response of ‘always’, ‘usually’ and ‘sometimes’ was
considered an ‘unmet social need’. Food insecurity was
measured by asking participants how often the following
statement was true: ‘The food I bought did not last and I
did not have money to get more’ (never, sometimes, often).

@ Springer



378

Journal of Immigrant and Minority Health (2022) 24:376-384

A response of ‘often’ and ‘sometimes’ was considered an
‘unmet social need’. Financial strain was measured by ask-
ing participants to select which statement comes closest
to your own feelings about your household income these
days (4-point Likert scale: living comfortably—finding it
very difficult). A response of ‘finding it difficult and ‘find-
ing it very difficult’ was considered an ‘unmet social need’.
Unemployment was measured by asking about current occu-
pational status. Unstable housing was measured by asking
participants where they have lived the most during the past
2 months [21]. Any response other than apartment/house/
room with or without a government subsidy was considered
an unmet social need. Inadequate patient-centered care was
measured by asking participants how often during the past
12 months their primary care physician did the following:
provide a chance to ask questions, give attention to feelings
and emotion, involve you in decisions about your healthcare,
understand actions to take care of health, explain things in
a way you understand, spend enough time with you, and
help you deal with feelings of uncertainty about your health-
care (4-point Likert scale: always—never) [22]. Consistent
responses of ‘never’ across each indicator was considered
an ‘unmet need’. Participants were asked if they have any
type of health coverage or a usual source of care (Y/N), with
responses of ‘no’ indicating an unmet need. These binary
indicators of unmet needs were summed to create a con-
tinuous variable (range 0—7) for multivariable regression
analyses.

Social Exclusion Factors

We measured four social exclusion factors: perceived dis-
crimination, perception of being treated unfairly, deporta-
tion worry, and government mistrust. To measure perceived
discrimination, we used the 9-item Everyday Discrimination
scale [23]. Respondents indicated how often they experi-
ence nine types of discrimination with six response options
ranging from ‘Never’ to ‘Almost Everyday’. We computed
a mean across the 9 items, which resulted in a score range
of 1-6. Scores were divided into tertiles (low, medium,
high) [19], with ‘medium’ and ‘high’ scores considered an
‘unmet social need’. Perception of being treated unfairly was
assessed with a single-item from the Whitehall study [24,
25], which was worded as: ‘‘I often have the feeling that I
am being treated unfairly’’ (6-point Likert scale: strongly
disagree—strongly agree). Deportation worry was assessed
by asking participants if they worry that a family member or
someone they are close to will be deported (5-point Likert
scale: not at all worried—extremely worried). Government
mistrust was assessed with a single-item, ‘“The U.S. govern-
ment is trying to make things better for Arab Americans”
(6-point Likert scale: strongly disagree—strongly agree), with
lower scores indicating greater distrust.

@ Springer

Health Outcomes

Number of chronic conditions was assessed by asking if the
respondent had ever been diagnosed with (1) cancer, (2) dia-
betes or high blood sugar, (3) high blood pressure or hyperten-
sion, (4) depression, or (5) heart condition such as heart attack,
angina, or congestive heart failure (Y/N). Items were summed
for regression analysis. Health status was assessed by the fol-
lowing survey item: “In general, would you say your health
is... (Excellent, very good, good, fair, poor)?” Mental health
symptoms were assessed with the four item PHQ-4 [26], which
asked how often have you been bothered by any of the follow-
ing problems: (1) little interest or pleasure in doing things,
(2) feeling down, depressed, or hopeless, (3) feeling nervous,
anxious, or on edge, and (4) not being able to stop or control
worrying (4-point Likert scale: Not at all-Nearly every day).
Higher scores indicated worse mental health. Alpha for the
four items in our sample was 0.91.

We measured demographic and identity-related character-
istics such as educational attainment, household income, age,
gender, ethnicity, country of birth (U.S. vs. not U.S.), length
of time in the U.S., language spoken in the home, religion,
and marital status using standard measures from established
national surveys.

Data Analysis

All analyses were conducted using SAS 9.4 (Cary, NC). Anal-
yses included survey weights to adjust for country of origin.
Weighted descriptive statistics were computed to examine
demographic, identity, social exclusion and health factors of
the sample and prevalence of social risks. Bivariate analyses (t
tests) examined differences in the mean number of social risk
factors by demographic, identity, social exclusion and health
factors.

Multivariable linear regression models were used to exam-
ine the associations between social exclusion and identity
factors (perceived discrimination, perception of being treated
unfairly, fear of deportation, Arab identity, length of stay in
the U.S., and government mistrust) and number of social risk
factors. Models were adjusted for age, gender, income, educa-
tion, and U.S. birth. Similar models were also used to exam-
ine the association between number of social risk factors and
indicators of health status (self-report health status, number
of chronic conditions, and mental health symptoms). Alpha
values less than 0.05 were considered significant.
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Results
Participant Characteristics

Table 1 shows weighted demographic, health, and social
characteristics of participants. Mean age of participants was
38.4 years (95% CI 35.1-41.7), and 61.2% was female. Fifty-
one percent of participants report being married, 46% had an
educational attainment of college graduate or above, and 70%
report a household income < $50,000. Ninety-percent reported
Arab identity, 74% were Muslim, and 58% were non-U.S.
born. Among the non-U.S. born, 37% reported being in the
U.S. for 10 years or less.

Forty-seven percent report a chronic disease diagnosis, 50%
report very good/excellent health, and mean mental health
symptoms was 6.63 (95% CI 6.15-7.11) (range 1-16).

Prevalence of Social Exclusion Risk Factors

Table 1 also shows weighted prevalence of social exclusion
risk factors. Sixty-percent of participants report perceived dis-
crimination, 37% report perception of being treated unfairly,
17% deportation worry, and 49% reported government
mistrust.

Prevalence of Social Risk Factors (Individual-Level
Social Determinants of Health) and Differences

by Demographic, Identity, Social Exclusion Factors
and Health Outcomes

Figure 1 shows the prevalence of social risk factors among
participants. The most prevalent reported social risks were:
transportation barriers to healthcare (33%), food insecurity
(33%), financial strain (25%), unemployment (17%), and
unstable housing (16%). Thirty-three percent of participants
report one social risk factor, 27% report 2, 20% report 3 social
risks, 7% report 4 and 5 social risks, and 3% reported none.
More social risk factors were evident among those identify-
ing as female (p <0.01), with education of some college or
less (p<0.001), with lower income (p<0.001), Arab versus
Chaldean descent (p <0.02), non-U.S. born (p <0.05), in the
U.S. for fewer years (p <0.003), originating from Egypt, Syria,
Yemen versus other countries (p<0.001), and who speak Ara-
bic at home (p<0.01) (Table 1). More unmet needs were also
evident among those reported being treated unfairly (p=0.03),
worried about deportation (p <0.002), and those who reported
worse health (p<0.01) (Table 1).

Associations Between Identity and Social Exclusion
Factors and Number of Social Risk Factors

In models adjusted for age, gender, income, education, and
U.S. birth, perception of being treated unfairly [Estimate
(SE): 0.08 (0.04), p<0.05], and fear of deportation [0.26
(0.06), p<0.001], were associated with more social risk fac-
tors (Table 2).

Associations Between Number of Social Risk Factors
and Health Status

In models adjusted for age, gender, income, education, and
U.S. birth, more social risk factors was significantly associ-
ated with worse self-reported health [0.09 (0.03), p <0.01],
more chronic conditions [0.11 (0.03), p <0.004], and more
mental health symptoms [0.34 (0.14) p <0.01] (Table 3).

Discussion

This study is one of the first to document social risk fac-
tors—manifestations of social determinants of health—at the
individual level, within a MENA community in the U.S. In
this study, we found a high prevalence of social risks and the
volume of unmet needs differed by demographic, identity,
and social exclusion factors. We also found that having more
social risks was associated with worse self-reported health,
chronic disease and mental health symptoms. Our findings
align with other work in immigrant and marginalized com-
munities demonstrating high prevalence of social risk factors
and unmet needs, the relationship between social risks and
health, and the influence of sociocultural, economic, and
political contextual factors in immigrant communities [3,
5,6,27,28].

Results document high prevalence and significant differ-
ences in social risks by identity-related and social exclusion
factors, particularly Arab descent and speaking Arabic in
the home, living in the U.S. for fewer years, and originating
from Egypt, Syria, or Yemen. Arab immigrants originat-
ing from these countries were often escaping high poverty,
political volatility, and war-torn areas and thus may have a
greater degree of instability in the U.S. We also found that
close to half of participants reported government mistrust
and perceptions of being treated unfairly, and more than half
reported perceived discrimination. There is pervasive docu-
mented discrimination against Arab Americans in the U.S.
Negative stereotyping, hate crimes, police and law enforce-
ment harassment, and incidents of racial discrimination
against Muslims and Arabs have been well documented both
in the U.S. and Europe [16-18]. Post 9/11 also resulted in
Arab American immigrants accessing fewer public services,
including health care, that appear to be connected to the U.S.
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Table 1 Participant characteristics and differences in social risk factors (Individual-level social determinants of health) by demographic, identity,
social exclusion factors and health outcomes

Unweighted N Weighted percent (95% CI) Social-risks (Individual-level social P value
determinants of health)
Weighted mean
(95% CI)
Demographic factors
Age (weighted mean (95% CI)) 411 38.41 (35.141.7) 0.36
18-35 195 44.2 (36.5-51.9) 2.26 (2.02-2.50)
36-45 97 21.8 (16.2-27.3) 2.46 (2.04-2.88)
46-65 92 27.1 (17.6-36.6) 1.95 (1.54-2.36)
>65 26 6.8 (3.0-10.5) 2.42 (1.77-3.07)
Gender
Male 150 38.7 (30.1-47.3) 1.97 (1.68-2.26) 0.01
Female 269 61.2 (52.6-69.9) 2.46 (2.22-2.70)
Marital status
Married 220 51.1 (43.0-59.2) 2.37 (2.09-2.67) 0.30
Not married 192 48.8 (40.7-56.9) 2.16 (1.89-2.44)
Education
High school or less 135 28.4 (22.1-34.6) 2.62 (2.29-2.95) 0.001
Some college 99 25.4 (17.7-33.1) 2.33 (2.01-2.66)
College graduate 129 34.8 (26.9-42.7) 2.15 (1.77-2.52)
Graduate school 47 11.2 (5.4-17.1) 1.60(1.14-2.05)
Household income
Under $10,000 63 14.1 (9.4-18.8) 2.97 (2.45-3.50) <0.0001
$10,000 to $49,999 215 55.8 (47.5-64.1) 2.53 (2.29-2.76)
$50,000 to $99,999 77 19.1 (11.9-26.3) 1.58 (1.17-1.99)
$> 100,000 46 10.8 (4.8-16.8) 1.54 (1.19-1.88)
Identity-related factors
Ethnic identity
Arab 283 90.1 (87.3-92.7) 2.40 (2.20-2.60) 0.02
Chaldean 109 8.6 (6.2-11.1) 1.86 (1.50-2.23)
Neither 10 1.3 (0.1-2.5) 1.76 (0.92-2.60)
Born U.S
Yes 141 42.3 (34.1-50.5) 2.04 (1.72-2.37) 0.05
No 276 57.6 (49.4-65.8) 2.43 (2.20-2.66)
Time in U.S.for non-U.S born
10 years or less 89 37.4(29.2-45.5) 2.80(2.38-3.21) 0.003
11-20 years 68 29.3 (21.8-36.8) 2.77 (2.24-3.29)
More than 20 years 92 33.2 (25.5-40.8) 1.98 (1.66-2.31)
Country of father origin
Lebanon 163 33.3(28.1-38.4) 2.16 (1.94-2.38) 0.001
Iraq 148 11.6 (8.8-14.4) 2.06 (1.73-2.38)
Yemen 63 35.7 (29.2-42.2) 2.38 (2.03-2.74)
Palestine 9 5(1.8-8.3) 1.55 (1.22-1.88)
Egypt 13 7.3(3.5-11.2) 3.16 (2.47-3.85)
Syria 7 4 (1.1-6.8) 3.28 (1.92-4.64)
Other 5 2.8(0.3-5.2) 3.60 (2.06-5.13)
Religion
Muslim 257 73.9 (65.5-82.2) 2.39 (2.19-2.58) 0.75
Other 150 26.1 (17.7-34.4) 2.07 (1.56-2.58)
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Table 1 (continued)

Unweighted N Weighted percent (95% CI) Social-risks (Individual-level social P value
determinants of health)
Weighted mean
(95% CI)
Arabic spoken at home
Yes 346 92.6 (89.3-95.8) 2.45 (2.25-2.65) 0.001
No 47 7.3 (4.1-10.6) 1.53 (1.10-1.95)
Social exclusion risk factors
Perceived discrimination
Yes 208 60 (51.2-68.9) 2.32 (2.03-2.61) 0.58
No 165 40 (31.0-48.7) 2.21 (1.91-2.50)
Perception of being treated unfairly
Agree 149 36.9 (29.5-44.2) 2.56 (2.28-2.85) 0.03
disagree 248 63.1 (55.7-70.4) 2.13 (1.87-2.40)
Deportation worry
Worried 66 17 (12.1-21.8) 3.10 (2.59-3.62) 0.002
Not worried 327 83 (78.1-87.9) 2.23 (2.04-2.42)
Government mistrust
Yes 196 49 (42.6-55.4) 2.55 (2.29-2.80) 0.06
No 198 51 (44.5-57.3) 2.19 (1.92-2.46)
Health outcomes
Chronic disease
Yes 183 46.8 (38.7-55.0) 2.44 (2.09-2.79) 0.12
No 236 53.1 (44.9-61.2) 2.12 (1.89-2.34)
Self-rated health
Excellent 60 15 (10.2-19.6) 2.29 (1.91-2.67) 0.01
Very good 148 35(28.3-41.4) 2.04 (1.76-2.32)
Good 132 31(23.3-38.4) 2.28 (1.87-2.69)
Fair 55 17.3 (10.5-24.1) 2.67 (1.99-3.34)
Poor 10 1.8 (0.29-3.4) 4.55 (3.16-5.95)
Mental health symptoms (Mean (SD)) 381 6.63 (6.15-7.11)
range: 1-16
33% 33%
25%
17% 16%
14%
9%
. 4%
I
Transportation Food insecurity  Financial strain  Unemployment Unstable housing Inadequate Uninsured No usual source of
barriers with patient-centered care
healthcare care

Social Risk Factors
(Individual-level Social Determinants of Health)

Fig. 1 Weighted prevalence of social risk factors (Individual-level social determinants of health)
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Table 2 Identity and Social exclusion factors predicting number of
social risk factors (individual-level social determinants of health)

Social risk factors® (Individ-
ual-level social determinants

of health)

Beta estimate (SE) P value
Perceived discrimination 0.24 (0.14) 0.09
Perception of being treated unfairly 0.08 (0.04) 0.05
Fear of deportation 0.26 (0.06) <0.001
Arab identity 0.22 (0.15) 0.14
Length of stay in the U.S —0.14 (0.11) 0.20
Government mistrust 0.13 (0.14) 0.32

Multivariable linear regression models adjusted for age, gender,
income, education, U.S. birth

SE standard error

aSocial risk factors was a summary score of the following eight fac-
tors: transportation barriers with healthcare, food insecurity, financial
strain, unemployment, unstable housing, inadequate patient-centered
care, lack of insurance, and reporting no usual source of care

government [29]. More recently the Public Charge Rule,
which makes it harder for certain immigrants to be granted
permanent legal status in the U.S. if they have enrolled in
certain assistance programs, is also further deepening fears
around accessing public assistance [30]. This context also
underscores our finding showing more unmet social risks
associated with reports of perceptions of being treated
unfairly and being worried about deportation.

In addition to discrimination, and consistent with earlier
work [12], our findings also showed high rates of transpor-
tation barriers, food insecurity, financial strain, unemploy-
ment, and unstable housing on top of a greater prevalence of
low-income among participants. Although some data have
shown that Arab Americans have higher SES and education
levels nationally, they are more impoverished and have low
educational attainment in Detroit Metro area [10]. Poverty-
related factors may interact in complex ways with immigra-
tion context, experiences of discrimination, and economic
context of Detroit. Other community-sampled studies have
also shown high rates of mental health symptoms within

MENA population subgroups [16, 31], which coupled with
negative cultural attitudes about mental health services [32],
may also interact with social risks in complex ways. More
qualitative and ethnographic work is needed to understand
the drivers of poverty-related factors and experiences of
MENA communities in the Detroit-Metro area.

There are limitations to this study that should be noted.
Data were cross-sectional, therefore causality could not be
discerned. Greater social risks can lead to poor health, but
poor health can also lead to resource depletion and more
unmet needs. Because social risk factors were not the main
focus of the survey, we were limited in the domains of
social risks measured. Future work with primary data col-
lection should aim to assess all recommended domains by
the National Academy of Medicine [13]. These data were
collected prior to the COVID-19 pandemic, which has
exacerbated individual-level social determinants of health
across the nation. Therefore, the prevalence of social risks
among study participants in the present may be underesti-
mated, but nonetheless provide indicators of where social
risks may be elevated in the MENA community. This was a
community-based, convenience sample with a higher pro-
portion of younger and middle-aged respondents, therefore
findings may not translate to the full MENA population in
the U.S. However, given that national data are sparse on the
MENA community, and the sizable population in Michigan
where the study took place, these findings have important
implications for a large local community. Data were self-
reported, which may impact the validity of key variables
such as health history and immigration status. We are unable
to quantify a response rate, given the public spaces where
participants were recruited. Thus, we cannot determine how
respondents may have differed from those who declined to
participate. Finally, we did not fully measure acculturation
or generational status, only where respondents were born
and languages spoken in the home. These other factors may
also relate to social risk factors.

Notwithstanding these limitations, our findings have
important implications for clinical and public health prac-
tice. The policy climate in recent years such as attacks on
the Affordable Care Act and Medicaid Expansion, and

Table 3 Number of social risk factors (individual-level social determinants of health) predicting self-related health, number of chronic condi-

tions, and mental health symptoms

Self-rated health Chronic conditions Mental health symptoms
Beta estimate (SE) P value Beta estimate (SE) P value Beta estimate (SE) P value
Number of social risk factors® 0.09 (0.03) 0.01 0.11 (0.03) 0.004 0.34 (0.14) 0.01

Multivariable linear regression models adjusted for age, gender, income, education, U.S. birth

SE standard error

Social risk factors was a summary score of the following eight factors: transportation barriers with healthcare, food insecurity, financial strain,
unemployment, unstable housing, inadequate patient-centered care, lack of insurance, and reporting no usual source of care
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Public Charge Rule have created barriers for immigrant
families in addressing unmet social risks. On top of this,
the COVID-19 pandemic has exacerbated individual-level
social determinants of health across the nation, especially
with unprecedented levels of unemployment in the general
population. As more healthcare delivery organizations and
social service organizations aim to adopt social screening
and alignment of referral strategies, especially those serving
diverse immigrant communities, understanding the preva-
lence of social risks in their populations will help prioritize
resources to those needs driving adverse health. It will also
better assist local organizations serving the MENA commu-
nity in adopting screening tools and co-locate resources that
measure and address prevalent social exclusion factors such
as discrimination. Research examining social risk factors
in other MENA populations outside of Michigan, and how
they relate to other health outcomes beyond those reported
here is encouraged.

Conclusion

Social risk factors in MENA communities is high, especially
among certain ethnic groups, and non-U.S. born individu-
als of low socioeconomic status. They are also high among
those perceiving unequal treatment and fear deportation in
the context of their community. Transportation barriers to
healthcare and food insecurity are the most prevalent social
risks. Those with more social risk factors report worse
health. These findings have implications for developing,
testing and targeting innovative social needs screening and
referral models that can best serve MENA sub-populations
in the U.S.
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