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Abstract
Introduction: Health is impacted by a wide range of nonmedical factors, collectively termed the social deter-
minants of health (SDoH). As the mechanisms by which these factors influence wellness and disease continue
to be uncovered, health systems are beginning to assess their roles in addressing patient’s social needs. This
study seeks to identify and analyze clinic-based interventions aimed at addressing patients’ social needs in peri-
natal care, including prenatal, antepartum, and postpartum care.
Methods: We conducted a search of six databases through May 2020 for articles describing screening or inter-
vention activities addressing social needs in at least one SDoH domain as defined by Healthy People 2020. We
required that studies include pregnant or postpartum women and be based in a clinical setting.
Results: Thirty-one publications describing 26 unique studies were identified. Most studies were either
randomized-controlled trials (n = 10) or observational studies ( n = 7) and study settings were both public and
private. The mean age of women ranged from 17.4 to 34.1 years. Most studies addressed intimate partner vio-
lence ( n = 19). The next most common need addressed was social support ( n = 5), followed by food insecurity
(n = 3), and housing (n = 2). Types of interventions varied from simple screening to ongoing counseling and case
management. There was wide heterogeneity in outcomes investigated. Most IPV interventions that included
counseling or ongoing support resulted in reduced IPV recurrence and severity. No intervention with only
screening showed a reduction in rate of IPV.
Conclusion: This systematic review shines light on several avenues to support pregnant and postpartum women
through interventions that embed acknowledgment of social needs and actions addressing these needs into the
clinical environment. The results of this review suggest that interventions with counseling or ongoing support
may show promise in alleviating social risk factors and improving some clinical outcomes. However, the strength
of this evidence is limited by the paucity of studies. More rigorous research is imperative to augment the knowl-
edge of social needs interventions, especially in domains outside of IPV.
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Introduction
Evidence indicates that the social determinants of
health (SDoH) shape health in powerful ways.1,2 The
SDoH have been defined as the conditions in which
people are born, grow, live, work, and age.1 SDoH in-

clude a wide range of social, structural, and economic
factors that relate to housing, access to healthy food,
transportation, education, crime and violence, and the
environment, among other conditions that contribute
to a person’s quality of life. Fundamental to the study
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of SDoH is understanding that differences in how pop-
ulation groups experience these conditions are key driv-
ers of disparities in health and health care. Structural
racism exacerbates the differential experience of these
social and economic conditions, especially among mi-
nority communities.3

While SDoH refer to social conditions at the level of
communities, social needs refer to the acute social and
economic challenges of individuals, which are often di-
rect consequences of those broader social conditions.4

The health system has long recognized that SDoH are
intricately tied to the development of disease and ef-
forts to address SDoH have been described as looking
upstream. However, the extent to which the health sys-
tem can intervene upon SDoH in the setting of clinical
care is limited because community-level conditions are
often governed by entities outside the health system
such as local and national policies. An alternative ap-
proach to improving social conditions is addressing
the social needs of individual patients, targeting a
‘‘middle stream’’ that is further upstream than tradi-
tional medical care, but downstream from the
community-level SDoH. Traditionally, addressing in-
dividuals’ acute social needs has been the role of social
service agencies, but a growing number of health sys-
tems are beginning to incorporate practice-based inter-
ventions for social needs into clinical care.5,6 In the
primary care literature, some studies have shown that
addressing social needs in the clinic increased patients’
use of preventive health care.7,8

In response to this growing area of practice, the
National Academies of Medicine published a consen-
sus report in which they describe activities of health
systems that facilitate the integration of social needs
care into clinical care.9 Using transportation as an ex-
ample, they suggest that health systems can identify
social risks and assets of patients by asking their pa-
tients about access to transportation. They also suggest
that health systems can reduce social risk by assisting
in connecting patients with relevant resources, for ex-
ample, by providing transportation vouchers so that
patients can reliably travel to their health care appoint-
ments. These are not novel interventions, but integrat-
ing these actions into the clinical care environment is
a newer focus of practice.

The idea of unmet social needs as a barrier to access-
ing health care is of special interest in perinatal care.
In perinatal care, visits are frequent and occur in a
concentrated period of time; to illustrate, the recom-
mended American Congress of Obstetrics and Gyne-

cology (ACOG) prenatal visit schedule consists of
visits every 4 weeks until 28 weeks, every 2 weeks
until 36 weeks, and every week until delivery.10 The
prenatal period is a critical time in pregnancy where
essential health screening, pregnancy education, and
counseling are performed.11 Inadequate prenatal care,
defined in one study as fewer than or equal to four an-
tenatal visits, or first visit in the third trimester, has
been linked to adverse neonatal outcomes.12 Unfortu-
nately, only 77.1% of women initiate pregnancy care
in the first trimester.13 This number is lower among
certain minority groups; only 66.5% of African Amer-
ican and 63.0% of American Indian/Alaska native
women receive prenatal care in the first trimester.13

These disparities in prenatal care utilization are hy-
pothesized to be linked to social needs, as women
have cited lack of transportation, psychosocial barriers,
and low health literacy as barriers to care.14–16

The objective of this systematic review was to sum-
marize the evidence on interventions that address social
needs in perinatal care settings. For the purposes of this
review, we use the term ‘‘intervention’’ to describe any
clinic-based activity that addresses patients’ social
needs, including screening, education, counseling, and
referral to support services. In this study, we define
‘‘perinatal care’’ as all pregnancy-related medical care,
including prenatal, antenatal, and postpartum care.

Methods
Data sources
We developed our search strategy in consultation
with a medical librarian, which we based on previously
published reviews conducted on interventions for
social needs in health care settings.17,18 Search terms
included key words in four domains: (1) pregnant or
postpartum women; (2) SDoH; (3) screening and inter-
ventions; and (4) outcomes. The complete description
of our search strategy is available in the Supplementary
Appendix. We searched six databases (PubMed,
Embase, Cochrane, CINAHL, Scopus, and Web of
Science) for studies describing health care-based inter-
ventions published through June 27, 2019, in English.
We repeated the search on May 6, 2020, to identify
articles published in the time since we began the re-
view. We did not place lower limits on the date range
of the search.

Study selection
Search results were imported into the Rayyan QCRI
web app for systematic reviews.19 Articles were
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screened by title and abstract for relevance by a team of
reviewers (A.M.R., P.W.A., M.R.Y., R.D., and A.E.). To
increase inter-rater reliability, a calibration between
reviewers was conducted. The first 100 articles were
independently screened by each reviewer and the deci-
sion for inclusion was compared. Discrepancies were
solved by open discussion between reviewers. The
remaining articles were divided evenly among the
team and screened by two independent reviewers,
with ties broken by a third reviewer.

To be eligible for inclusion, studies had to describe
interventions that (1) involved pregnant or postpartum
women; (2) addressed a social need in one or more
Healthy People 2020 SDoH domains (economic stabil-
ity, education, social, and community context, health
and health care, or neighborhood and built environ-
ment);20 and (3) took place in whole or in part in a
health care setting that we defined as a physical loca-
tion where women received medical care outside of
the home. This included medical care that was given
by physicians, physician assistants, nurses, or nurse
midwives. Studies describing home visiting, case man-
agement, and community health worker programs
were only included if the programs were part of an in-
tervention that was clinic based. For example, a study
describing an intervention in which a patient is referred
to a home visiting program after screening positive for
transportation needs during a prenatal appointment
would meet the inclusion criteria, while a study de-
scribing a home visiting program alone would not.

The Healthy People 2020 framework gives examples
of specific social needs in each SDoH domain.20 We
used these examples to guide study selection but did
not limit the selection to only these examples. Both ob-
servational and experimental studies were included.
When conducting reviewer calibration, we identified
areas of misalignment between readers’ interpretations
of study inclusion. These were settled through group
discussion before continuing with study reviews.
Although some definitions of SDoH include diet and ex-
ercise, substance use, and mental health,21 the Healthy
People 2020 definition does not.20 Thus, we only in-
cluded studies describing screening/interventions for
substance use (including smoking and alcohol use),
mental health (depression, post-traumatic stress disor-
der [PTSD]), and nutrition if they also addressed a
Healthy People 2020 domain (economic stability, edu-
cation, etc.). We included interventions for intimate
partner violence (IPV) as IPV is part of crime and vio-
lence, which lies under the larger Healthy People 2020

category, neighborhood and the built environment. We
did not consider novel methods of prenatal care (e.g.,
group prenatal care) because we wanted to identify in-
terventions that can be translated to routine clinical
care.

We chose to limit studies to those in high-income
countries upon recognizing that the research questions
could best be answered by evaluating interventions in
countries where patients’ social needs were most similar
to those experienced by U.S. patients. We used World
Bank categories to define country income level.22

Data extraction
A standard template was constructed in Microsoft
Excel to extract the following data from included stud-
ies: year, country or region, study design, setting,
participant inclusion/exclusion criteria, population
characteristics, social need addressed, description of
intervention including who carried out the activities,
screening tool used, conceptual framework, and if ap-
plicable, whether there was a referral process and/or
mention of specific community partners. Studies were
assessed for risk of bias and assigned quality ratings
based on criteria for randomized-controlled trials
(RCTs) and observational studies in the Grading Rec-
ommendations Assessment Development and Evalua-
tion (GRADE) approach.23,24 Data from each article
were extracted independently by two reviewers and dis-
crepancies were discussed between reviewers. Given
the heterogeneity of interventions and outcomes across
studies, no meta-analysis was performed.

Results
Thirty-one articles describing 26 unique studies met all
the inclusion criteria (6 articles were based on one
study, the District of Columbia Health Outcomes of
Pregnancy Education [DC-HOPE] study).25–30 The se-
quential selection process is detailed in Figure 1. Most
studies were RCTs (n = 10)25–30,31–39 or observational
studies (n = 7).40–46 The remainder of the study designs
and quality ratings for all articles are detailed in Table 1.

Settings
Most interventions took place in prenatal care clinics
(n =15),25–30,31–34,39,40,43,47,48 hospitals (n = 8),36–38,41–43,49,50

or primary care clinics (n = 5).39,45,51,52 Some took place
in midwife clinics (n = 3).44,53,54 Settings were both pri-
vate and public and included private obstetric offices
(n = 2),39,43 public clinics and hospitals (n = 4),35,49,50,55

federally qualified health centers (n = 3),45,46,51 Women,
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Infant, and Children (WIC) sites (n = 1),45 academic
settings (n = 7),25–30,49 and community settings
(n = 4).43,45,46,54 Studies were conducted in the United
States (n = 17),25–30,31–35,39,41–43,45,46,48,49,51,52,55 Australia
(n = 4),36,44,50,54 the United Kingdom (n = 2),40,53 Canada
(n = 1),47 Hong Kong (n = 1),37 and Belgium (n = 1).38

Populations
Seven interventions targeted specific patient populations:
teenagers,53 women with gestational diabetes,36 Hispanic
women,35 low-income Spanish-speaking women,51 Afri-
can American women,25–31 and low-income minority
women.7 Black or African American women comprised

FIG. 1. PRISMA 2009 flowchart showing search results through May 6, 2020, and the sequential study
selection process. CINAHL, Cumulative Index to Nursing and Allied Health Care; HP2020, Healthy People 2020;
SDH, social determinants of health.
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more than 20% of the sample in nine studies25–32,34,

40–42,45,46,51 and Hispanic women comprised more than
15% of the sample in five studies.36,39,42,45,51 Native
women were included in three studies but represented
less than 15% of the sample in these studies.33,42,51 Nota-
bly, most studies outside the United States did not re-
port race/ethnicity data.36–38,44,47,50,53,54 The mean age
of women ranged from 17.4 to 34.1 years.

Social needs
Figure 2 provides a visual display of the range of social
needs addressed by the interventions in this review.
Overall, 20 interventions addressed a single social
need and six interventions addressed multiple needs.

The vast majority of interventions addressed IPV
(n = 19).25–30,32–35,37–39,41–44,46–48,50,51,54,55 Of these, 15 in-
terventions solely addressed IPV, while the other four
also addressed additional social needs. The Antenatal
Psychosocial Health Assessment form used by Car-
roll et al. asked patients about social support in addi-
tion to IPV, and the DC-HOPE studies addressed
both tobacco smoke exposure and IPV. The other
two interventions that addressed IPV did so in the
context of multi-item screening surveys for a broad
range of social needs. In the study by Price et al., a
10-item brief risk factor survey asked patients
about IPV, environmental tobacco smoke exposure
(ETSE), housing quality, high school completion,
employment, and poverty/income.50 In the Prenatal

FIG. 2. Interventions by type, social needs category, and outcome.
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Risk Overview by Harrison et al., patients were asked
about access to a telephone, transportation, IPV, so-
cial support, housing instability, legal system in-
volvement, and food insecurity.51

Food security and access to healthy foods were
addressed in three studies.45,51,52 Expanding/Building
on simple screening in Harrison et al., the interventions
in Trapl et al. and Watt et al. provided patients with
vouchers to local farmer’s markets.

Housing stability and quality were addressed in only
two studies, the same multi-item screening surveys as
mentioned above.50,51 Education, employment, and
poverty were only addressed in the 10-item brief risk
factor survey by Price et al.50 It should be noted that
no intervention went beyond screening for housing,
education, employment, or poverty. One study
screened for workplace exposures.49

Two studies addressed health literacy: Sayakhot et al.
offered a web-based education module for gesta-
tional diabetes that was issued during clinic visits and
Backonja et al. incorporated reproductive health educa-
tion into regular clinic-based counseling sessions.31,36

No studies addressed civic participation, discrimi-
nation, or incarceration history, which fall under the
social and community context domain of Healthy
People 2020.

Interventions and outcomes
To facilitate the reporting of results, we classified inter-
ventions into four broad categories: screening (n = 11),
brief (n = 6), counseling (n = 6), and ongoing support
(n = 6). One study compared three different inter-
ventions, so we cross-counted this intervention in
three categories.35 We also classified outcomes into
four categories: process measures, social needs out-
comes, health behaviors, and health impacts, which
we based on previous work by Gottlieb et al.17

Figure 2 provides a visual display of interventions
according to type of intervention, social need(s)
addressed, and outcomes reported. Table 2 provides
a more detailed breakdown of study outcomes and
how they were classified.

The studies in our review were heterogeneous in
terms of intervention type, social need(s) addressed,
and outcomes reported. Thus, we did not perform a
meta-analysis or attempt to make formalized compar-
isons across studies. Instead, in this narrative section,
we summarize the results by type of intervention and
outcome, which we report fully in Tables 1 and 2.
Study quality based on GRADE criteria is also reported

in Table 1. In some studies, a specific referral process
to outside organizations was outlined as part of the in-
tervention. Other interventions were carried out in
partnership with community organizations. We de-
scribe these fully in Table 3.

Nine studies in this review were categorized as
screening interventions. Four of these studies addressed
solely IPV, one addressed IPV and social support, one
addressed solely social support, and one addressed
workplace exposures. The interventions in Harrison
et al. and Price et al., the multi-need screening interven-
tions mentioned above, were also categorized in this
group. In terms of outcomes, most studies reported pro-
cess measures such as patient-reported helpfulness, ease
of use, or internal validation of the screening tool. Price
et al. compared the results of their 10-item brief risk fac-
tor survey that they administered in the waiting room to
private interviews and found that their screener con-
curred with the private interviews in identifying social
needs. Zachek et al. also issued their screening tool as
a waiting room survey and found that closed-ended
questions identified more workplace exposures than
open-ended questions did. Patients who screened posi-
tive for workplace exposures were then referred to an
occupational and environmental medicine clinic for
follow-up. The only other screening intervention that
utilized a referral process was that in Harrison et al.,
which used an algorithmic approach with a risk score
to refer patients to specialized services based on their
reported risk severity. No screening studies reported
health outcomes, health behavior outcomes, or mea-
sures of social risks. Overall, patients found screening
interventions acceptable, helpful, and felt comfortable
discussing social needs with clinicians.32,41,47

We defined brief interventions as screening with brief
education or advice related to the social needs disclosed.
We considered the web-based gestational diabetes edu-
cation tool to be a brief intervention for health literacy.36

Of the six studies describing brief interventions, five
addressed IPV and one addressed health literacy. The
brief interventions for IPV varied in approach and out-
comes. One intervention consisted of a tablet-based
screening tool with motivational interviewing prompts
that were individually generated based on reported
risks.48 Women interviewed in this study reported feel-
ing that they could better adhere to the treatment guide-
lines for IPV after using the tablet-based screener.
Another intervention was a computer-based screener
with a 15-min informational video and prompting
card that was given to the provider.34 Women in this
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Table 2. Study Outcomes (n = 31); Interventions Addressing Social Needs in Perinatal Care, High-Income Countries,
Through May 2020

Process measures Measures of social risks Health behaviors Health outcomes

� Validity of screening
tool40,42,49,50,51

� Risk identification28,32,34,41,42

� Acceptability30,32,33,41,44,46,47

� Patient-rated
helpfulness32,34,38,43,45,48

� Length of administration30,45,49,51

� Referral/patient use of
referrals33,35,45,46,53,54

� Screening rate54

� Appointment adherence45

� Health knowledge31,36

� Social support52,53

� ETSE25,26

� IPV (episodes of violence, severity,
behaviors)29,11,35,37–39,55

� Physical activity52,53

� Healthy diet52

� Substance use (smoking,
alcohol use)25,52,53

� Help-seeking behavior38,43

� Safety planning54

� Infant birthweight26,27,29

� Gestational age at birth26,27,29

� Miscarriage, perinatal death,
nonlive birth, neonatal
hospitalization days26

� Maternal weight gain52

� Infant development52

� Mental health status (depression,
PTSD, stress, self-
esteem)25,33,38,52,53

� Pain and physical functioning37

� Breastfeeding52

ETSE, environmental tobacco smoke exposure; IPV, intimate partner violence.

Table 3. Referrals and Community Partnerships Reported in Review Studies (n = 13); Interventions Addressing
Social Needs in Perinatal Care, High-Income Countries, Through May 2020

Study (year)
Social determinants

addressed
Health professional

referring Description of referral (community partnership)

Cohen et al.
(2011)53

Social support Project midwives Referrals to specialist services and agencies—benefits agency,
local authority housing department, smoking cessation
counseling, infant feed counselor, family planning association,
condom card scheme, further education college, social services,
drug support teams. Part of midwife intervention with additional
social support.

Curry et al.
(2006)33

IPV Nurse case managers Referrals given through NCM program. Referrals most commonly
for housing and food resources, educational programs, and
domestic violence services

Gance-Cleveland
et al. (2019)48

IPV (anxiety, depression,
alcohol/drug use, tobacco
use, obesity)

Clinician with support of
StartSmart mHealth
tool

Referral algorithm. If low or no risk, positive behaviors reinforced; if
moderate risk, brief intervention such as education handout; if
high risk, referral to specialty care

Harrison (2008)51 Access to telephone,
transportation, IPV, social
support, housing
instability, food insecurity

RNs and case managers Referral algorithm. If moderate risk, education or social support
offered; If high risk, referral to specialized services such as
mental health, drug use assessment, or domestic abuse program

Kramer et al.
(2012)43

IPV (alcohol/drug use) County public health
nurses case managers

Referrals are made from health care settings into the nurse-led
Safe Mom, Safe Baby case management program. Once
enrolled, nurse case managers give referrals to needed services.
(Partnership between the University of Wisconsin School of
Medicine and Public Health and community-based domestic
violence partners.)

McFarlane et al.
(2000)35

IPV Bilingual counselor with
expertise in domestic
violence

Women in referral card intervention received referral card with
contact information of community services. Women in
counseling intervention were referred to domestic violence
services by the counselor

Parker et al.
(1999)55

IPV Master’s or doctorate
level nurses

Referrals listed on a brochure, (women were encouraged to attend
counseling sessions taught by workers at a local women’s
shelter)

Price et al.
(2017)46

IPV Social workers and
paraprofessional
outreach workers

Referral algorithm. Triaged assessment with referral protocols
based on identified risks. Referral to home visiting support and
specialized mental health services

Priest et al.
(2008)44

IPV Midwives Referral triage system at first prenatal visit with subsequent
creation of a psychosocial care plan. Based on risk scores,
women are offered urgent or routine referral for formal mental
health evaluation or additional psychosocial care including early
intervention, support, hospital-based treatment programs,
community-based resources and services, antenatal group
programs, and stress management programs

Taft et al. (2015)54 IPV MCH nurse Referral to domestic violence services
Trapl et al.

(2017)45
Food insecurity, access to

healthy foods
Health care providers (Local farmer’s markets in Cuyahoga County, Ohio)

Watt et al.
(2015)52

Food insecurity, access to
healthy foods

Physicians (Local farmer’s market and nutrition/cooking classes offered by a
local nonprofit community partner)

Zachek et al.
(2019)49

Workplace exposures Qualified program staff Staff reviewed screening results and referred participants to the
UCSF occupational and environmental medicine clinic for
additional follow-up if necessary

UCSF, University of California San Francisco; NCM, nurse case manager; RN, registered nurse; MCH, maternal child health.
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intervention group had significantly more discussions
about IPV with their provider compared with women
receiving usual care. The intervention in Price et al. uti-
lized a screening intake form plus brief IPV information
and guided referral.46 Uptake of referral in this study
was low and most women reported being uninterested
in specialized services. The investigators found the big-
gest predictor of successful referral to be women’s level
of engagement during screening. Two studies addressed
IPV using a screening questionnaire combined if a refer-
ral card with resources and safety tips. Results showed
that the referral cards did not decrease violence scores,
IPV victimization, or symptoms of depression, and
did not improve help seeking behaviors.35,38 The web-
based health literacy intervention did improve women’s
knowledge of gestational diabetes topics compared with
women in the control group.36

Counseling interventions consisted of interventions
where one or more counseling sessions were provided
in concert with clinical prenatal care. Six studies on
counseling interventions were reported in 11 publica-
tions. All counseling interventions addressed IPV,
with one also addressing health literacy and one also
addressing tobacco smoke exposure.31 Six publications
reported on the DC-HOPE study, which was an RCT
that tested a screening and counseling intervention
for IPV, ETSE, depression, and smoking. Screening
took place at the patients’ first prenatal care appoint-
ment and counseling took place over four to eight pre-
natal care visits. Counseling sessions were individually
tailored to patients’ reported risks. The studies reported
a wide range of outcomes, including reduction in
ETSE, recurrent episodes of IPV victimization, ciga-
rette smoking, infant birthweight, gestational age at
birth, miscarriage, and symptoms of maternal depres-
sion. Women were recruited from six prenatal care
clinics serving primarily minority women and all
women included in the study identified as black or
African American. The study found that the interven-
tion group had significantly fewer very preterm births
( < 34 weeks) (odds ratio [OR] = 0.22, 95% confidence
interval [CI] = 0.07–0.68) and very low birthweight
babies ( < 1500 g) (OR = 0.11, 95% CI = 0.01–0.86) com-
pared with control.26,27,29 There were no significant
differences in preterm births ( < 37 weeks), low birth-
weight ( < 2500 g), miscarriage, perinatal death, nonlive
birth, or neonatal hospitalization days. Among women
initially reporting ETSE, women in the intervention
group were significantly less likely to report ETSE be-
fore delivery when controlling for other covariates,

including other psychobehavioral risks (OR = 0.50,
95% CI = 0.35–0.71).26 Among women initially report-
ing IPV, intervention group women were less likely
to have recurrent episodes of IPV victimization (OR =
0.48, 95% CI = 0.29–0.80).29 The study by Backonja
et al. was adjunct to the DC-HOPE study and incorpo-
rated reproductive health education into four to eight
counseling sessions. Women receiving the health edu-
cation scored higher on reproductive knowledge
assessments compared with women receiving usual
care. Aside from the DC-HOPE studies, there were
three other counseling interventions for IPV.37,39,55

All consisted of empowerment counseling sessions
during the medical visit and all except for the interven-
tion in Zlotnick et al. showed a significant reduction in
measures of violence for women in the intervention
groups.35,37,39,55 While the intervention in Zlotnick
et al. did not show a significant reduction in IPV,
they did find a moderate reduction in symptoms of
depression and PTSD during pregnancy.

Interventions that provided women with regular
support outside of the clinic were categorized as inter-
ventions with ongoing support. There were seven of
these interventions in total, with four for IPV,33,35,43,54

one for social support,53 and two for food insecuri-
ty.45,52 The interventions in Curry et al. and Kramer
et al. connected women with nurse case management
services, which they had access to throughout their
pregnancy. These studies had favorable outcomes; in-
tervention group women in Curry et al. showed signif-
icantly fewer symptoms of stress at the completion of
the program and intervention group women in Kramer
et al. performed more safety behaviors to protect
against IPV than at baseline. Similarly, the interven-
tions in McFarlane et al. and Taft et al. connected
women with nurse mentors who were available to
women from the initial visit until delivery. These stud-
ies also showed favorable outcomes; intervention group
women in McFarlane et al. reported decreased severity
of IPV at 2 months postdelivery and intervention
group women in Taft et al. showed a significant in-
crease in safety planning. The study by Cohen et al.
from the United Kingdom was unique in that it
addressed social support amongst pregnant teenagers.
In this study, pregnant teenagers were given the sup-
port of a nurse midwife who assisted them in connect-
ing with various community services. While results
showed that teenagers in the intervention group had
increased uptake of certain resources, there were no
differences in measures of social support, self-esteem,
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physical activity, or smoking behavior at 4 weeks post-
partum. There were also no differences in uptake of
National Health Service services between the interven-
tion and control groups.

We grouped the food insecurity interventions with
ongoing support interventions; however, they were
structured differently than the interventions for IPV
and social support. The interventions in both Trapl
et al. and Watt et al. consisted of nutritional counseling
given at regular clinic visits. They both partnered with
local farmer’s markets to issue food vouchers, which
were also distributed at regular clinic visits. The inter-
vention in Watt et al. also included a 1.5-h nutrition
and cooking class that was taught in Spanish and lac-
tation counseling that was offered at the clinic and
over the phone. The interventions in Trapl et al. and
Watt et al. did not include ongoing mentoring or
case management. Trapl et al. reported appointment
adherence and patient use of referrals. Providers felt
that the intervention increased appointment adher-
ence, and objectively, 43% of patients kept 100% of
appointments and another 31% of patients kept 50–
99% of appointments. Using redemption logs from
the farmer’s market, the investigators found that
56% of participants redeemed at least one voucher.
Watt et al. reported a wider range of outcomes.
Women in the intervention group had significant im-
provements in diet, exercise, and depression ( p £ 0.05)
compared with women receiving usual care. In addi-
tion, women were more likely to breastfeed ( p = 0.07)
and their infants were more likely to pass the ages and
stages developmental screen ( p = 0.06) than women in
the usual care group.

Discussion
The 26 studies summarized in this review provide an
overview of all clinic-based social needs interventions
for pregnant and postpartum women that have been
reported in the literature to date. They also provide
a summary of the evidence for such interventions in
improving maternal and infant health outcomes and
mitigating social risks and behaviors that have been
associated with poor health outcomes.

We choose to discuss interventions for IPV separate
from those addressing other social needs domains as
IPV interventions represented the majority of interven-
tions identified in our review.

Among interventions addressing IPV, the evidence
in our review points to counseling interventions and
interventions with ongoing support as the most ef-

fective interventions for improving health and health-
related outcomes. Overall, most of these studies found
significant reductions in recurrent IPV28,55 and severity
of IPV35 or significant improvements in healthy behav-
iors such as safety planning in Kramer et al. Two stud-
ies reported objective health outcomes; the DC-HOPE
studies showed a significant reduction in very preterm
births and very low birthweight infants and Zlotnick
et al. demonstrated a moderate effect of their inter-
vention in reducing symptoms of depression during
pregnancy. On the contrary, no screening or brief inter-
vention for IPV showed a reduction in IPV rates and
evidence was mixed for increasing safety planning
rates.34,37,54 These findings are consistent with those
of the US Preventive Service Task Force (USPSTF),56

which concluded that interventions providing women
with ongoing support have moderate benefit, but
brief interventions in the absence of ongoing services
are not shown to have benefit. Of note, in both our re-
view and that of the USPSTF, the DC-HOPE study was
the only study reporting birth outcomes, illustrating the
paucity of evidence for such interventions.

Interventions addressing social needs other than IPV
were few. Among these, the type of intervention did not
correspond to effectiveness of intervention as seen
among interventions for IPV. For example, both brief
and counseling interventions for health literacy were
effective at improving health knowledge.31,36 Mean-
while, an ongoing support intervention for social sup-
port did not result in women reporting increased
social support.53 Finally, the counseling intervention
for ETSE and the ongoing support interventions for
food insecurity resulted in a reduction in tobacco
smoke exposure in postpartum women and higher
rates of appropriate development among infants, re-
spectively.25,52 These results suggest that different so-
cial needs may be best addressed by different types
of interventions, unique to the need being addressed.
Overall, the evidence for social needs interventions in
perinatal care beyond those for IPV is lacking and
more research is needed to understand the effectiveness
of such interventions.

We were surprised by how few interventions for
food insecurity were identified in our review given
that federal food assistance programs such as the
Special Supplemental Nutrition Program for WIC are
widely used by pregnant women, with nearly 4 in 10 ex-
pectant mothers enrolled in the program.57 Numerous
studies have concluded that participation in WIC is as-
sociated with improved birth outcomes such as higher
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birthweight, lower likelihood of neonatal intensive care
unit admission, lower likelihood of preterm birth, and
lower odds of 1-year infant mortality.58–62 While sev-
eral studies mention referring women to food assis-
tance programs, only one specifically mentions WIC.
Designing interventions that facilitate enrollment
in WIC and implementing them in clinical care set-
tings may be one approach to addressing food in-
security among pregnant and postpartum women,
particularly those who are low income. Given that
there are numerous governmental and community
programs that address other social needs such as
transportation and housing, designing interventions
that leverage these existing programs might facilitate
the study of clinic-based social needs interventions in
other domains.

It is worth noting that no study in our review
addressed refugee status or racism. Several studies
in the immigrant health literature have shown that
Asian and African refugees experience higher rates
of pregnancy complications compared with women
in the local population.63,64 Although not unique to
immigrant health, the literature discusses how immi-
grant health is not negatively impacted by one or
two factors, but instead by a multitude of inequities,
including dealing with day-to-day discrimination and
racism.

Our review has several limitations. First, the scope
was broad and captured a range of studies describing
heterogenous interventions and outcomes, which pre-
vented comparisons across studies. However, this
breadth was intentional and necessary to examine
such a broad subject matter. Second, while populations
were diverse, the highest quality studies in this review
were in African American populations and results
may not generalize to other populations. In addition,
very few Native American/indigenous women were
included in the studies in our review, which is concern-
ing given that indigenous women experience similarly
elevated maternal health disparities.16,65 Our review
also does not account for nontraditional care settings
or alternative models of prenatal care. These alternative
models may be of benefit to women who desire to carry
out their pregnancies outside the traditional health care
system, for example, on ancestral lands, which often
have less access to specialty care.66 Finally, we limited
our review to peer-reviewed publications and health
care settings in high-income countries. We may have
excluded gray literature that could have implications
for this rapidly growing area of research.

Conclusion
This review provides an overview of all published in-
terventions for social needs in perinatal care that have
been reported in the literature to date. The results of
this review suggest that most interventions have
been for IPV, and among these, interventions with
counseling or ongoing support show the most prom-
ise in alleviating social risk factors and improving
some clinical outcomes. Few interventions address so-
cial needs other than IPV. More rigorous research
should be conducted that expands beyond IPV to
other social needs domains. We find it worth noting
that while some social needs interventions may be
beneficial, they do not represent long-term solutions
to the underlying social conditions that are the root
of many health disparities, including those in mater-
nal and child health.
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