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Abstract
Background: Mothers and their children demonstrate dyadic synchrony of hypothalamic–pituitary–adrenal (HPA) axis func-
tion, likely influenced by shared genetic or environmental factors. Although evidence has shown that chronic stress exposure has

physiologic consequences for individuals—including on the HPA axis—minimal research has explored how unmet social needs

such as food and housing instability may be associated with chronic stress and HPA axis synchrony in mother–child dyads.

Methods:We conducted a secondary analysis of data from 364 mother–child dyads with low-income recruited during a randomized
trial conducted in an urban pediatric clinic. We used latent profile analysis (LPA) to identify subgroups based on naturally occurring

patterns of within-dyad hair cortisol concentration (HCC). A logistic regression model predicted dyadic HCC profile membership as a

function of summative count of survey-reported unmet social needs, controlling for demographic and health covariates.

Results: LPA of HCC data from dyads revealed a 2-profile model as the best fit. Comparisons of log HCC for mothers and children in

each profile group resulted in significantly “higher dyadic HCC” versus “lower dyadic HCC” profiles (median log HCC for mothers:

4.64 vs 1.58; children: 5.92 vs 2.79, respectively; P< .001). In the fully adjusted model, each one-unit increase in number of unmet social
needs predicted significantly higher odds of membership in the higher dyadic HCC profile when compared to the lower dyadic HCC

profile (odds ratio = 1.13; 95% confidence interval [1.04-1.23]; P = .01).

Conclusion: Mother–child dyads experience synchronous patterns of physiologic stress, and an increasing number of unmet social

needs is associated with a profile of higher dyadic HCC. Interventions aimed at decreasing family-level unmet social needs or maternal

stress are, therefore, likely to affect pediatric stress and related health inequities; efforts to address pediatric stress similarly may affect

maternal stress and related health inequities. Future research should explore the measures and methods needed to understand the

impact of unmet social needs and stress on family dyads.
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Introduction

Background
Individuals who experience persistent social adversity have a
disproportionately higher risk of chronic disease and nega-
tive health outcomes.1,2 Such disparities are largely driven
by structural factors, including discriminatory policies and
the inequitable distribution of economic resources, which
impact access to many medical and social services that
support health in daily life.1 Evidence is also mounting that
experiences of social adversity may have physiologic conse-
quences stemming from persistent and toxic levels of stress
that compound inequities in chronic health conditions.3–5

Stress triggers activation of the hypothalamic–pituitary–
adrenal (HPA) axis, which regulates glucocorticoids such as
cortisol and other hormones that help the body cope or adapt
in response to acute stressors.5 Excessive or chronic cortisol
activation, however, can stimulate persistent pathophysiologic
processes such as alterations to energy metabolism and fat
deposition,6 disruptions to stress regulation,7 or impaired func-
tion of the hippocampus and prefrontal cortex related to learn-
ing and mood regulation.8–10 Substantial evidence links stress
from social adversity to elevated cortisol levels in children and
adults,11,12 supporting the hypothesis that experiences of
social adversity may contribute to prolonged and ultimately
pathophysiologic stress responses.

Social needs are adverse social conditions associated with
health outcomes and identified or prioritized by individuals
—for example, food, housing, or employment needs.13,14

Existing research that links unmet social needs to stress in
parents and children often has examined the impact of
social adversity on physiologic stress at the individual level
(effects on the parent or the child) rather than the dyadic
level (effects on the parent–child dyad as a unit).15–18

However, several studies indicate that parents and children,
particularly mothers and children, experience synchrony or
attunement in cortisol regulation.19–23 This may be attributed
to both physiologic factors such as genetics and prenatal pro-
gramming, as well as behavioral or environmental processes
such as shared environments and social interaction.22,24

Studies that focus on individual stress alone may underesti-
mate the full extent of the adverse impacts of unmet social
needs, given that a mother and child share a social environ-
ment and their responses to stress are interconnected.

The evaluation of HPA axis synchrony in parent–child
dyads with shared exposures to persistent stressors requires
special considerations related to measures and analysis. Hair
cortisol concentration (HCC) has been historically used as an
indicator of chronic physiologic stress.25,26 The average concen-
tration of cortisol deposited in the hair corresponds to the slow
rate of hair growth (ie, approximately 1 cm of hair represents a
1-month average of cortisol), and thus is thought to represent
physiologic stress over a longer period.25,26 Few studies have
investigated HPA axis synchrony using HCC in part because

it cannot accurately indicate cortisol reactivity between dyad
members that occurs in response to a specific or acute stressor,
and it does not shed light on the sequencing of the stress
response between members of the dyad.27 However, these con-
cerns are less salient in the context of persistent and multiple
stressors such as those experienced by families with unmet
social needs. The analysis of HCC may in fact be preferable
in the context of unmet family social needs, where the outcomes
of interest include the broader picture of synchrony in dyadic
stress over time.

The lack of clinically meaningful cortisol level cutoffs that
indicate psychological stress26,28–30 has traditionally made it
difficult to categorize and compare patterns of lower or
higher stress within dyads, regardless of the specimen used
to measure cortisol (eg, hair, saliva, urine). Innovative
methods such as latent mixture modeling, however, provide
new opportunities to capture dyadic patterns even in the
absence of established cutoffs. In this study, we applied
these methods to improve our understanding of dyadic phys-
iologic synchrony in the context of chronic stress exposure,
with the overarching goal of informing dyadic interventions
that might mitigate the health impacts of chronic stress for
families at risk.

Study Aims and Hypotheses
Our study aims were 2-fold: (1) identify and describe natu-
rally occurring subgroups (ie, profiles) of mother–child
dyads based on patterns of within-dyad chronic physiologic
stress (as indicated by HCC), and (2) examine associations
between identified profiles and unmet social needs. We
hypothesized that dyads with higher unmet social needs
would be more likely to belong to profiles characterized by
higher within-dyad physiologic stress.

Methods

Study Design and Sample
This was a secondary analysis of cross-sectional baseline data
collected between 2016 and 2018 from an evaluation of a clinic-
based social needs navigation program (SFGHHealth Advocates
Stage II [HAS-II] Study; NCT02746393).31 The HAS-II Study
enrolled a convenience sample of 622 English-speaking or
Spanish-speaking parent–child dyads seeking care in a large fed-
erally qualified pediatric urgent care center housed in an academic
medical center in San Francisco, California. Dyads were deemed
eligible if they resided in the county of enrollment, including a
child age 0 to 17 years, and a caregiver age 18 years or older
who was English or Spanish-speaking and familiar with the
child’s household environment.31 Children in foster care or pre-
senting for child maltreatment evaluations were excluded,
along with families who had already been enrolled in a similar
social services navigation program within the previous 6
months. For this analysis, we limited the sample to the 364
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dyads (59%) in which the parent identified as the child’s mother
and for whom there was no missing HCC data. The HAS-II
Study was approved by the institutional review board of the
University of California, San Francisco, and informed consent
and assent were obtained per their approved study protocol.31

All data were de-identified prior to our analysis and therefore
exempt from review by the committee on human subjects’
research.

Data Collection
During the HAS-II study, mothers completed surveys to
report sociodemographic and health characteristics for them-
selves, their child enrolled in the study, and their household.
Surveys were administered in English or Spanish by a trained
research assistant (RA), and either self-completed on an elec-
tronic tablet or conducted verbally and recorded by the RA to
accommodate all levels of literacy. Additional details about
the survey data collection process have been published
elsewhere.31

Measurement
Primary dependent variable: Chronic physiologic stress. HCC
was used as an indicator of chronic physiologic stress in
both members of the dyad (mother and child). In the
HAS-II study, the RA collected hair samples of at least
3 cm length from the scalp of each participant. These
samples were sent to an external laboratory for analysis
using a liquid chromatography–mass spectrometry protocol
which is detailed in a published supplement.31 HCC data are
in units of picogram per milligram (pg/mg). Although there
is no consensus on cutoff values for HCC to date, increasing
levels are widely considered a marker for a chronic physio-
logic stress response.25,26 Prior to analysis, HCC data were
log-transformed to approximate a normal distribution, and out-
liers greater than 3 standard deviations from the mean (n = 6
observations) were excluded from the sample.32

Primary independent variable: Count of unmet social needs.
Self-reported unmet social needs were indicated by
mothers’ responses to the statement: “Please tell me if you
are currently concerned about any of the following for you
or members of your household…”. Mothers were able to
choose from a list of up to 18 social needs from 9 different
domains, including food, housing, employment status, and
various other social risk factors (see Table 1). The social
needs survey was designed by the HAS-II study investigators
based on a combination of survey tools and questions used in
prior social needs research (eg, the Medical Advocacy
Screening Questionnaire33), and versions of it had been
used in 2 prior studies.34,35 Count of unmet social needs
was determined by summation of the total number of needs
reported as a concern by the mother, and therefore, ranged
from 0 to 18.

Covariates. Covariates were selected based on potential con-
founding due to their influence on HCC through stress or
other physiologic mechanisms. Demographic covariates
include mother’s age (18–24 years, 25–34 years, 35–44
years, and 45 years and older), child’s age (0–5 years, 6–
12 years, and 13–17 years), and child sex (male and
female). Mothers’ self-reported race/ethnicity (Latinx;
Black, non-Latinx; Asian or Pacific Islander, non-Latinx;
White, non-Latinx; Multiracial or other) was also included
as a proxy for exposure to racism or discrimination, which
is associated with social risk1 and physiologic stress.3,36,37

Covariates related to physical and mental health were also
included. Mother’s report of child global health status was
measured with a single item from the National Survey of
Children’s Health that assessed child mental and physical
health status on a 5-point scale from poor to excellent in
response to the statement, “In general, would you say your
child’s health is…”31,38 Mothers self-reported their own
physical health status on a 5-point scale from poor to excel-
lent in response to the question, “In general, how would you
rate your physical health?” taken from the Patient-Reported
Outcomes Measurement Information System (PROMIS®)
global physical health scale.39 Mothers also reported on their
mental health status via the Patient Health Questionnaire-8
survey of depressive symptoms (scores range 0-24, with
higher scores indicating greater risk for depression),40 and
the Perceived Stress Scale-4 which measures perceived
control over or ability to handle stress in the previous month
(scores range 0-16, with higher scores indicating greater per-
ceived stress).41,42 Ratings or scores for health measures
were used as continuous variables in the models.

Table 1. Sample Survey Questions by Domains of Unmet Social

Needs.

Domain Sample survey responses

Please tell me if you are you currently concerned about
any of the following for you or members of your
household….

Food Running out of food before having enough money

or food stamps to buy more

Housing Unstable housing including eviction, foreclosure,

homelessness, or staying with friends/family

Employment Difficulty finding a job

Paying bills Problems paying bills, like electric, gas, water, or

phone bills

Transportation Difficulty affording transportation like MUNI or

ADA paratransit

Legal issues Other legal issues not mentioned above, including

deportation, child support or family law issues,

or violence

Healthcare Having no health insurance

Childcare Difficulty finding childcare

Mental health Concerns about your or another adult’s mental or

behavioral health in your household
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Data Analysis
Summary statistics were used to describe the sociodemo-
graphic and health characteristics of the mothers and children
in our sample. Initial Pearson correlations were examined
between mother and child HCC and all variables to test
broad associations. To accomplish our first aim, we used
latent profile analysis (LPA) to determine whether distinct
profiles of mother–child dyads could be identified based on
naturally occurring patterns in their HCC, and if so, how
many profiles were present.43 With the dyad as the unit of
analysis, latent profile models were sequentially estimated,
beginning with a 2-profile model. We continued to estimate
models adding one additional profile at a time until model
fit began to deteriorate, resulting in 3 models with 2, 3, and
4 profiles, respectively. In each model, HCC values for
mother and child were modeled as continuous indicator var-
iables, and residual correlations of mother and child HCC
values were included to adjust for dyadic nonindependence.
Maximum likelihood estimation with robust standard errors
was used in all models, and all were run using Mplus
version 8.7 (Muthen & Muthen).

After the initial series of LPA models had been estimated,
the same models were then reestimated to include adjust-
ments for child age and biological sex. This was to account
for the known effects of sex and age on HCC in children.44,45

Models with and without adjustment were equivalent: there
were no substantive differences in model parameters or fit
statistics, and dyads did not switch between identified pro-
files (all stayed within the same profiles identified in the orig-
inal unadjusted models). As a result, the more parsimonious
set of models (ie, without adjustments) went forward for
formal evaluation and comparison of fit.

There are differing views on the optimal criteria for latent
class or latent profile model selection, although most support
the use of multiple metrics.43 In alignment with previous
work,46,47 we used the following criteria to evaluate and
compare fit across models: (1) posterior probabilities for
most likely profile assignment closest to 100%; (2) model
convergence (entropy) closest to 1.0; (3) model is a signifi-
cantly better fit for the data as compared to a model with
k–1 (ie, one fewer) profiles (Lo–Mendell–Rubin and para-
metric bootstrapped likelihood ratio tests significant at P<
.05); (4) lower Bayesian Information Criterion (BIC); and
(5) no profile containing less than 5% of the sample. After
selecting the best-fitting model, a new variable was created
that indicated to which profile each dyad in the sample
belonged. Features and key sample characteristics of identi-
fied profiles were then assessed (by Chi-square, t test, or
Wilcoxon rank-sum tests, as appropriate) for clinically and
theoretically meaningful differences.

To accomplish our second aim, we modeled the main
outcome of the LPA analysis (ie, mother–child dyadic HCC
profile membership) in relation to the unmet social needs com-
posite. The final model included covariates showing a significant

correlation with mother’s HCC, child HCC, or unmet social
needs at P = .10 or less using a Bonferroni-adjusted significance
level (see Appendix). Logistic regression was used to predict
dyadic HCC profile membership as a function of the summative
count of unmet social needs, controlling for all demographic and
health covariates.We used Stata version 17 for all descriptive and
regression analyses.

Results

Sample Characteristics
Characteristics of the full sample are summarized in Table 2.
Most mothers were between the ages of 25 and 44 years, 50%
of children were under 5 years of age, and 56% were identi-
fied as female. Approximately 85% of mothers in the sample
self-identified as Latinx, therefore, this was used as the refer-
ence group in later regression models. Mothers on average
reported good physical health for themselves and their chil-
dren, and low-to-moderate symptoms of depression or per-
ceived stress. Median log HCC was higher in children than
in mothers, as expected due to known age differences in cor-
tisol levels.48 Mother and child log HCC were moderately
positively correlated (r = 0.51, P< .05; see Appendix).

Identification of Profiles Based on Within-Dyad HCC
Patterns
Table 3 presents the statistical metrics of fit and uncertainty we
used to select our final LPA model. We found that the 2-profile
model provided the best fit, given the high posterior probabilities
and entropy in comparison to the other models, the significance
of both Lo–Mendell–Rubin and parametric bootstrap likelihood
ratio tests, and adequately sized subsamples within each profile.
Differences in BIC across the 3 models were negligible.43

Comparison of sample characteristics by dyadic HCC profile. We
then compared the characteristics of the 2 naturally occurring
profiles of within-dyad HCC identified by our LPA model.
Median mother and child log HCC levels were both significantly
lower in one profile as compared to the other profile (Table 2).
Specifically, the mother’s log HCC levels were 1.58 (interquar-
tile range [IQR] 1.15-2.12) in the first profile as compared to
4.64 (IQR 3.89-5.28) in the second profile (P< .001), and the
child’s median log HCC was 2.79 (IQR 1.79-4.15) in the first
profile as compared to 5.92 (IQR 4.26-7.61) in the second
profile (also P< .001). Since the naturally occurring patterns
reflected in profile 1 as compared to profile 2 were generally
characterized by significantly lower versus higher HCC levels
for both members of the dyad, we chose to label them “lower
dyadic HCC” and “higher dyadic HCC,” respectively (Figure 1).

The lower dyadic HCC profile consisted of n = 313 dyads,
and the higher dyadic HCC profile consisted of n = 51 dyads.
Age and sex characteristics did not significantly differ between
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profiles. Dyads with mothers who identified as Latinx were
significantly more likely to fall into the lower dyadic HCC
profile (87.5% vs 66.7%), while the higher dyadic HCC
profile was more likely to include participants who identified
as Black, non-Latinx (15.7% vs 5.1%), Asian/Pacific
Islander (7.8% vs 2.6%), and multiracial/other (5.9% vs
1.6%); those who identified as White, non-Latinx were
equally likely to be in either profile (3.2% vs 3.9%; P =
.002). Mothers’ reports of physical health, depression symp-
toms, or perceived stress were not significantly different
between profiles. Dyads in the higher dyadic HCC profile
were significantly more likely to report a greater median
number of unmet social needs when compared to the lower
HCC profile (5 vs 3, respectively; P = .001).

Associations Between Unmet Social Needs and Dyadic
HCC Profiles
Table 4 presents the results of the logistic regression model.
In the fully adjusted model, each one-unit increase in number
of unmet social needs predicted significantly higher odds of
membership in the higher dyadic HCC profile when com-
pared to the lower dyadic HCC profile (odds ratio [OR] =
1.13; 95% confidence interval [CI] [1.04-1.23]; P = .01).
In post hoc analyses, we examined whether any individual
unmet social needs independently predicted profile member-
ship but did not detect any significant associations in unadjusted
or adjusted models (results not shown). Although race/ethnicity
was a significant predictor in the models, the very small

Table 2. Demographic and Health Characteristics of Mother–Child Dyads, by HCC Latent Profiles (n = 364).

Total Lower HCC Higher HCC P value
(N = 364) (N = 313) (N = 51)

Age of mother in years, n (%) .56

25-34 136 (37.36) 117 (37.38) 19 (37.25)

35-44 192 (52.75) 163 (52.08) 29 (56.86)

45 or older 36 (9.89) 33 (10.54) 3 (5.88)

Age of child in years, n (%)

0-5 184 (50.55) 151 (48.24) 33 (64.71) .08

6-12 120 (32.97) 107 (34.19) 13 (25.49)

13-17 60 (16.48) 55 (17.57) 5 (9.80)

Female sex of child, n (%) 204 (56.04) 176 (56.23) 28 (54.90) .85

Self-reported race of mother, n (%) .002b

Latinx 308 (84.62) 274 (87.54) 34 (66.67)

Black, non-Latinx 24 (6.59) 16 (5.11) 8 (15.69)

Asian or Pacific Islander 12 (3.30) 8 (2.56) 4 (7.84)

White, non-Latinx 12 (3.30) 10 (3.19) 2 (3.92)

Multiracial or other 8 (2.20) 5 (1.60) 3 (5.88)

Mother’s rating of child overall health,a median (IQR) 3.00 (3.00, 4.00) 3.00 (3.00, 4.00) 3.00 (3.00, 4.00) .22

Mother’s PHQ-8 depression risk score, median (IQR) 5.50 (2.00, 9.00) 5.00 (2.00, 9.00) 7.00 (3.00, 10.00) .15

Mother’s PSS-4 perceived stress score, median (IQR) 6.00 (3.00, 8.00) 6.00 (3.00, 8.00) 6.00 (4.00, 8.00) .08

Mother’s PROMIS physical health rating, median (IQR) 3.00 (2.00, 3.00) 3.00 (2.00, 3.00) 3.00 (2.00, 3.00) .43

Count of unmet social needs, median (IQR) 3.00 (2.00, 6.00) 3.00 (2.00, 6.00) 5.00 (3.00, 8.00) .001b

Mother’s hair cortisol concentration (log)—pg/mg, median (IQR) 1.73 (1.22, 2.65) 1.58 (1.15, 2.12) 4.64 (3.89, 5.28) <.001b

Child hair cortisol concentration (log)—pg/mg, median (IQR) 3.10 (1.93, 4.71) 2.79 (1.79, 4.15) 5.92 (4.26, 7.61) <.001b

Abbreviations: IQR, interquartile range; PHQ-8, Patient Health Questionnaire (8-item), higher score indicates greater risk for depression; PSS-4, Perceived

Stress Scale (4-item), higher score indicates greater perceived stress; PROMIS, Patient-Reported Outcomes Measurement Information System, higher score

indicates better physical health.

Median (IQR) presented to account for variables with positively skewed distribution of data.
aHigher score indicates better overall health.
bSignificance at P< .05.

Table 3. Metrics of Fit and Uncertainty for Latent Profile Models of Dyadic HCC.a

Profiles Profile size BIC Probabilities Entropy LMRT PBLRT

2 85.9%, 14.0% 2600 0.98, 0.88 0.89 P< .001 P< .001
3 70.0%, 22.5%, 7.4% 2591 0.95, 0.86, 0.93 0.85 P= .15 P< .001
4 70.0%, 14.8%, 7.1%, 7.9% 2578 0.96, 0.78, 0.94, 0.71 0.84 P= .02 P< .001

Abbreviations: BIC, Bayesian Information Criterion; LMRT, Lo–Mendell–Rubin likelihood ratio test; PBLRT, parametric bootstrapped likelihood ratio test.
aBold font indicates characteristics of final model selection.
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proportions of participants in non-Latinx racial/ethnic groups
(<5% of the sample for most groups) and wide CIs led us to ques-
tion the precision of these findings. In sensitivity analyses,
excluding the race/ethnicity variable did not result in significant
changes to the ORs or standard errors of other variables in the
model. In effect modification analyses to test whether the associ-
ation between unmet social needs and dyadic HCC was moder-
ated by race/ethnicity, we noted no significant interactions to
prompt further stratified analyses.

Discussion
In this study of mother–child dyads with low income, we
found that the number of unmet social needs is positively asso-
ciated with membership in a higher HCC dyadic profile. This
finding builds on prior work showing associations between
unmet social needs and HCC in mothers and unmet social
needs and HCC in children15,16,49 and now extends that
work to show that unmet social needs also influence mothers
and children as a dyadic unit. Across these studies, the
growing evidence that unmet social needs affect physiology
builds support for strategies to address economic disadvantage
as a way to improve population health.2,3,12

The link between unmet social needs and dyadic physio-
logic stress has implications for clinical practice and health
policy. The presence of latent profiles of higher and lower
dyadic HCC in this sample supports emerging evidence
that many children are physiologically attuned to their
parent’s stress levels, although the mechanisms for this
attunement are likely multifactorial and reflective of a
complex interaction of biologic and environmental
factors.22,23,27 Prior studies of parent-child dyads have
found that in the context of negative environmental factors,
physiologic synchrony may be associated with greater phys-
iologic stress and maladaptive patterns of self-regulation or
relational patterns in the dyad.50,51 This could mean that clin-
ical interventions for stress reduction in either parents or chil-
dren may have mutual physiological benefits for both. From a
policy perspective, this also underscores the potential

physiologic and health benefits of targeting approaches that
support both individual social needs and population-level
social conditions.

Although previously published evidence has shown HPA
axis synchrony in similar populations of mother–child dyads,
the majority of studies have been conducted using
laboratory-administered stressors and measured stress using
salivary cortisol to reflect the acute stress response.20,21 In
contrast, in this study we used HCC, which is a better esti-
mate of chronic stress exposure experienced by families
with unmet social needs. Additionally, though several
studies have examined and shown correlations between
mother and child HCC,52–58 in this study, we used LPA as
a novel analytic alternative to deepen insights into dyadic
synchrony in HCC. Our study is also one of few we know
of to test whether mother–child HCC synchrony is signifi-
cantly associated with social adversity.53,54

Our findings add to a large and growing body of evidence
that clearly demonstrates that health inequities are driven by

Figure 1. Boxplots of mother and child HCC, by latent profile

membership.

Table 4. Logistic Regression of Dyadic HCC Latent Profile

Membership on Count of Unmet Social Needs (n = 364).

OR (95% CI)
P

value

Count of unmet social needs 1.13 (1.02-1.24) .01a

Age of mother in years

25-34 (ref) — — —

35-44 1.16 (0.59-2.26) .66

45 or older 0.66 (0.14-3.07) .60

Age of child in years

0-5 (ref) — — —

6-12 0.60 (0.28-1.27) .18

13-17 0.35 (0.11-1.11) .07

Child sex reported by mother

Male (ref) — — —

Female 1.05 (0.55-1.98) .88

Self-reported race of mother

Latinx (ref) — — —

Black, non-Latinx 4.54 (1.65-12.51) .003

Asian or Pacific Islander 5.05 (1.34-19.09) .01

White, non-Latinx 1.29 (0.24-6.87) .76

Multi-racial or other 5.61 (1.07-29.27) .04

Mother’s rating of child overall

healthb
0.76 (0.54-1.06) .11

Mother’s PHQ-8 depression risk

score

0.99 (0.91-1.08) .91

Mother’s PSS-4 perceived stress

score

1.02 (0.90-1.16) .69

Mother’s PROMIS physical health

rating

1.00 (0.67-1.51) 0.97

Abbreviations: ref, reference group; PHQ-8, Patient Health Questionnaire

(8-item), higher score indicates greater risk for depression; PSS-4, Perceived

Stress Scale (4-item), higher score indicates greater perceived stress;

PROMIS, Patient-Reported Outcomes Measurement Information System,

higher score indicates better physical health.
aSignificance at P< .05.
bHigher score indicates better overall health.
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structural determinants, including programs, policies, and prac-
tices that shape health behaviors and access.59 Environmental
exposures such as neighborhood disadvantage have been
linked to stress and HPA activity60,61 and can impact the
health of multiple members of the household. The impact of
the COVID-19 pandemic has significantly widened inequities
in unmet social needs for communities with low income,62–64

and it is likely our findings underestimate the current state of
need and stress in this population. Studies find that social care
interventions can support health by improving access to services
and resources related to food, housing, and employment.65 Most
current social care interventions involve assisting with or adjust-
ing for each individual need—for example, a client who reports
food insecurity may be referred to a local food pantry. Yet, while
we found associations between count of unmet social needs and
stress patterns within the dyad, our post hoc analysis did not
reveal associations between HCC and individual unmet social
needs, indicating the importance of the cumulative effect of
unmet social needs on family health. Other studies have
shown associations between cumulative social risk burden and
decreased utilization of health services.66–68 Taken together, evi-
dence suggests that in addition to domain-specific interventions,
it may be beneficial for interventions targeting family stress to
recognize the cumulative burden of unmet social needs and its
potential impact on health care access and utilization.

Limitations
Findings from our study should be considered in the context
of 5 limitations. First, in this secondary analysis, we were
unable to account for unmeasured confounders that may
also influence unmet social needs and physiologic stress,
either independently or in relation to each other (eg, body
mass index,69 experiences of racism,3,70 immigration
status71). Second, while LPA is a promising approach for
determining subgroups according to data patterns, class
assignment is based on probabilities and therefore may lead
to misclassification.46 Third, the sample studied included
treatment-seeking, mostly Latinx mothers and children with
low income, which limits the generalizability of findings to
other populations. Fourth, our findings should be interpreted
with the understanding that HCC is only one indicator of
physiologic stress. Sympathetic nervous system arousal
does not necessarily reflect the same psychological state in
each participant or each dyad member; it can also reflect
social processes or relationship characteristics between the
dyad that we could not account for in this study.24 Finally,
our investigation of cross-sectional HCC data limits our
ability to infer causality from these findings or understand
within-dyad temporal influences of one dyad member’s phys-
iological stress on the other member (ie, coregulation).24

Additional studies using longitudinal dyadic HCC data are
needed to better understand dyadic synchrony and coregula-
tion in the context of chronic stress, and the effect of these on
health outcomes.

Conclusion
In this study,wefind that profiles of dyadicHCCcanbe identified
to describe synchrony of long-term HPA axis function between
mothers and their children with low income. Study findings
confirm our hypothesis that dyads with more unmet social
needs are more likely to belong to profiles characterized by
higher physiologic stress. Physiologic synchrony in mother–
child dyads may influence each member of the dyad’s chronic
stress experience. These findings underscore that there are
likely to be intergenerational impacts of social care policies and
other interventions that address structural drivers of unmet
social needs.
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Appendix
Bivariate Correlation Results Between Outcomes and Select
Covariates.

Mother’s
HCC (log)

Child
HCC (log)

Unmet social
needs

Child
health

Mother’s
PROMIS

Mother’s
PHQ-8

Mother’s
PSS-4

Mother’s HCC (log) 1.00

Child HCC (log) 0.51a

P < .0001

1.00

Unmet Social needs 0.08

P= .11

−0.01
P= 0.83

1.00

Child health −0.03
P= .61

0.08

P= .13

−0.15a

P= .003

1.00

Mother’s PROMIS −0.06
P= .22

0.00

P= .93

−0.21b

P < .0001

0.24b

P < .0001

1.00

Mother’s PHQ-8 0.03

P= .58

−0.04
P= 0.40

0.36b

P < .0001

−0.21b

P < .0001

−0.33b

P < .0001

1.00

Mother’s PSS-4 0.05

P= .30

0.01

P= .80

0.32b

P < .0001

−0.13
P= 0.009

−0.24b

P < 0.0001

0.54b

P < 0.0001

1.00

Bivariate correlations in the metric of Pearson’s r, with unadjusted P values. When adjusting for multiple comparisons:
aSignificance at P < .10 (Bonferroni-adjusted significance level of .004).
bSignificance at P < .05 (Bonferroni-adjusted significance level of .002).
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