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One afternoon in January 2021, in a community 
health center in south Providence, Rhode Island, 
Mr. D. buried his face in his hands and gently 
declared himself as good as dead. His mother, the 
center of his universe, had transitioned to hospice 
earlier in the week. Mr. D. was working as tire-
lessly as ever to meet all her needs, even as the goal 
of care evolved from keeping her alive to helping 
her die.

They had lived together in her subsidized one-
bedroom apartment most of his adult life. In fact, 
she had added him to the lease just a few years 
earlier because of his dual role as son and care-
giver. But his life was on the verge of being up-
ended because the subsidized building where 
they lived was intended for elderly people and 
people with disabilities. Since Mr. D. was consid-
ered neither, he would have to relocate after his 
mother’s death. His criminal record, race, and 
lack of income stared him in the face, as if dar-
ing him to so much as try to submit a housing 
application. He understood that his options for 
stable housing were severely limited.

Housing insecurity is one of the most com-
mon social risk factors affecting health in the 
United States,1-4 and growing recognition of this 
fact has led some health systems to take a more 
active role in trying to address patients’ housing 
needs.5-7 But the reality that housing insecurity is 
a condition caused by the dual and intersecting 
forces of racism and capitalism8-12 makes housing 
advocacy and support daunting for health care 
systems and clinicians alike, since neither can 
single-handedly shift social policy. Health care 
systems that have found some success in using 
housing as a health intervention have been forced, 
in some sense, to bypass existing structures and 

directly house their own patients by investing in 
housing stock or paying subsidies.5

Such direct investment is controversial,13 and 
a more common strategy is simply to screen 
patients for housing insecurity in clinical settings. 
A plethora of research on screening for social 
needs shows that it is generally well received by 
patients.14 Researchers have also investigated the 
impact of connecting patients who screen posi-
tive with external services. Recently, a solution that 
has generated substantial interest is off-the-shelf 
technology that enables health system staff to 
research community-based organizations and re-
fer patients to them. For instance, patients who 
screen positive for housing insecurity may be elec-
tronically referred to a social service agency spe-
cializing in housing.15,16

Although this approach is well intentioned and 
may work in communities with a highly orga-
nized and well-resourced housing services field,17 
more often than not it means passing the buck 
to other entities — often community-based non-
profit organizations — that must contend with 
the realities of a housing system complicated by 
lack of affordable housing stock, lack of perma-
nent supportive housing, stigma from landlords, 
and other problems. Research employing an im-
plementation science framework to study social-
needs screening has similarly found that the 
appropriateness of screening depends on the 
availability of community resources to address 
identified social needs.18 Furthermore, studies of 
the screen-and-refer approach, and anecdotal evi-
dence from our health system and others, reveal 
that less than 25% of referrals generated by health 
systems to community-based organizations are 
pursued — including when closed-loop technol-
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ogy is employed (so that both the referring orga-
nization and the responding organization access 
the same software).19,20 Thus, health systems will 
eventually have to grapple with the limitations 
of screen-and-refer strategies, especially as many 
begin to invest in off-the-shelf technologies 
meant to facilitate the process.6

But there are other paths that are immedi-
ately actionable, and immediacy is important to 
health systems that are eager to address health 
equity and antiracism. Health systems can play 
— and have played — important roles in high-
level advocacy regarding systems-level policies 
involving sustained and cross-cutting efforts by 
health care organizations, legislators, advocacy 
groups, and others. But here we focus on the clini-
cian as a “street-level bureaucrat” and consider how 
to patch — not fix — broken systems for patients 
by means of on-the-ground advocacy. As Elvin 
Geng describes the concept, a street-level bureau-
crat is someone on the front lines who exercises 
“a tremendous amount of discretion in their deci-
sions.”21 Geng explains, “when a patient is 15 
minutes late for an appointment, we decide wheth-
er to squeeze them in or reschedule. . . .  These 
decisions have particularly significant effects on 
people whose circumstances render them most 
vulnerable.”

The notion that clinicians should consider 
intervening to address social needs triggers re-
sistance of many varieties, including objections 
that clinicians are inadequately equipped to fill 
this role. But clinicians are in fact uniquely 
equipped to address particular social needs — 
indeed, some resources can only be unlocked 
with their input. It is therefore the responsibility 
of clinicians, and by extension health systems, 
to understand the unique power they hold with 
regard to social care — a power that extends be-
yond screening and referral to on-the-spot inter-
vention. Although this discretionary power should 
not be overstated (higher-level structural change 
is undoubtedly necessary), health systems have 
historically understated and underutilized their 
power to effect positive social change in their pa-
tients’ worlds.

The Role of Contex tualized C are

Clinicians have traditionally focused on biomedi-
cal aspects of care. But when they fail to under-
stand and acknowledge the holistic context of a 

patient’s life, they often set goals that are discor-
dant with those of the patient.22 For instance, 
when a patient has a significant spike in glycated 
hemoglobin level because of numerous obstacles 
to managing health, and the patient cannot con-
sistently take insulin, a clinician scrolling through 
the glucometer results may feel that the only tool 
available is to increase the insulin dose, even 
though the patient will still not be able to take 
it as prescribed. When the clinician makes this 
recommendation anyway, and the pattern con-
tinues for years, the patient may eventually stop 
showing up to appointments, feeling that if the 
clinician is unwilling to consider the patient’s 
most pressing priorities, there is no sense in en-
gaging in care. Clinicians may feel disempow-
ered by their lack of progress with such patients, 
yet they often continue to narrowly consider their 
other patients’ biomedical needs because they 
don’t know how to contextualize their care.

Contextualization is central to care provision 
because it broadens the clinician’s role from a 
strictly biomedical role to one that takes the 
whole patient into account. Contextualizing care 
provides both a conceptual framework and a 
practical, evidence-based strategy for identifying 
and addressing challenges that are relevant to 
planning care during a routine medical encoun-
ter; research has suggested that the number need-
ed to treat to improve health outcomes with this 
approach is six.23 Contextualization involves a 
four-step process: recognizing clues that patients 
are struggling with factors in their lives that com-
plicate their ability to manage their care, asking 
high-yield questions, identifying opportunities to 
intervene, and incorporating the information into 
an individualized (i.e., contextualized) care plan. 
Remarkably, it has also been found not to length-
en visits.24

In Mr. D.’s case, the clues were obvious. He 
was wan and on the verge of tears. “I’m going to 
lose my mother and I’m going to be homeless,” 
he told his physician. “I don’t know what to do.”

Before the physician shifted her gaze from 
the computer to Mr. D., she noticed that his gly-
cated hemoglobin level had returned at 10.2%, a 
substantial bump from the previous quarter. She 
had entered the room intent on discussing dia-
betes control, but that agenda clearly wouldn’t 
align with Mr. D.’s goals. So she pivoted, choos-
ing to contextualize care.

“Mr. D., I’m sorry. I know how much your 
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mother means to you. She is lucky to have such 
a caring and loving son.” She then sought to ad-
dress the agenda she knew he would share: hous-
ing. “Do you want to stay in your mother’s apart-
ment after she passes,” she asked him, “or would 
you rather move elsewhere?”

Clinician Intervention for the 
Provision of Social C are

One reason clinicians often give for not attempt-
ing to elicit contextual information is that they 
feel doing so is futile — that they wouldn’t be able 
to help much anyway. The societal-level causes of 
structural racism, poverty, and other drivers of 
inequity can leave clinicians feeling helpless and 
resigned to focusing on the narrowly biomedical 
aspects of care. Yet many invaluable social re-
sources can be unlocked for patients with the 
input and signature of a clinician. Unfortunately, 
information about these resources has not been 
integrated into either medical education or the 
current frameworks for antiracist medicine and 
health equity. The notion that clinicians should 
not engage in the provision of social care has 
meant that most U.S. clinicians never learn about 
the immense power that the federal and state 
governments have conferred on them.

A major exception is clinicians practicing at 
sites supported by a medical–legal partnership 
(MLP). As some of us have described, “MLPs 
entail embedding civil legal aid experts in the 
health care team in order to identify lapses in 
protection of patients’ civil rights and engage 
health care providers in appropriate interven-
tions.”25 MLPs have been shown to be effective in 
supporting patients with unmet legal needs, both 
in primary care and specialty clinical settings, 
such as trauma surgery and palliative care.26,27 
But though they can improve various social out-
comes and reduce acute care usage, MLPs can be 
resource-intensive and thus only serve a small 
percentage of the U.S. population.28-30 Dissemi-
nating the knowledge that MLPs bring to the 
health system about the power of medical docu-
mentation requires that clinicians learn about and 
embrace their own role in providing social care.

“Of course I want to stay in my mom’s apart-
ment,” Mr. D. exclaimed. “It’s subsidized hous-
ing. I would be crazy to leave. You know I don’t 
have any income.”

As the physician nodded, she printed and 

signed a standardized federal form intended for 
clinician use entitled, “U.S. Department of Hous-
ing and Urban Development (HUD) Verification of 
Disability.” The form had taken less than 3 min-
utes to complete and print.

She handed it to him. “Mr D., this form will 
allow you to stay in the apartment after your 
mother passes. As you know, I’ve supported your 
decision to apply for disability for years, but be-
cause you have not been awarded disability by 
the Social Security Administration, you are not 
currently qualified to live alone in the subsidized 
housing complex. By signing this form, I am us-
ing my clinical judgment to declare you disabled 
for the purpose of the U.S. Department of Housing 
and Urban Development because we know that 
there are many people like you who could ben-
efit from disability benefits whom the Social Se-
curity Administration currently misses.”31

The model of care that this physician followed 
builds on the screen-and-refer approach by using 
a new paradigm that we call “screen and inter-
vene.” In this enhanced approach, patients are 
screened for problems related to social and struc-
tural determinants of health, as they would be in 
the screen-and-refer model. But rather than pro-
viding eligible patients with a list of resources or 
referring them to a navigator (e.g., a social worker 
or community health worker) or community-based 
organization, the screen-and-intervene paradigm 
includes opportunities for direct intervention. 
Depending on the patient’s answer to a particu-
lar question, the physician can generate a solu-
tion to meet an identified social need. Resource 
lists and referrals remain part of the suite of 
solutions, as does referral to an MLP if one is 
available. But the playbook also contains solu-
tions that empower the clinician to directly inter-
vene to address patients’ concerns — so advocacy 
occurs at the level of the clinician–patient rela-
tionship. For instance, a patient’s answer may 
point a clinician to a purpose-built letter tem-
plate that requires the clinician’s input and sig-
nature before being given to the patient. Clini-
cian-generated documentation is already utilized 
by many health systems to support patients, does 
not require additional resources or personnel, and 
fits within the scope of clinicians’ skill sets.

At the conclusion of the appointment, Mr. D.’s 
physician logged into the electronic health record 
to complete the note for his visit. She noted that 
Mr. D. qualified as having a functional disability 
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and would be at risk for homelessness if he was 
not granted subsidized housing in light of the 
imminent death of his mother. To support her 
recommendation, she included an evidence-based 
dot phrase — a prewritten block of text that clini-
cians can quickly insert in the medical record 
(Table S1 in the Supplementary Appendix, avail-
able at NEJM.org) to describe the potential effects 
of housing insecurity and homelessness on Mr. D.’s 
overall health. Doing so enabled her to justify the 
time she’d spent completing the HUD form. She 
knew this intervention was at least as important 
for Mr. D. as any medication changes she could 
have made or health counseling she could have 
done that day.

Modeling a New Par adigm  
in Our Communit y

In Rhode Island, we have brought together people 
with relevant personal and professional experi-
ences to develop and implement clinical pro-
gramming, education, and research on the social 
challenges created by racism and capitalism. An 
important aspect of our work has been to em-
power and build the capacity of health systems 
to screen for and address the social determi-
nants in which they can directly intervene. This 
approach can engage clinicians in directly sup-
porting patients by deploying the often-untapped 
power of medical documentation. A lack of ad-
equate paperwork is often used to justify denial 
of social services for which people are otherwise 
eligible, and clinicians can help patients get the 
necessary paperwork to document medical eligi-
bility for services such as disability housing, pre-
vention of utilities shut-off, disability income, 
improvement of housing conditions, prevention 
of incarceration, waiving of court fines and fees, 
and more (Tables S2 and S3).

As with any effort to address challenges rooted 
in social and economic inequities, there are limi-
tations to the screen-and-intervene approach. 
Clinicians face increasing demands on the lim-
ited time available during patient visits — a 
problem that is often cited as a central barrier to 
expanding efforts to consider social determi-
nants in health care settings.32 Although contex-
tualizing care has been shown not to lengthen 
the visit itself,24 it does require an initial invest-
ment of time by health systems to train clinicians 
in this approach and embed it in the practice 

workflow. The hope is that this investment will 
save time and resources over the long term by 
addressing some underlying factors that impede 
people’s ability to manage their health. In addi-
tion, even with a clinician’s best attempts, the 
resources that patients urgently require — such 
as public housing units — may not be immedi-
ately available. As we’ve noted, high-level policy 
efforts are essential to allow patients to access 
certain resources — clinicians cannot single-
handedly fix our patchy social safety net. Clini-
cians can, however, leverage the opportunities 
that this model of care provides to begin the in-
tervention process, using their professional power 
to unlock needed resources. Such actions are key 
to the clinician’s role as a street-level bureaucrat.

Impac t on Patients

Mr. D. called the clinic a few days later in tears 
of joy. The management office at his subsidized 
housing complex had accepted and approved the 
form. They told him it was very helpful to have 
supporting documentation from a physician. His 
mother’s death remained imminent, but he would 
no longer become homeless as a result.

Before hanging up, Mr. D. noticed his glucom-
eter lying on the kitchen table, and with his wor-
ries about homelessness allayed, he considered his 
own health. “Can I make a follow-up appointment 
with my doctor?” he asked. “My sugars have been 
high, and I want to speak with her about how to 
get them under better control.”

Disclosure forms provided by the authors are available at 
NEJM.org.
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