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Social determinants of health have been shown to have a greater impact on overall health than traditionally considered medical
risk factors, especially in people with mental disorders. It is the primary responsibility of healthcare providers to ensure that persons
with psychiatric disorders are actively helped in reducing the adverse effects of SDoMH on their health and healthcare. Yet, the
current clinical psychiatric practice in the U.S. does not have any standardized guidelines for evaluating or addressing these critical
factors even among individuals who are receiving psychiatric and other medical treatment. Although there are several barriers to
implementing such interventions, there are also practical approaches to address selected social determinants of mental health and
improve the well-being of our patients. In this article, we review the literature on the assessment of relevant social factors and
pragmatic psychosocial strategies at the individual, family, and community levels to help reduce their adverse impact. We offer
guidelines for psychiatric clinicians and case managers to improve the health and quality of life of persons with mental disorders,
using sustained inter-professional collaborative efforts.
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INTRODUCTION
The World Health Organization (WHO) issued its first major report
on social determinants of health (SDoH) in [1] and subsequently
on social determinants of mental health (SDoMH) in [2]. Since
then, the literature on this topic has grown considerably. It is now
widely accepted that SDoMH have a major impact on the health of
people with mental disorders, including serious mental illnesses
(SMI) such as schizophrenia, major depressive disorder, and
bipolar disorder [3]. SDoMH of particular relevance to persons
with mental disorders include childhood abuse and neglect,
trauma, violence, discrimination due to stigma, social isolation,
unemployment, food insecurity, housing instability, and incarcera-
tion [4].
One challenge in addressing SDoMH is that the number of

potential social determinants is so large that it dampens the
enthusiasm of interested constituents [5], including policy makers,
health care systems, individual clinicians, researchers, educators,
and administrators. According to Lundberg [6], despite its
importance, this ubiquity of SDoH has made it difficult to
communicate the SDoH framework to stakeholders in other
sectors, and consequently, we do not yet see much change in the
healthcare system. In the area of mental health, we believe that a

two-pronged approach is needed: (a) development and imple-
mentation of pragmatic strategies to assess and manage relevant
SDoMH in individuals with mental disorders who are being
treated; and (b) continued collective engagement by clinicians
and their respective professional organizations in social-justice
initiatives aimed at reducing SDoMH at the community and
societal level. The goal of the present article is related to the first
prong – i.e., strategies to address SDoMH among individuals with
mental disorders, with a primary focus on patients and their
families.

MAJOR SDOMH FOR PEOPLE WITH MENTAL DISORDERS
Two comprehensive reviews of meta-analyses and systematic
reviews of the association of specific SDoMH with the risk and
severity of schizophrenia-spectrum psychotic disorders [7, 8] and
of major depressive disorder [9] found moderate-to-large effect
sizes for childhood abuse/neglect and food insecurity. Associa-
tions with small-to-medium effect sizes were seen for perceived/
experienced racial/ethnic discrimination and immigrant status in
schizophrenia-spectrum psychotic disorders, and for childhood
domestic violence, natural disasters, and terrorist acts in major
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depressive disorder. Studies that examined the point prevalence
of schizophrenia-spectrum psychotic disorders reported markedly
elevated rates in incarcerated persons, homeless persons, and in
areas with the highest levels of social fragmentation (i.e.,
neighborhood level of instability in social relationships). Similar
studies of major depressive disorder reported elevated prevalence
rates in migrants, incarcerated individuals, and homeless persons.
In contrast, parental care was associated with a lower prevalence
of major depressive disorder.
While several SDoMH are specified above, there are others that

are relevant to mental disorders that have not been studied
comprehensively enough to be included in our above-mentioned
reviews. These include stigma against mental disorders; specific
group discriminations such as racism, ageism, sexism, or bias
against LGBTQ+ individuals; lack of social connections; use of
social media; and disrupted marital status, to name a few. A major
methodological limitation of published SDoMH studies is that
most are based on simple observational designs and are cross-
sectional and therefore, do not show inter-temporal associations
and causality. Nonetheless, the reviews clearly show that a
number of adverse SDoMH have meaningful associations with
mental disorders, and therefore, interventions to successfully
address these adversities are needed to help reduce the risk,
severity, and/or persistence of psychiatric illnesses. The association
of SDoMH with mental disorders is most likely bidirectional [10].
There are currently no formal assessment or treatment

guidelines for psychiatric clinicians to address SDoMH in
individual patients. Government policies and social structures
and systems influence SDoMH such as poverty, food insecurity,
housing instability, as well as racism and other forms of
discrimination. Addressing these at the societal level would
require collective action beyond the control of single individuals.
Furthermore, there are complex interactions among the various
SDoMH that influence health outcomes. We agree with Gómez
et al. [11] that no single individual, organization, community, or
sector has sole ownership, accountability, or capacity to maintain
or change the health and well-being of an entire population.
Among high-priority objectives, healthcare systems need to
partner with sectors that manage education, transportation,
housing, and other social services. Several such strategies are
possible (and many are being tried), such as setting up screening
initiatives in schools; locating mental health services in various
social-sector settings such as prisons; reimbursing transportation
costs to mental health services; developing vocational and other
supportive housing programs; and implementing voucher
programs for relocation to more stable housing [4, 11].
Beyond these community- and societal-level initiatives, though,

it is the primary responsibility of healthcare providers to ensure
that persons with mental disorders are actively helped in reducing
the adverse effects of SDoMH on their health and healthcare. In
this article, we propose several SDoMH-focused strategies that are
pragmatic, meaningful, and potentially implementable by clin-
icians working with individuals having mental disorders who are
receiving treatment. These recommended initiatives are far from
perfect; however, it is important to prioritize strategies that are
within the reach of psychiatric clinicians in their own practices and
local health care systems [12], and are practical and cost-effective
for the overall healthcare system. Helpful intermediary profes-
sionals such as community social workers are critical, yet they are
often not reimbursed or financially supported by the healthcare
system [13]. Indeed, addressing social determinants of mental
health should include involvement of social workers and social
agencies that can help modify specific SDoMH or aid in enabling
persons with mental disorders to participate in appropriate
interventions, such as psychotherapies administered by psychia-
trists, psychologists, or well-trained counselors. Peer professionals
including nurses and well-trained volunteers can also play an
important role.

BARRIERS TO ADDRESSING SDOMH IN PERSONS WITH
PSYCHIATRIC DISORDERS
The current mental healthcare system in the U.S. includes several
obstacles to properly assessing and managing SDoMH in persons
with mental disorders.

Focus on diagnosis
In recent decades, the U.S. healthcare reimbursement system has
placed a growing emphasis on linking diagnosis to treatment. Yet
psychosocial factors that cut across multiple diagnoses are of
considerable importance in treatment outcomes but are not
usually included in diagnostic criteria for mental disorders or
formally assessed in electronic health record (EHR) systems.

Weak linkage with social services
A close link between healthcare providers and appropriate social
resources is critical. However, the US healthcare system does not
reimburse most non-medical social services and the availability
and capacity of community-based organizations in rural areas may
be limited [14]. Furthermore, persons with mental disorders,
especially the marginalized groups, often have limited trust in the
health care system, usually because of their past negative
experiences with it [15]. Empathy, compassion, and awareness of
the person’s social reality are needed on the part of the healthcare
providers to earn the trust of individual service users and their
families, and to improve their relationship with social and
healthcare systems. Front-line social case workers or peer
providers familiar with community resources should be connected
with individuals with mental illnesses as patients would benefit
from having a trusted human catalyst to facilitate initial contact
and experiences that would lead to relationship-based services.

Lack of training in SDoH
A survey of consortium schools sponsored by American Medical
Association showed that most programs do not routinely prioritize
SDoH education on par with basic and clinical sciences [16]. The
authors recommended increasing the priority level of SDoH
training and employing better teaching strategies. For specific
SDoMH like social isolation and loneliness, educating the public
and medical community about the importance of assessing and
promoting social connectedness is critical [17].

Healthcare finances
The current US healthcare system does not reimburse social
assessments, interventions, or associated costs (e.g., childcare
while a parent attends healthcare visits) that are seen as not
directly associated with medical problems. Healthcare systems
located in rural communities face additional financial and resource
barriers to addressing SDoH such as workforce, transportation,
internet, and housing shortages [14]. Furthermore, financial
hardships contribute to chronicity of mental disorders. Interven-
tions designed to reduce the shame and hopelessness of financial
hardship can play an important role in recovery [18]. Few SDoMH-
addressing intervention studies have demonstrated or even
focused on cost-effectiveness, in part because of difficulties in
estimating total costs in investigations with a potential long-term
goal of primary prevention. Also, the streams of funding vary
widely across the nation and benefits are diverse as well as
distributed over time. These features make it difficult either to
calculate benefit/cost ratios or to determine how to allocate costs
sensibly across the different systems affected by the interventions.

Research funding
On the policy side of research funding, a balance is needed
between etiology-focused biological investigations and psycho-
social prevention and treatment strategies that seek to reduce the
social burdens that individuals with mental disorders and their
families face every day [19].
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PRAGMATIC ASSESSMENTS OF SELECTED SDOMH
It is neither feasible nor necessary for a practicing psychiatric
clinician to assess all the SDoMH reportedly associated with health
outcomes in individuals with mental disorders. A healthcare
system should start by identifying the SDoMH that apply widely in
the community/ies it serves. Next, a community task force should
determine which interventions to address those SDoMH are
feasible locally or regionally. Finally, when assessing an individual
patient, the clinician should determine which specific SDoMH are
potentially modifiable and are of particular concern to a patient
based on their and their family’s input. The process to make that
determination should be standardized and structured. We should
also add that unmodifiable SDoMH such as climate change or
exposure to air pollutants are not easily addressable by most
clinicians. However, therapy to cope with the resultant subjective
stress can be useful, and in some cases those specific stresses can
be reduced. There are examples of non-profit corporations like
Citizens Energy Corporation that provide free home heating oil for
older adults and for poor people living in Massachusetts and other
cold weather states.

Questionnaire on unmet daily needs
In many mental healthcare settings in the U.S., few SDoMH are
checked as part of medical visits. However, several organizations
have recently developed brief screening tools – e.g., a 15-item
Social Needs Screening Tool developed by the American Academy
of Family Physicians [20] with simple questions that assess
housing, food, transportation, utilities, etc. Another example is a
measure proposed by Buitron de la Vega et al. [21]. The Centers
for Medicare and Medicaid Services’ Health-Related Social Needs
Screening Tool has 26 items, but one can use the first 16 items to
assess living situation, food, transportation, utilities, and related
SDoMH [22]. In some primary care and mental healthcare settings,
an SDoMH form is completed by a social worker or by the patient
online.
The Joint Commission [23] has stressed the importance of

assessing Health-Related Social Needs, which include individual-
level non-medical factors (e.g., childhood abuse, social connec-
tions) as well as conditions in the environments in which people
live (e.g., neighborhood, access to education) that are critical for
designing practical, patient-centered care plans. There has been
growing empirical research associating these factors with worse
outcomes in people with psychiatric disorders. The assessment of
wider forces and systems (e.g., socioeconomic policies, climate
change) at the individual level needs more research.
For outpatients, such information can be collected by a case

manager interviewing a patient in person or by phone. The case
manager could then work with appropriate community agencies
to find ways to meet the patient’s needs in a practical and
affordable manner. Effective person-centered care programs can
orient the care to the individual’s life goals and shape a
collaborative effort by the provider and the service user to attain
those goals [24].

Assessment of selected SDoMH
The SDoMH questionnaires administered by a case manager
should be made available to the treating clinician. The latter
should then discuss with the patient (and any patient compa-
nions) which SDoMH are most relevant to the purpose of the
healthcare visit and need to be assessed. Both community-level
information and self-reported ratings may be relevant. At the
community level, it is currently technically possible, but typically
not implemented, to link the person’s address on the EHR to
neighborhood-level indicators of SDoMH such as poverty, crime,
or minoritized ethno-racial background. Validated self-report
scales for several of these factors can be valuable from a
therapeutic perspective [25]. For example, people with a similar
level of housing instability may give themselves different ratings

of their “experienced homelessness.” Similarly, loneliness is
subjective distress due to “perceived isolation” and may differ in
severity among groups with comparable levels of objective social
isolation. Likewise, different individuals in the same community
may have varied degrees of “perceived or experienced racism.” A
systematic review of self-stigma in persons with SMI showed that
perceived and experienced stigma predicted self-stigma, which
was associated with increased transition to psychosis and poor
clinical and functional outcomes [26]. The most commonly
employed measure of self-stigma is the Internalized Stigma of
Mental Illness Scale [27].
In studies of SDoMH, subjective assessment measures are

important because it is the subjective distress or self-perceived or
experienced discrimination that results in allostatic load. At the
same time, self-report scales may result in an inherent selection
bias, as the most motivated patients may be more likely to
complete these scales. Having large sample sizes, using thoughtful
strategies for engaging patients in completing assessments, and
including objective (including digital) measures would help in
getting a more complete picture and better understanding
of SDoMH.
If a longer interview is feasible, a peer specialist could explore

the level of person-centered experience of these SDoMH,
employing instruments such as the Social Vulnerability Ques-
tionnaire to explore the personal impact of individual SDoMH [28].
Additionally, although the literature on SDoMH is mostly focused
on adverse factors, positive SDoMH such as social support and
parental care should also be evaluated. The suggested assess-
ments can be completed either by the case manager in an in-
person or phone interview, or by the patient online. The total time
as well as the frequency of SDoMH assessment should vary
depending on the situation. Several SDoMH are dynamic, and
change over time – e.g., social connections or housing instability.
Therefore, they need to be reassessed at appropriate intervals and
incorporated into the treatment plans as needed. To formalize this
process, major SDoMH should be included as specifiers in the next
version of the Diagnostic and Statistical Manual [29] as well as in
EHR systems.

SDOMH-FOCUSED INTERVENTIONS AT INDIVIDUAL LEVEL
Some SDoMH (e.g., social connections, food insecurity) are
potentially more modifiable than others at the individual level,
through psychosocial interventions. Although persons with
mental disorders and their healthcare providers have limited
control over less modifiable SDoMH (e.g., history of early-life
trauma, stigma against mental illnesses), peer-led support services
and psychotherapy can help individuals cope with these stressors
to help mitigate distress and improve well-being, as well as
potentially help reduce the risk of future trauma. Promoting a
close linkage between persons with mental disorders and
community resources would maximize the impact of interventions
targeting SDoMH. Notably, although these interventions have
been evaluated in a broad range of populations, the evidence
base for their efficacy/effectiveness among persons with SMI is
limited and clearly warrants more research.
Below, we summarize evidence on interventions that target

specific SDoMH. Some promising approaches involve innovative
methods that respond to the needs of patients beyond traditional
hospital or clinic settings. They indicate the value of leading a
multidisciplinary approach to best respond to intersectional needs
and may prove to be scalable.

Overall unmet needs: social prescribing and case
management
Social prescribing, a major “pillar of healthcare” in the U.K., seeks
to integrate healthcare with services provided by link workers
(nonclinical professionals with knowledge of local community
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resources) [30]. These workers support patients to assess and find
ways of meeting their practical needs for health and well-being,
such as transportation, food, internet, housing, or finances [31].
For example, finding convenient and affordable transportation to
the clinic or to urgent care visits can reduce the risk of relapse and
hospitalization and, in turn, healthcare costs. A systematic review
documented positive effects of social prescribing on measures of
depression/anxiety, loneliness, and quality of life; however, the
scope for conclusions concerning their clinical relevance and
sustainability is limited because of methodological shortcomings
of the published studies [32]. A few U.S. healthcare systems have
recently begun to adopt social prescribing programs to their
consumers (e.g., https://socialprescribingusa.com/).
Social prescribing involves linking people to services and

supports in the community and voluntary sectors to address their
health-related needs. However, the approaches to social prescrib-
ing vary widely. A scoping review yielded 159 social prescribing
programs from various countries [33]. Two countries with the
largest numbers of programs were the UK and the USA, with 97
and 41 programs, respectively. Three-fourths of the programs
pertained to the primary care context and 14% were for people
with mental health issues. There was considerable variability in the
contexts in which the programs were delivered, the target groups
and services/supports to which participants were referred, the
staff involved, program funding, and use of digital systems. Osler
et al. [33] have described six areas related to the social prescribing
process: identifying potential participants, referral to a link worker,
screening for non-medical needs, referral to non-medical services
and supports, providing additional health coaching/support, and
follow-up.
Case management (CM), also referred to as care coordination or

care management, is necessary for improving the management of
complex physical and psychosocial problems. CM is a collabora-
tive process of assessment, planning, facilitation, care coordina-
tion, evaluation, and advocacy for options and services to meet an
individual’s and family’s comprehensive health needs. Systematic
reviews of CM interventions for the care of chronic illnesses found
that these interventions positively reduced health care utilization;
however, results were mixed [34]. The challenges faced by CM
include unclear scope of practice, diverse and complex CM
activities, insufficient training, and inadequate reimbursement.
Potential solutions include developing clear guidelines and
professional standards, incorporating evidence-based practice
and situational learning across settings and populations, and
making systems improvement [35]. A qualitative study of case
managers (CMs) suggested that barriers to successful CM include
limited collaborations, excessive documentation requirements,
and communication problems [36]. A larger qualitative study of
CMs described three characteristics of successful programs:
establishing trust, observing change in patients’ mindset or
initiative, and promoting stability and independence [37].
Case (or Care) management programs use case managers

(trained practitioners or navigators, often social workers) who
evaluate, plan, implement, coordinate, and prioritize services
based on an individual’s needs and offer support in close
collaboration with health, social, and community partners. The
Veterans Health Administration has been increasingly focusing on
case management or coaching [38, 39] with the goal of promoting
whole health, defined as physical, behavioral, spiritual, and
socioeconomic well-being as defined by the individuals them-
selves [40]. A systematic review and meta-analysis of empirical
studies in adults with mental disorders found that care manage-
ment was associated with small but statistically significant
improvements in psychiatric symptoms, mental and overall quality
of life, and reduction in inpatient psychiatric hospital days [41].
There are several models of care management) that have been

shown to be more effective than usual care in the treatment of
late-life depression. For example, the Improving Mood–Promoting

Access to Collaborative Treatment (IMPACT) collaborative care
management program and the Prevention of Suicide in Primary
Care Elderly: Collaborative Trial (PROSPECT) programs have been
found to be significantly more effective than usual care for late-life
depression [42, 43]. While care managers do not directly offer case
management, they often connect their patients with social
agencies available in their communities. There are different
models of CM and it is important to pick the right model for the
right situation in older adults with depression and other mental
health conditions [44, 45].
The University of Pennsylvania’s person-centered care planning

(PCCP) program seeks to promote integrated and recovery-
oriented services based on an individual’s most-valued life goals
[24]. The PCCP training uses a train-the-trainers model with
supervisors as the primary target to prepare them to train their
direct care teams. Providers learn how to elicit and empathize with
clients’ subjective experiences and how to help clients identify
and articulate their interests, preferences, and personal recovery
goals in the service plan. A 12-month cluster-randomized
controlled trial of PCCP training in community mental health
clinics showed significant improvements in delivering person-
centered care compared with the control group [24]. At 18 months,
this effect was even more pronounced, representing a medium-to-
large effect size (d= 0.71).

Social isolation and loneliness: psychological interventions
A systematic review and meta-analysis of psychological interven-
tions to treat loneliness showed encouraging results, but the
studies included in the analysis were of mixed quality, mostly in-
person group-based interventions delivered weekly [46]. There
was considerable heterogeneity in the effectiveness of the
interventions. A meta-analysis of 28 studies (N= 3039) of
cognitive behavioral therapy (CBT) found significantly reduced
loneliness compared to control groups, yielding a small-to-
medium effect size improvement (g= 0.43) [46].
Both cross-sectional and longitudinal investigations find an

inverse association between wisdom, especially its compassion
component, and loneliness [47]. A recent study employing a three-
armed RCT targeted loneliness in 287 older adults in Hong Kong
[48]. It found that a telephone-delivered wisdom-enhancement
narrative therapy-based intervention significantly reduced lone-
liness at 4-week follow-up assessment.
The U.S. Department of Veterans Affairs has initiated a tele-

support social prescription program called Compassionate Contact
Corps, which connects isolated or lonely veterans with volunteers
for regular conversation via phone calls [49]. Training of
volunteers, some of whom are veterans themselves, includes
promoting compassion, empathy, support, privacy, and confiden-
tiality. The volunteer typically calls the veteran weekly for
15–60min to provide socialization and companionship. This
program is being implemented at over 80 VA facilities nationwide.

Previous trauma: trauma-focused psychotherapy (TFP)
Toxic stress, generated when challenges exceed perceived
strength and resources, causes considerable pain and morbidity,
especially for those already stressed under adverse SDoMH. Toxic
stress is considered an SDoMH in many frameworks [4]. When it
occurs during pregnancy, toxic stress not only affects the
pregnant person but also increases the likelihood of mental
disorders in the offspring [50]. During fetal development,
especially during sensitive periods [51], trauma experiences shape
vulnerability to psychopathology through the mechanism of
experience-driven plasticity, predisposing the person especially
to anxiety disorders and PTSD [52].
Psychotherapy aims to replace maladaptive beliefs and coping

mechanisms with more adaptive strategies, such as replacing
mistrust with trust and active accessing of resources which can
help alleviate the negative effects of toxic stress and trauma. A
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major impediment to making psychotherapy available to those
affected by adverse SDoMH is limited availability of competent
therapists [53]. Solving this problem will involve addressing the
excessive complexity of training, which limits accessibility to a few
highly educated clinicians. Recent advances have made possible
the dissemination of more-easily-accessible psychotherapy train-
ing to a broader range of healthcare professionals [54], especially
in the area of trauma [55].
Trauma-Focused Psychotherapies (TFPs), notably cognitive

processing, prolonged exposure, and eye-movement desensitiza-
tion and reprocessing therapies are considered first-line treat-
ments for posttraumatic stress disorder (PTSD) [56]. TFPs are
moderately efficacious in improving interpersonal functioning
[57]. Historically, intervention research has focused on PTSD
following exposure to single traumatic events, limiting our
understanding of how these treatments apply to individuals with
a history of exposure to multiple traumatic events or multiple
SDoMH over a lifetime [4]. Furthermore, management of current
trauma differs from that of past trauma, including early-life events.
Many people with PTSD are at heightened risk of future trauma
exposure; hence, teaching people with PTSD to avoid future
traumas can help address chronic PTSD.
Evidence-based TFP interventions are seldom practiced in

routine care. Bragesjo et al. [58, 59] recently reported on the
feasibility of treating severe and complex PTSD through a digital
prolonged-exposure therapy intervention – viz., Huddinge Online
Prolonged Exposure (HOPE) therapy. HOPE therapy was found to
be feasible and delivered evidence-based treatment content in a
psychiatric outpatient setting with reduced therapist time. The
treatment was well-tolerated, with a rather low 17% discontinua-
tion rate. Overall satisfaction was moderate, and significant
reductions in PTSD symptoms were sustained at a 6-month
follow-up visit.

Food (and Nutrition) insecurity: varied strategies
Compton [60] provides a comprehensive list of strategies focused
on food (and nutrition) insecurity, a critical but clinically neglected
SDoMH. He suggests that it is important for clinicians to
understand and advocate for appropriate federal and state
government policies related to food and nutrition, and to promote
food banks and pantries, “food is medicine” initiatives, and
programs offering better opportunities to afford and access whole
foods and fresh produce. At the individual level, in the clinical
setting, this can be achieved through screening, assessment,
treatment, and follow-up.

Housing instability or homelessness: varied strategies
The rising prevalence of homelessness has become a growing
humanitarian, policy, and public health issue, especially among
individuals with mental disorders. Interventions that seek to keep
individuals housed while also improving their health outcomes
include street medicine, intensive case management, assertive
community treatment, critical time intervention, supported
employment programs, and permanent supportive housing
[61, 62]. Evidence-based interventions exist but have not been
adequately implemented or funded. Killaspy et al. [63] assessed
the quality, costs, and effectiveness of mental health supported
accommodation services in England, but did not find clear
evidence on the most effective model(s) of mental health
supported accommodation. Somers et al. [64] evaluated the
effectiveness of Housing First against existing services over a 24-
month period at locations not dedicated to Housing First
participants only (termed scattered sites) and at sites where
Housing First recipients predominated (congregate sites). Both
types of sites were associated with greater housing stability than
the control condition, and congregate sites were also associated
with significantly greater community integration. Psychiatric
clinicians can provide direct care and support for mental health

issues using local services while also advocating for interdisci-
plinary evidence-based interventions, such as assertive commu-
nity treatment and broader structural solutions.

Self-stigma: psychological interventions
Persons with mental disorders commonly experience self-stigma,
leading to internalization of stereotypic or stigmatizing views held
by other people. Self-stigma has been shown to have negative
effects on self-esteem, self-efficacy and continuing adverse impact
on psychological well-being [65]. A narrative review of published
literature on interventions targeting self-stigma identified several
approaches including healthy self-concept, self-stigma reduction,
narrative enhancement and cognitive therapy, and anti-stigma
photo-voice intervention [66]. The data appear to be limited.
Bannatyne et al. [67] noticed a growing body of literature

showing that many medical students and doctors do not seek
professional help for their mental health due to fear of stigma
(both public- and self-stigma) and questioning of their clinical
competency. A systematic review of mental health interventions
to reduce self-stigma uncovered three studies of moderate quality
that reported significant reductions in self-stigma in medical
students following combined education and contact interventions
[67].

Social discrimination due to racism and anti-LGBTQ bias:
psychosocial interventions
Social discrimination due to marginalized status (e.g., racism) has
been associated with worse severity of psychopathology [68]. In a
systematic review, a majority of the 24 publications showed an
association between perceived discrimination (racial, religious,
sexual orientation, gender orientation, social class) and frequency
and severity of psychotic symptoms [69]. Promising interventions
to address discrimination among individual patients have been
developed, but there are limited data on their efficacy, especially
for individuals with mental disorders. Over 25 VA settings are
implementing the Race-Based Stress and Trauma Empowerment
approach [70], which involves 8 group sessions with Veterans of
Color who have experienced distress due to racial discrimination.
Modules span psychoeducation, skill development, and ethno-
racial identity-based activities to foster healthy coping, empower-
ment, and self-advocacy.
Promoting Resilience in Discriminatory Environments is an

eight-session group intervention that seeks to improve coping
skills and ameliorate negative mental health outcomes and risky
behaviors among gay and bisexual men that may result from
internalized homonegativity or rejection due to sexual orientation
[71]. Session content includes psychoeducation on emotion-
focused and problem-focused coping, the development of
appropriate goals, and relaxation techniques. In a pilot study of
33 participants, measures of self-esteem significantly increased
between pre-test and 3-month follow-up while internalized
homonegativity and loneliness significantly decreased. In another
group-therapy approach, a 12-session CBT group for mood
disorders was modified to include content on LGBT issues
(coming out and internalized homophobia, biphobia, and
transphobia) and how these experiences contribute to depression
[72]. Between pre- and post-intervention, depressive symptoms
significantly decreased while self-esteem increased.

Unemployment: psychosocial interventions
Individuals with mental disorders often encounter marked
difficulties obtaining and/or retaining gainful employment; these
difficulties can stem from their psychiatric disability and from
stigmatization by potential employers, clinicians, and even family
members. Supportive employment interventions can interrupt this
negative cycle. Suijkerbuijk et al. [73] conducted a meta-analysis of
48 RCTs (n= 8743) evaluating employment interventions (pre-
vocational training, transitional employment, supported
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employment, and supported employment augmented with
additional interventions) for individuals with psychiatric disorders.
Supportive employment, termed Individual Placement and Sup-
port (IPS), aims to find individuals employment quickly and to
provide ongoing job maintenance assistance using specific
principles including incorporation of client preferences in job
searches, personalized benefits counseling, and integration of
employment and mental health services. For studies with long-
term follow-ups (n= 22), augmented supportive employment,
supported employment, and pre-vocational training were sig-
nificantly more effective than psychiatric care alone in obtaining
competitive employment. In addition to positive employment
outcomes, an RCT of IPS versus traditional vocational rehabilitation
found that IPS participants demonstrated significantly higher
scores on quality of life, empowerment, and work motivation
metrics at an 18-month follow-up [74].

SDOMH-FOCUSED INTERVENTIONS AT FAMILY AND
COMMUNITY LEVELS
We have summarized above a number of individual -level
strategies for addressing SDoMH in people with mental disorders
that are currently available, and many more are expected to be
developed and evaluated in the near future. More research is
needed to strengthen their feasibility and evidence base
regarding their impact on patients’ health and on the overall
cost-benefit ratio, including the cost savings from primary,
secondary, and tertiary prevention.
Below we list some family- and community-level intervention

strategies for different age groups that address SDoMH, but most
of them are not currently affiliated with most mental healthcare
systems in the U.S. We hope that in near future, closer connections
will be established between the two, enabling psychiatric
clinicians to refer patients and their families to appropriate
sources.

Pre-natal period and early childhood
Nurse-Family Partnership, a home visiting program for families,
beginning in pregnancy and continuing for 2 years post-natally,
focuses on low-income mothers bearing their first child. This
program has been shown to reduce child maltreatment and to
improve pregnancy outcomes by helping women engage in good
preventive health practices, and improve child health and
development [75]. A meta-analysis of studies of nurse home
visiting programs demonstrated a significant decline in the risk of
recurrence of child maltreatment by parents, after this program
was implemented [76]. Such programs should be provided to
families in which maltreatment has occurred, so as to reduce its
recurrence and foster a child-friendly home environment.

Youth and adulthood
A successful integration of SDoMH-focused and clinical services is
the Coordinated Specialty Care (CSC) approach for first-episode
psychosis, typically serving young adults [77]. Core components of
the program include personalized clinical elements (medication
management, resilience-focused individual psychotherapy), family
psychoeducation, and SDoMH-focused services such as supported
employment and education, and case management [78]. Each
therapeutic plan is developed following a shared decision-making
model focused on the patient’s preferences, and attention to work
and school aspects can include use of evidence-based programs
such as Individual Placement and Support [79]. A 2-year NIMH-
supported randomized control trial of NAVIGATE, an early CSC
intervention, found improvement in quality of life, psychopathol-
ogy, work and school indices, and treatment retention compared
to community care [77]. CSC programs have been implemented in
various states, notably statewide in New York as the OnTrackNY
program [78].

Mass incarceration of U.S. youth and adults with mental
illnesses is a multi-determined social practice driven largely by
SDoMH such as racist social policies, unemployment, residential
segregation, and neighborhood-level violence, with deleterious
health effects on individual inmates [80]. An intensive family- and
community-based mental health intervention, labeled multisys-
temic therapy (MST), has been reported to be effective and cost-
efficient in preventing or reducing the likelihood of antisocial
behavior, and promoting a healthy course of youth development
and adult maturity [81]. A long-term follow-up study showed that
siblings in the MST condition had significantly lower arrest rates
than the control group (43 vs. 72%, respectively), and were 2–3
times less likely to be convicted of a felony and sentenced to
incarceration and probation [82].

Later life
In older adults with mental disorders, social isolation and
loneliness are highly prevalent and are associated with worsening
of mental, physical, and cognitive functioning [83, 84]. Interven-
tions that promote social engagement improve social connections
in older adults but their effects on cognitive function remain
uncertain [85]. Early-life adversities and subsequent adverse
events over the life course contribute to impaired well-being,
and warrant psychosocial and caregiver support [86, 87].
Community-level strategies such as age-friendly communities
[88] and compassionate community movement [89] have been
reported to be helpful. These can be implemented at county or
even local community levels, without needing policy changes at
national or state levels.

Across the lifespan
There are several volunteering-based programs to help people
with mental disorders. Volunteers constitute often-untapped
health and social care capital that can be mobilized to promote
the health of persons with mental illnesses. Being a volunteer and
giving to others creates purpose in life and expands social
networks. Persons with mental disorders who have recovered and
are functioning at a healthy level can also serve as volunteers to
help their peers who need help. Such volunteers often serve as
role models for those suffering from mental disorders. At the same
time, volunteering can be stressful and therefore, the organiza-
tions must ensure the volunteers’ well-being too. Examples of
well-known voluntary organizations include: National Alliance on
Mental Illness, Depression and Bipolar Support Alliance, Schizo-
phrenia & Psychosis Action Alliance, Alcoholics Anonymous, the
Clubhouse Model which focuses on strengths of people with SMIs,
and Community Mental Health Centers – a U.S. government
program since the 1970s.

TRANSLATIONAL ASPECTS OF ADDRESSING SDOMH
Given that optimal healthcare should be comprehensively psycho-
bio-social, translational research on SDoMH needs to involve
interdisciplinary collaborations. There is strong evidence showing
that the association of psychosocial and biological impairments in
persons with mental illnesses is bi-directional, and involves a
vicious cycle of adverse outcomes. SDoMH-induced toxic stress
leads to increased allostatic load with worsening inflammation,
accelerated aging, epigenetic changes demonstrated in exposo-
mics, and adverse impact on gut microbiome [10]. These systemic
changes lead to neurobiological alterations affecting the structure,
function, chemistry, and plasticity of the brain. Thus, SDoMH
shape brain development and there is now evidence that SDoMH
can accelerate brain aging across the lifespan [90, 91]. The result is
an increase in mental, physical, and cognitive morbidity, which
then worsens socioeconomic adversities. It is the primary
healthcare providers’ job to help replace this vicious cycle with
a virtuous one in which positive SDoMH such as close social
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connections lead to healthy biology, resulting in positive mental
health.
There are also some recent examples of positive psycho-bio-

social interactions at the therapy level. Epigenetic mechanisms
play a role in the detrimental effects of traumatic stress including
the development of PTSD. A recent study found that successful
treatment of PTSD in soldiers with trauma-focused psychotherapy
was accompanied by significant changes in DNA methylation at
12 differentially methylated regions in the genes [92]. These data
provided longitudinal evidence that ZFP57 methylation seemed to
be involved in both the development and successful treatment of
deployment-related PTSD. Another study reported epigenome-
wide data changes associated with trauma-focused psychothera-
pies, especially eye movement desensitization and reprocessing
therapy, in persons with treatment-resistant depression [93].
Genes and biological pathways related to inflammatory and
immune systems were among the most statistically significant
results.
Clearly, more translational research of this and other types is

needed to broaden our understanding and management of
SDoMH in persons with psychiatric disorders.

RECOMMENDATIONS FOR MENTAL HEALTHCARE PROVIDERS
It is important that clinicians – including psychiatrists, psycholo-
gists, primary care physicians, social workers, and pharmacists –
work together and partner with peer providers such as nurse
practitioners [94] as well as workers in other social sectors, such as
education, transportation, correction, and housing. However, the
single most vital constituency is that of persons with mental
disorders and their families. In a recent report, the National
Academies of Sciences, Engineering and Medicine [95] have
defined whole health as physical, behavioral, spiritual, and
socioeconomic well-being as defined by individuals, families,
and communities – and not by healthcare providers. Importantly.
whole health care is described as an interprofessional, team-based
approach anchored in trusted relationships. This concept has been
adopted by the Veterans Administration and is spreading to other
healthcare systems [96, 97]. When families feel responsiveness in
local systems and people, they are more likely to advocate
effectively. Local government agencies, businesses, news media,
and large and small donors can provide invaluable help. A lot can
be done by a county community health center or by a large health
system working with a community health system and a larger
county human services system.
There is no single perfect management scheme for SDoMH that

will work for all (or most) individuals with mental disorders. Every
individual has their own set of SDoMH and these too vary over
time. Nonetheless, a knowledgeable and open-minded clinician
may attempt to use suitable processes to address SDoMH in a
given patient at a given time. The clinician may hold conversations
with their colleagues and group leaders or local psychiatric
organization. Additionally, their service leadership can have
discussions with the Chief Financial Officer of the local health
system. An individual clinician cannot be expected to be
knowledgeable about all the community resources. But a human
services professional could gather information about such
resources, keep tabs on changes, and investigate problems when
clinicians cannot use the listed resources. We believe that every
town in the US should have some civic organization that
assembles such a list and makes it available to health care
professionals. Local medical organizations should make efforts to
find ways to connect with people putting together such a list and
providing training for healthcare providers in how to use the list.
There are a number of existing SDoMH-focused social programs
that have been found to have positive effects on mental health
and should be considered as a way of improving the mental
healthcare system and even reducing long-term costs of care.

An important target for prevention of psychiatric disorders
should be addressing SDoMH that contribute to lower level and
quality of education despite access to schools. It is well known
that low education is associated with reduced income and
increased psychosocial problems such as family disruption,
childhood neglect or abuse, alcohol and substance use, employ-
ment instability, car accidents, violence, etc. These social problems
impact mental health and interfere with acceptance of, adherence
to, and effectiveness of care. On the positive side, a surprising
finding is that the incidence rate of dementia among octogenar-
ians in Europe and North America has declined by 13% per decade
over the past 25 years [98, 99]. A possible explanation is believed
to be improved access to quality education for older adults in
Europe and the US during recent decades [100]. A focus on
improving education levels across the lifespan may have a notable
impact on some neuropsychiatric disorders.
One model for overcoming health inequity involves promoting

social entrepreneurship and fostering meaningful collaborations
to operate with innovation, significant community connections,
and systems thinking to address SDoMH [101]. Social entrepre-
neurs can help reshape access to resources, care, and opportu-
nities for communities, especially those that have been historically
underserved. Organizations supporting social entrepreneurs can
enable them to bridge systemic gaps and foster sustainable,
community-driven solutions through strategies for equitable care
delivery, economic stability, and food access. This approach is not
just a moral imperative but also a driver of economic growth.
In view of the legal issues frequently affecting people with

serious mental illnesses, it will be useful to assess the possible
impact of SDoMH on a variety of outcomes such as competency to
make treatment decisions, supported decision making, civil
commitment, and insanity defense [102, 103].
It is the clinical, medical, and ethical responsibility of mental

healthcare providers to ensure that the patients they are serving
receive the best care feasible, and this must include addressing
the SDoMH that have been clearly shown to have a significant
impact on the health and well-being of persons with mental
illnesses.
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