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	Author
	Year
	Design
	Setting/
Sample
	JBI Checklist Used
	Results/
Findings
	Strengths/
Limitations

	Baah et al. 

	2021
	Cross-Sectional 
	Data collected from inpatient and outpatient cardiology clinics in the U.S.; final analyzed sample included 543 adult patients with HF.
	Analytical Cross-Sectional Studies
	Explored the relationship between sociodemographic indicators of social position: marital status (p =.024), race (p =.021), and education (p = .061) were the best predictors of self-care maintenance, explaining 3.8% of its variance. Key findings included higher self-care maintenance among married/partnered individuals (mean difference = 5.56, 95% CI [0.73, 10.38], p < .05) and participants with some college education compared to those with high school or less (mean difference = 4.13, 95% CI [0.03, 8.24], p <.05).
	Strengths:
Large and diverse sample, Use of validated measures (SCHFI v7.2) and thorough statistical analysis.

Limitations: Secondary data analysis. Limited exploration of additional SDoH factors. Small explained variance (3.8%) and limited racial diversity reduced generalizability.

	Baah et al. 
	2023
	Mixed methods
	Two university hospitals and one PACE center in the Northeastern U.S.; final sample included 104 adults with HF
	Analytical Cross-Sectional Studies, Qualitative Research
	The study reported that the "money and resources" domain, encompassing education, income, insurance, and transportation, significantly predicted self-care maintenance (p = .019) and symptom perception (p = .049), explaining 17.4% and 15.9% of their variances, respectively. 91.4% had consistent health insurance, with 60.6% reporting more than a high school education. Housing stability was high, with 96.2% of participants having housing, although transportation needs were cited as a barrier to self-care. Social connectedness was identified as a qualitative facilitator of self-care but did not statistically predict self-care outcomes in the quantitative analysis.
	Strengths:
Mixed-methods design provided both quantitative and qualitative insights, 
Use of validated tools (PRAPARE and SCHFI v7.2) ensured data reliability.

Limitations: 
Small sample size (104) limits generalizability, 
PRAPARE had low internal consistency (Cronbach's α = 0.58), 
Urban-only sample excluded rural populations, reducing representativeness.

	Babu et al. 
	2024
	Narrative review
	Included data from over 84,000 hospital admissions.
	Analytical Cross-Sectional Studies
	Black males had a higher risk of ACHD-related complications and death (RR 1.25, 95% CI 1.08–1.45). Hispanic patients were more likely to live >6 hours away from specialized care centers.
	Strengths: 
Comprehensive review of SDoH impacts across multiple studies, 
Highlights disparities in key outcomes such as hospitalizations, mortality, and care access. 

Limitations: Primarily a narrative review; lacks new primary data.
Limited ability to disentangle the effects of overlapping SDoH factors (e.g., race and income).

	Bevan et al. 

	2020
	Retrospective Ecological Study
	Data were extracted from U.S. county-level mortality records (1999–2018), analyzing 1,254,991 HF-related deaths across 3,048 counties using The Area Deprivation Index (ADI) and the Social Deprivation Index (SDI). 
	Analytical Cross-Sectional Studies
	HF mortality was higher in rural counties with greater deprivation (ADI quartile 4: 32.9 deaths/100,000; SDI quartile 4: 32.8 deaths/100,000) compared to metropolitan counties (ADI quartile 4: 35.1 deaths/100,000; SDI quartile 4: 32.8 deaths/100,000), African Americans in the highest ADI quartile had the highest HF mortality (43.7 deaths/100,000), followed by Caucasians (33.3 deaths/100,000), Counties with the highest deprivation indices (ADI and SDI) demonstrated consistently higher HF mortality regardless of geographic classification (urban or rural).
	Strengths:
Large dataset (1.25 million HF deaths), 
Use of validated socioeconomic deprivation indices enhances reliability.

Limitations: Data reliance on death certificates may introduce misclassification bias.
Conversion of ADI from census tract to county level may dilute precision.

	Borkowski & Borkowska


	2024
	Narrative review
	N/A
	Textual Evidence Narrative
	Among HF patients, 39% had low health literacy, leading to higher hospitalization rates and worse medication adherence.  Rural HF patients experienced fewer emergency visits and higher mortality compared to urban patients.
	Strengths: 
Comprehensive review of SDoH's multifaceted effects on HF populations, Integration of global data offers broad insights into disparities. 

Limitations: 
Narrative design lacks new data or statistical modeling, Focused primarily on existing literature, limiting applicability to specific populations.

	Bozkurt 
et al. 
	2025
	Narrative Review with Statistical Analysis
	Data synthesized from multiple large-scale U.S. and global datasets, including NHANES, Medicare, and CDC WONDER databases, analyzing trends in HF incidence, prevalence, mortality, and hospitalizations across diverse populations and geographic regions. Specific analyses included over 425,000 HF-related deaths in the U.S. in 2021 and data from 949,075 unique HF-related
	Textual Evidence Narrative
	HF mortality rates were significantly higher in rural areas (73.2 per 100,000) compared to urban areas (57.2 per 100,000) in 2018, with rural areas experiencing a greater annual percentage increase (+1.3% vs. +1.2%), Black Americans have the highest hospitalization rates for HF, with 50% of HF-related hospitalizations among young adults (18–45 years) attributed to Black individuals, Medicare beneficiaries aged 65+ had an HF hospitalization rate of 161 per 1,000 in 2018, with higher rates in urban hospitals compared to rural, Geographic disparities showed the highest HF mortality in the Midwest, South, and Southeast, with rates as high as 7.98 deaths per 100,000 in Mississippi compared to 1.09 deaths per 100,000 in Minnesota. Rates of HF hospitalizations have increased since
2014. This increase was consistent between age
groups and sexes, with the highest rates being
among Black patients. Between 2020-2022, HF hospitalization rates were temporarily reduced during the COVID-19 pandemic.
	Strengths:
Analysis of national and global datasets (NHANES, Medicare, CDC WONDER), capturing diverse populations across racial, ethnic, and geographic subgroups, and its focus on longitudinal trends in HF incidence, prevalence, mortality, and hospitalizations. 

Limitations: reliance on secondary data sources, such as death certificates, which may underreport HF, limited data disaggregation for certain populations, and potential masking of within-region disparities (e.g., urban vs. rural differences).

	Breathett 
et al. 


	2018
	Retrospective Observational Study
	Data were obtained from the Premier database across 497 U.S. hospitals, analyzing 104,835 ICU admissions for HF from 2010 to 2014.

	Analytical Cross-Sectional Studies
	African Americans were more likely to rely on Medicaid (15.5%) compared to Caucasians (5.4%), while Medicare coverage was lower among African Americans (61.4%) than Caucasians (79%), African Americans were significantly less likely than Caucasians to receive primary ICU care from a cardiologist (adjusted OR: 1.42, 95% CI: 1.34–1.51), Hospitals with higher proportions of African American patients were more likely to be located in urban areas (90.7%) compared to those serving predominantly Caucasian populations (84.3%), reflecting disparities in rural healthcare access, The study noted potential contributions of implicit bias and systemic inequities in care delivery, as African Americans faced disparities in access to cardiology care despite similar hospital settings.
	Strengths:
Large, nationally representative sample covering 497 hospitals, Adjusted analyses accounted for patient- and hospital-level factors, Highlights persistent racial disparities in critical care settings.

Limitations: 
Race data were from administrative records, which may include inaccuracies, Exclusion of other racial/ethnic groups limits generalizability beyond African Americans and Caucasians, Missing data on HF severity and discharge medications reduces precision of clinical outcomes.

	Breathett et al. 
	2020
	Narrative review
	Scientific statement based on a narrative review of literature, leveraging population-level data from the Strong Heart Study, GOCADAN study, and national datasets representing 5.2 million individuals who identify as American Indian and Alaska Native.
	Textual Evidence Narrative
	26.2% of single-race American Indian and Alaska Native individuals lived below the poverty line in 2016, compared to 11% of Whites, Median household income for American Indian and Alaska Native families was $41,882 in 2017, significantly lower than the national average, 80.2% of American Indian and Alaska Native individuals aged 25+ had a high school diploma, but only 14.7% had a bachelor's degree or higher, compared to national averages, 45.3% of American Indian and Alaska Native individuals had public health insurance coverage in 2017, while 19.3% had no insurance. 
	Strengths:
Comprehensive integration of data from large population-based studies (e.g., Strong Heart Study, GOCADAN).
Emphasis on culturally specific risk factors and interventions for American Indian and Alaska Native populations.

Limitations:
Relied on secondary data and literature without new empirical data. Underreporting and misclassification of American Indian and Alaska Native populations may underestimate health disparities.

	Browder & Rosamond


	2023
	Narrative review
	Review of U.S.-based studies examining HF readmissions, focusing on low SEP populations impacted by poverty, limited education, and inadequate access to healthcare services.
	Textual Evidence Narrative
	Low-income individuals face cost-related medication non-adherence, doubling 30-day readmission risk (20% vs. 9.3% for high adherence), Limited access to primary and specialty care, transportation, and affordable medications contributes to poor HF management and increased readmissions, Low health literacy impedes self-care and medication adherence, with tailored education programs improving outcomes, Poor housing conditions, high pollution, and lack of recreational spaces exacerbate HF burden, Psychosocial stressors, such as chronic financial strain and social isolation, increase readmission rates. Caregiver support is crucial, as unpaid caregivers play a significant role in preventing readmissions.
Interventions: Multidisciplinary care reduced 30-day readmissions by 10.4% (27.6% to 17.2%). Telehealth and follow-up appointments halved readmissions in some programs.
	Strengths:
Comprehensive synthesis of evidence on SDoH and HF readmissions.
Highlights specific interventions, such as caregiver support and telehealth, tailored to low SEP populations.

Limitations:
Relies on secondary data without new empirical research.
Focused on low SEP populations, limiting generalizability to other groups.

	Chehade 
et al. 


	2024
	Integrative review
	Review of 22 quantitative U.S.-based studies conducted between 2006 and 2023, focusing on adult patients (age ≥18 years) undergoing VAD therapy. Studies included retrospective cohort studies, cross-sectional analyses, and secondary data analyses, with sample sizes ranging from 96 to over 25,000 patients. 
	Systematic Reviews and Research Syntheses
	Uses the Healthy People 2030 SDoH framework for conceptualization. Patients in lower-income groups were more likely to prefer VAD therapy (OR 2.20, 95% CI [1.24, 3.91]), while high-income patients experienced worse survival outcomes in some studies (adjusted OR 1.178, 95% CI [1.085, 1.280]), Patients with less than 12th-grade education had higher preferences for VAD therapy (OR 2.23, 95% CI [1.04, 4.81]), but educational attainment was not consistently associated with outcomes post-VAD, Insurance coverage significantly impacted VAD access. Patients with Medicaid were less likely to receive VADs compared to those with private insurance (OR 0.29, 95% CI [0.12, 0.66]). Racial disparities were noted, with Black patients being less likely to receive VADs (adjusted OR 0.83, 95% CI [0.74, 0.92]).
	Strengths:
Comprehensive analysis of SDoH using a robust methodological framework.
Inclusion of diverse study designs and large datasets enhances generalizability.

Limitations
Secondary data and retrospective designs limit causal inference.
Lack of standardized SDoH measures and insufficient representation of minority populations (e.g., gender-diverse or non-White patients).
Small sample sizes in several studies reduced statistical power.

	Churchwell et al. 

	2020
	Narrative Review
	N/A
	Textual Evidence and Narrative Reviews
	Black families have a median wealth of $17,409 compared to $171,000 for White families, 60% of Black students and 58% of Hispanic/Latino students attended racially segregated schools in 2015, compared to only 5% of White students, Black Americans experience 30% higher cardiovascular disease (CVD) mortality rates and 45% higher stroke mortality rates than White Americans.
Black and Hispanic/Latino individuals are more likely to be uninsured (12% and 19%, respectively) compared to White individuals (8%), Counties with >45% residents of marginalized racial groups experienced significantly higher COVID-19 mortality rates during the pandemic, Chronic exposure to structural racism contributes to toxic stress, depression, and poor health outcomes in Black communities. Structural racism reinforces inequities in criminal justice, housing, and employment, amplifying health disparities.
	Strengths:
Comprehensive review connecting structural racism to SDoH and cardiovascular disparities.
Incorporates historical context and actionable recommendations for addressing health inequities.

Limitations:
Relies on secondary data without new empirical research.
Focuses on structural racism primarily in Black populations, with less emphasis on other racial/ethnic groups.

	Enard et al. 


	2023
	Systematic Review
	59 studies included retrospective and prospective cohorts, cross-sectional designs, and interventions. Studies analyzed national, regional, and local data sources, covering over 1 million HF patients
	Systematic Reviews and Research Syntheses
	Lower income was associated with higher HF mortality (HR 1.36, 95% CI [1.08, 1.70]) and increased risk of readmission (OR 1.30, 95% CI [0.98, 1.74]). Medicaid recipients had a 21% higher mortality risk (HR 1.21, 95% CI [1.07, 1.37]), Low health literacy increased mortality risk (HR 1.32, 95% CI [1.05, 1.66]) and readmission rates (OR 1.80, 95% CI [1.04, 3.11]), Black patients experienced higher readmission rates (OR 1.47, 95% CI [1.03, 2.08]) and lower access to cardiology care. Medicaid expansion states reported improved care quality (OR 1.06, 95% CI [1.03, 1.08]), Living in disadvantaged neighborhoods was associated with higher readmission rates (OR 1.03, 95% CI [1.01, 1.04]) and greater HF mortality (HR 1.12, 95% CI [1.07, 1.18]), Patients with high social isolation had a 3.74-fold increase in mortality risk (HR 3.74, 95% CI [1.82, 7.70]), and those living alone had increased readmissions (OR 2.86, 95% CI [1.59, 5.14]).
	Strengths:
Comprehensive synthesis of diverse studies and data sources.
Highlights significant associations between SDoH and HF outcomes.

Limitations: Heterogeneity in SDoH definitions and measurements limits comparability across studies.
Reliance on secondary data reduces control over variable quality and completeness.

	Ha et al. 
	2019
	Quantitative Observational Study
	2,449 hospitalized patients aged 60+ at an urban academic medical center in the U.S.
	Analytical Cross-Sectional Studies
	Examines social isolation risk among older hospitalized patients. (55.7%) had less than a college education, correlating with smaller social networks and greater functional limitations, Previous hospitalizations increased availability of family support (p < .01) but were associated with reduced neighbor and friend networks (p < .05), Higher education had stronger neighbor networks (β = 0.10, p < .01), Non-White participants were more likely to experience social isolation (49.5% vs. 37.8% for White participants, p < .001). Never-married participants had fewer family ties (β = -0.11, p < .01), Neighbors were the least accessible social network, with a mean sub-score of 4.2/15 compared to 9.1/15 for family networks.
	Strengths:
Large, racially diverse samples provides insights into underrepresented populations.
Detailed use of the Lubben Social Network Scale to assess different sources of social support.

Limitations:
Data collected from a single hospital limits generalizability.
Attrition at follow-up (40%) may have biased results toward those with stronger social networks.

	Heidenreich et al. 
	2022
	Clinical Practice Guideline
	No specific sample size is provided 
	Not applicable 
	Patients with HF in lower socioeconomic strata had a 50% higher risk of rehospitalization within 30 days compared to higher-income patients (HR 1.50, 95% CI [1.25, 1.80]). Patients with lower health literacy had a 30% higher likelihood of failing to adhere to HF self-care recommendations, resulting in worse clinical outcomes (OR 1.30, 95% CI [1.05, 1.60]).Patients without access to specialized HF care had a 35% higher mortality rate (HR 1.35, 95% CI [1.15, 1.60]).
Black and Hispanic patients were 20% less likely to receive evidence-based therapies compared to White patients (OR 0.80, 95% CI [0.68, 0.94]). Patients living in high-deprivation neighborhoods had a 25% increased risk of HF hospitalization (HR 1.25, 95% CI [1.10, 1.40]).
Urban-rural disparities showed a 15% higher mortality rate for rural patients with HF due to limited access to care and specialists (HR 1.15, 95% CI [1.05, 1.25]). Social isolation increased mortality risk in HF patients by 2.4 times (HR 2.40, 95% CI [1.80, 3.00]).
Patients with strong caregiver support had a 30% lower risk of 30-day readmission (OR 0.70, 95% CI [0.55, 0.89]). 
	Strengths:
Broad evidence base drawn from clinical trials, cohort studies, and meta-analyses, ensuring high reliability and validity of recommendations.
Focus on diverse HF populations, addressing disparities in care and outcomes.
Provides actionable, evidence-based interventions tailored to different SDoH factors.

Limitations:
Reliance on secondary data, limiting control over data consistency and variable definitions. Generalized recommendations may not fully address the unique challenges of specific subpopulations, such as rural or immigrant patients. Gaps in data for underrepresented groups (e.g., Native American or Pacific Islander patients) limit inclusivity.

	Heo et al. 
	2019
	Qualitative (cross-sectional)
	20 patients with HF recruited from a university-affiliated hospital in the Southern U.S.
	Qualitative Research​
	55% of participants reported incomes below their daily living demands, highlighting economic hardship as a barrier to self-care. Participants with fewer years of formal education (mean 12.9 years) demonstrated limited understanding of HF symptom management and causes. Delays in seeking care were reported due to difficulty recognizing symptom severity and access issues, with delays averaging 2.5 days. Emotional distress and lack of social support were common; 60% lived with someone, but many expressed feelings of isolation.
	Strengths:
Focused on patient perspectives, offering insights into lived experiences of HF symptoms.
Diverse, predominantly African American sample adds value to understanding disparities.

Limitations:
Small, single-site sample limits generalizability.
Relatively young sample may not reflect experiences of older HF populations.


	Ilonze et al. 
	2022
	Narrative review
	Synthesizes findings from national databases and large-scale studies, including the CHAMP-HF registry and the INTERCHF study
	Textual Evidence and Narrative Reviews
	Low health literacy is common among Black and Hispanic HF patients and is associated with higher hospitalization and mortality rates. Living in food deserts correlates with increased HF readmissions (p < .05).  Structural racism and implicit bias lead to differential prescribing patterns. Black patients are less likely to receive care from cardiologists, impacting survival rates.
	Strengths:
Comprehensive review highlights systemic inequities in HF care and GDMT prescribing.
Offers actionable strategies, such as bias mitigation training and targeted health policy recommendations, to address disparities.

Limitations:
Limited primary data specific to American Indian populations.
Focuses on systemic factors without granular patient-level analyses in some areas.

	Javed et al. 
	2022
	Narrative review
	Synthesizes evidence from multiple national datasets, large cohort studies (e.g., MESA, NHIS), and policy reports, with a focus on Black, Hispanic, American Indian, and Asian populations in the U.S.
	Textual Evidence and Narrative Reviews
	Black, Hispanic, and American Indian individuals are 48–52% more likely to experience job insecurity, low wages, and poverty compared to White individuals, contributing to higher CVD risks. Low SES is linked to a 1.5-fold increase in coronary heart disease among American Indians and higher CVD mortality in Black populations. 73% of Black children attend high-poverty schools, significantly reducing higher education access. Low educational attainment correlates with a 1.32-fold increase in adverse CVD outcomes (HR 1.32, 95% CI [1.05, 1.66]). Hispanic and Black individuals are 2–4 times more likely to be uninsured, and 27–31% report skipping care due to costs. Hospitals serving predominantly Black patients face higher penalties under Medicare value-based programs due to unadjusted social risks. Black individuals living in redlined neighborhoods experience a 12% higher risk of CVD compared to White residents. Hispanic populations in areas with >60% Hispanic residents face 8–30% greater exposure to air pollutants, contributing to CVD risks. Social isolation doubles the risk of CVD-related mortality in Black individuals. 
	Strengths:
Comprehensive application of SDoH to explore CVD disparities across racial and ethnic groups.
Incorporates historical context of structural racism and systemic inequities.

Limitations:
Relies on secondary data, limiting granularity of analyses for specific subpopulations. Limited data for certain underrepresented groups, such as Native Hawaiians and Pacific Islanders.

	Khan et al.

	2021
	Retrospective cohort study
	Data from the NRD, covering 28 U.S. states and 60% of the U.S. population.
Sample: 6,669,313 index HF hospitalizations for 30-day readmissions and 5,077,949 for 90-day readmissions.
	Analytical Cross-Sectional Studies or Retrospective Cohort Studies
	Examines 30- and 90-day HF readmission rates from 2010 to 2017 using the National Readmission Database, revealing increased rates post-HRRP penalty phase and disparities based on insurance and hospital volume, highlighting the need for targeted policies. Patients in the lowest income quartile had higher readmission rates (30-day all-cause readmission rate: 19.9% in 2017, up from 18.3% in 2010; p< 0.001). 0-day and 90-day HF-specific readmission rates increased during the post-Hospital Readmission Reduction Program (HRRP) period (30-day: 8.1% vs. 7.7%; 90-day: 15.0% vs. 14.2%; both p< 0.001). 
Medicare beneficiaries had higher absolute increases in readmission rates compared to non-Medicare patients (30-day: 3.3% vs. 3.5%; 90-day: 6.0% vs. 5.8%).
	Strengths:
Nationally representative sample using a robust database with all-payer sources.
Comprehensive evaluation of temporal trends in readmissions over a 7-year period.

Limitations:
Inability to link patients across years limits longitudinal follow-up.
Data on social determinants such as education and neighborhood environment were not available.
Administrative coding may introduce misclassification bias.

	Lazar & Davenport
	2018
	Narrative Review
	Review of 36 sources, including 27 research studies (6 quantitative, 8 qualitative, and 13 data analyses) published over 15 years, focusing on low-income families and children in the U.S.
	Textual Evidence and Narrative Reviews
	Financial instability limits access to healthcare, with high healthcare costs leading families to prioritize children’s health over parents. Medicaid "churning" disrupts consistent coverage, leaving families vulnerable. Low health literacy in parents was linked to poorer child health outcomes. Medicaid expansion improved healthcare access in some states, but many families struggle to find providers accepting Medicaid. Families in low-income neighborhoods often lack access to transportation. Distrust in healthcare providers, stemming from poor experiences and perceived lack of cultural competence. 
	Strengths:
Comprehensive synthesis of literature highlighting interconnected barriers to healthcare access for low-income populations.
Includes diverse sources, providing a broad view of systemic challenges.

Limitations:
Limited inclusion of recent data; many studies predate 2010.
Reliance on secondary data without new primary research limits applicability.

	Lindley
et al. 
	2021
	Narrative review
	Synthesis of data from large-scale studies and registries, including REGARDS, Women’s Health Initiative, and Jackson Heart Study
	Textual Evidence and Narrative Reviews
	Women with low annual income faced a 1.5-fold higher risk for cardiovascular events compared to higher-income women, with significant disparities among racial minorities. Rural women had higher maternal cardiovascular morbidity and mortality rates due to limited access to care, with a 20% higher mortality rate compared to urban women.
	Strengths: 
Comprehensive focus on the intersection of sex, gender, and SDoH in cardiovascular outcomes.
Highlights actionable solutions, including policy reforms and healthcare innovations.

Limitations: 
Limited primary data and reliance on existing literature.
Underrepresentation of non-binary and LGBTQ+ populations in the data.

	Mansi et al. 

	2011
	Retrospective cohort study
	Analyzes data from 123,996 adult patients with HF in Louisiana
	Cohort Studies
	Lack of health insurance is associated with worse outcomes, underscoring the critical role of insurance in managing chronic HF. Patients in the lowest income quartile (<$30,000 annually) had a 28% lower adherence to statins compared to the highest income quartile (≥$75,000 annually; OR 0.72, 95% CI [0.70–0.74]). Higher educational attainment was associated with improved medication adherence, with college graduates having a 15% higher adherence compared to those with a high school diploma or less (OR 1.15, 95% CI [1.12–1.18]). Patients with private insurance had a 20% higher statin adherence rate compared to those with Medicaid or no insurance (OR 1.20, 95% CI [1.18–1.23]). Living in medically underserved areas correlated with a 19% lower adherence rate (OR 0.81, 95% CI [0.78–0.84]). Patients with strong family or community support reported higher medication adherence rates, though this was qualitatively noted rather than quantified.
	Strengths:
Large, diverse sample from a managed care database.
Clear stratification of SES and its impact on health behaviors.

Limitations:
Retrospective design limits causal inference.
Lack of granular data on psychosocial variables such as stress and cultural factors affecting adherence.


	Nayak et al. 

	2020
	Narrative review
	Synthesizes data from U.S.-based registries and studies, including NHANES, ARIC, MESA, and CARDIA, covering large-scale analyses of HF in African Americans.
	Textual Evidence and Narrative Reviews
	African Americans with HF had 2.6- to 2.97-fold higher mortality rates than White individuals. Financial toxicity, including higher out-of-pocket costs for HF medications, was a significant barrier to care. Low health literacy among African Americans was associated with worse HF outcomes, including poor adherence to guideline-directed medical therapies (GDMT). African Americans were less likely to receive care from a cardiologist during ICU admissions for HF (adjusted OR: 0.78, 95% CI [0.65–0.92]) and were underrepresented in HF clinical trials despite higher disease prevalence. Living in food deserts increased HF hospitalization risk by 15% (p < .05), and neighborhood deprivation correlated with a 12% higher risk of incident HF. Implicit bias in clinical decision-making contributed to underutilization of advanced HF therapies. 

	Strengths:
Comprehensive review integrating genetic, clinical, and social factors affecting HF outcomes in African Americans.
Highlights structural barriers and actionable policy-level changes to reduce disparities.

Limitations: 
Reliance on secondary data with limited patient-level analysis.
Focused primarily on African Americans, with less emphasis on other racial or ethnic minorities.

	Parekh 
et al. 
	2022
	Systematic Review
	Review of 19 studies conducted in the U.S. from 2010 to 2021, including 15 cross-sectional and 4 cohort studies. Studies analyzed over 2 million individuals, focusing on food insecurity and housing instability as SDoH factors influencing CVD outcomes.

	Systematic Reviews and Research Syntheses
	Food insecurity increased the odds of CVD by 2-4 times (e.g., OR 1.75, 95% CI [1.37–2.24]), with food-insecure individuals incurring $950 higher annual healthcare costs for stroke management. Adults experiencing housing insecurity had an 85% higher odds of CVD (OR 1.85, 95% CI [1.04–3.28]) compared to housing-secure individuals. Homelessness was associated with a 2–3 fold higher CVD mortality rate compared to the general population.
	Strengths: 
Comprehensive synthesis of national-level data on food insecurity and housing instability as SDoH factors.
Incorporates diverse study designs and large datasets to provide robust findings.

Limitations:
High variability in measuring housing instability and food insecurity across studies.
Most studies relied on self-reported data, introducing potential recall and selection biases.
Predominantly cross-sectional designs limit causal inference.

	Pham et al.
	2023
	Cross-sectional
	Data from the CDC WONDER database on 1,741,131 HF deaths across 3,003 U.S. counties.
	Analytical Cross-Sectional Studies
	Analyzes social vulnerability and location of death for patients with HF in U.S. Social vulnerability was measured using the CDC/ATSDR Social Vulnerability Index (SVI), which includes 15 social attributes. Counties in the highest SVI quartile had significantly more deaths at home (mean 32.3%, SD 9.7%) and inpatient facilities (mean 37.9%, SD 10.3%) compared to the lowest SVI quartile (home: mean 25.1%, SD 9.1%; inpatient: mean 28.7%, SD 9.5%; p < 0.001). Hospice utilization was low across all counties and showed no correlation with SVI (r = 0.02, p = 0.23). Counties in the Great Plains and Midwest had the lowest hospice utilization and the highest proportion of nursing home deaths (r = -0.46, p < 0.001).  Socially vulnerable counties were associated with fewer deaths in nursing homes (Q4 vs Q1: 24.9% vs 41.6%, p < 0.001), reflecting limited access to institutional care.
	Strengths: 
Large, nationally representative dataset covering over 20 years of HF deaths.
Utilizes the CDC/ATSDR Social Vulnerability Index, which comprehensively measures social determinants of health.

Limitations:
County-level analysis may lack granularity for patient-level insights.
Misclassification of HF deaths in death certificate data could bias results.
Regional variations in hospice access and policies were not fully captured.


	Pratt Hopp et al. 
	2015
	Qualitative, thematic
	Interviews with 8 social workers from various healthcare settings (e.g., hospitals, hospice care, HMOs) in an urban U.S. area. 
	Qualitative Research
	Examines the role of healthcare social workers in addressing psychosocial needs and service access for patients with HF. Social workers noted that financial challenges, such as high medication costs and limited insurance coverage, often prevented patients from accessing necessary care and led to worsened health outcomes. Frequent hospitalizations ("frequent flyer phenomenon") were reported as common due to gaps in ongoing care coordination and inadequate hospice referrals. Social isolation was identified as a significant barrier to care, especially among patients without family support or strong social networks. Limited mention; some patients relied on informal support from neighbors or local communities when family support was unavailable. Social workers highlighted the importance of educating patients and caregivers about HF management, though many faced challenges due to low health literacy among patients.
	Strengths: 
Highlights the unique contributions of social workers in addressing SDoH challenges for HF patients.
Provides detailed qualitative insights into barriers faced by patients and social workers in various care settings.

Limitations: 
Small sample size limits generalizability.
Focuses primarily on urban areas, with less applicability to rural populations.
Limited diversity among participating social workers (majority were White).

	Rao et al. 
	2022
	Retrospective cohort study
	Data from 321,314 hospitalizations for acute HF in the U.S. between 2017 and 2020, derived from 456 hospitals and 15,388 ZIP Code tabulation areas (ZCTAs).
	Analytical Cross-Sectional Studies or Cohort Studies
	Analyzes neighborhood socioeconomic disadvantages and HF outcomes using the Get With The Guidelines-Heart Failure registry. Patients from disadvantaged neighborhoods had longer hospital stays (mean 5.6 days vs. 5.2 days, p < 0.001) and lower rates of post-discharge follow-up appointments within 7 days (74% vs. 82%, p < 0.001). Patients from the most disadvantaged neighborhoods were less likely to be discharged to hospice care (1% vs. 3%, p < 0.001) and more likely to be discharged to home (78% vs. 68%, p < 0.001). 
	Strengths: 
Large, nationally representative cohort with detailed demographic and clinical data.
Rigorous use of validated SES metrics and multivariable adjustments to minimize confounding.

Limitations:
SES measures were based on neighborhood-level data, lacking patient-specific socioeconomic information.
Study only included hospitals participating in the GWTG-HF registry, limiting generalizability to non-participating facilities.
Cross-sectional design precluded evaluation of long-term outcomes post-discharge.

	Sevilla-Cazes et al. 
	2018
	Qualitative, grounded theory 
	31 HF patients recruited from two hospitals in Philadelphia, Pennsylvania, U.S., including those with ≥2 hospitalizations within 30 days or recently discharged from their first HF admission.
6 focus groups with 19 HF patients and 11 caregivers were used for triangulation and validation.
	Qualitative Research
	Explores HF home management challenges and readmission reasons, identifying adherence struggles, emotional distress, and social support needs, emphasizing patient-centered strategies to reduce readmissions. Financial difficulties were a key barrier; patients reported making decisions based on the affordability of medications or foods, often prioritizing cost over health needs. Low health literacy was identified as a challenge; patients often misunderstood or failed to adhere to discharge instructions due to vague or unclear guidance. Frequent hospitalizations were driven by difficulty accessing timely outpatient care or navigating complex healthcare systems. Patients cited social isolation and emotional despair as significant barriers to effective HF management, leading to cycles of worsening adherence and symptoms.
	Strengths:
Patient-centered approach highlights real-world challenges in HF management.
Use of both interviews and focus groups enhances the reliability of findings.

Limitations:
Single urban setting limits generalizability to rural or diverse healthcare environments.
Small sample size may not fully capture variability in experiences across HF populations.

	Sun et al. 
	2023
	Systematic Review 
(meta-synthesis)
	Analysis of 17 qualitative studies from nine countries, including seven U.S.-based studies.
	Systematic Reviews and Research Syntheses
	Explores hospital-to-home transitions for elderly patients and emphasizes the critical role of social support, care coordination, and patient engagement, calling for targeted interventions to overcome barriers and improve transitions. Patients faced financial challenges due to high costs of medications and healthcare services, often prioritizing expenses over health needs. Limited health literacy among patients and caregivers impeded understanding and management of chronic conditions, emphasizing the need for enhanced discharge education. Gaps in care coordination and fragmented communication during transitions led to increased readmissions and adverse outcomes. Use of transitional care coordinators and multidisciplinary teams improved outcomes in some studies. Geographic barriers, including rural residence and transportation difficulties, limited access to follow-up care. Social isolation and lack of family caregiver support were significant barriers, while strong interpersonal connections between patients, caregivers, and providers facilitated smoother transitions. 
	Strengths:
Comprehensive synthesis of diverse qualitative studies provides actionable insights for improving transitional care.
Utilizes Meleis’ transition theory for a structured analysis of facilitators and inhibitors.

Limitations:
Mixed-country analysis dilutes U.S.-specific applicability.
Limited quantitative evidence in included studies. Exclusion of non-English literature introduces potential language bias.

	Walia & Mankoff


	2023
	Systematic Review
	Review of 12 studies analyzing the impact of socioeconomic status (SES) factors (e.g., education, income, employment) on heart failure HF outcomes in the U.S.
	Systematic Reviews and Research Syntheses
	Poverty was the strongest predictor of adverse HF outcomes, with individuals from low-income households showing higher HF risks due to poor medication adherence and inadequate healthcare access. Low educational attainment was associated with increased HF risks and poorer health outcomes (e.g., adverse coronary artery disease outcomes were 1.32 times higher in patients with lower education levels). Lack of insurance coverage and poor housing conditions disproportionately affected African and Hispanic Americans, increasing HF complications. Poor housing quality was linked to higher HF rates, particularly in disadvantaged neighborhoods with limited access to health resources. Social stress, such as depression, was more prevalent in low-SES populations and strongly associated with worsening cardiovascular outcomes.
	Strengths:
Comprehensive focus on diverse SES indicators, offering a multidimensional view of HF disparities.
Highlights the intersection of SES factors with HF outcomes and provides evidence for targeted interventions.

Limitations:
Secondary data analysis limits the ability to establish causal relationships.
Exclusion of studies focusing on specific subpopulations (e.g., racial or cultural groups) limits generalizability for these groups.

	White-Williams 
et al. 


	2020
	Narrative Review with a Policy-Oriented Approach (Scientific Statement)
	Incorporates findings from 201 articles on SDOH related to HF, focusing on studies published between 2005 and 2019.
	Textual Evidence and Narrative Reviews
	Patients from low-income backgrounds are significantly more likely to experience poor HF outcomes, including frequent hospitalizations and higher mortality rates due to lack of access to healthcare, medications, and essential services.  Poverty is a major confounding factor for HF patients, with those living below the poverty line showing increased hospitalization rates. Low educational attainment is strongly associated with worse HF outcomes, as patients with lower education levels are less likely to understand their disease management and follow prescribed treatments. Poor access to care, exacerbated by lack of insurance and transportation barriers, contributes to worsening HF outcomes. Food insecurity and lack of housing stability were identified as critical factors contributing to poor self-management of HF. Lack of safe, affordable housing and proximity to healthcare facilities were linked to higher readmission rates and mortality. Social isolation and lack of social support were shown to worsen health outcomes, emphasizing the importance of community-based interventions and patient navigation programs to improve self-care and reduce the burden of disease.
	Strengths: Comprehensive review of SDOH in HF, addressing both upstream (e.g., policy and environmental) and downstream (e.g., personal behaviors and care access) factors.
The inclusion of interprofessional team approaches and case studies highlights real-world applications to mitigate SDOH in HF care.

Limitations:
While extensive, the literature review focuses mostly on expert opinion and existing evidence rather than new empirical research.
Limited focus on gender and sexual minorities, leaving a gap in addressing disparities in these populations specifically in HF care.

	Zeitler et al. 
	2024
	Retrospective cohort study
	Data from Medicare Parts A, B, and D, covering 389,528 fee-for-service beneficiaries with at least one heart failure hospitalization from 2008–2017.
	Cohort Studies
	Analyzes rural vs. urban disparities in heart failure (HFrEF) outcomes, specifically examining 30-day mortality, 1-year mortality, readmissions, and emergency room (ER) visits. Rural patients had higher 30-day mortality rates (6.3%) compared to urban patients (5.7%) (p < .001). Unadjusted 30-day readmission rates were slightly lower in rural areas (20.6% vs. 21.3%, p < .001), while ER admissions were higher in rural areas (11.9% vs. 9.6%, p < .001).30-day mortality odds ratio for rural residence: 1.201 (95% CI 1.164–1.239).
The inclusion of social determinants of health (SDOH) (e.g., area deprivation index and dual-eligibility status) in the model reduced the odds ratio for rural mortality to 1.140 (95% CI 1.103–1.178). Rural patients were more socioeconomically disadvantaged (e.g., higher likelihood of Medicaid dual-eligibility), which contributed to poorer outcomes.
Area deprivation index was positively correlated with poorer outcomes: odds ratio 1.618 (95% CI 1.46–1.793).
	Strengths: 
Large cohort, nationally representative of Medicare beneficiaries with heart failure.
Comprehensive analysis adjusting for comorbidities, guideline-directed medical therapy (GDMT), and social determinants of health.

Limitations: 
Only included Medicare beneficiaries, limiting generalizability to other populations.
Data is observational, so causal relationships cannot be definitively established.
The study did not include SDOH for individual-level analysis beyond dual eligibility and deprivation index.




Appendix A  

Author  Year  Design  Setting/   Sample  JBI Checklist   Used  Results/   Findings  Strengths/   Limitations  

Baah et al.     2021  Cross - Sectional   Data collected  from inpatient  and outpatient  cardiology clinics  in the U.S.; final  analyzed sample  included 543  adult patients  with HF.  Analytical  Cross - Sectional  Studies  Explored the relationship between  sociodemographic indicators of  social position: marital status ( p   =.024), race ( p   =.021), and  education ( p   = .061) were the best  predictors of self - care  maintenance, explaining 3.8% of  its variance. Key findings included  higher self - care maintenance  among married/partnered  individuals (mean difference =  5.56, 95% CI [0.73, 10.38],  p   <  .05) and participants with some  college education compared to  those with high school or less  (mean difference = 4.13, 95% CI  [0.03, 8.24],  p   <.05).  Strengths:   Large and diverse  sample, Use of  validated measures  (SCHFI v7.2) and  thorough statistical  analysis.     Limitations: Secondary  data analysis. Limited  exploration of  additional SDoH  factors. Small  explained variance  (3.8%) and limited  racial diversity reduced  generalizability.  

Baah et al.   2023  Mixed  methods  Two university  hospitals and  one PACE  center in the  Northeastern  U.S.; final  sample included  104 adults with  HF  Analytical  Cross - Sectional  Studies,  Qualitative  Research  The study reported that the  "money and resources" domain,  encompassing education, income,  insurance, and transportation,  significantly predicted self - care  maintenance ( p   = .019) and  symptom perception  ( p   = .049),  explaining 17.4% and 15.9% of  their variances, respectively.  91.4% had consistent health  insurance, with 60.6% reporting  more than a high school  education. Housing stability was Strengths:   Mixed - methods design  provided both  quantitative and  qualitative insights,    Use of validated tools  (PRAPARE and SCHFI  v7.2) ensured data  reliability.     Limitations:   

