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T he US Preventive Services Task Force (USPSTF) is an inde-
pendent, volunteer panel of national experts in preven-
tion and evidence-based medicine that works to improve

the health of all US people by developing recommendations about
clinical preventive services. The USPSTF recommendations are based
on a rigorous review of peer-reviewed evidence and are intended
to help clinicians and patients make informed decisions about clini-
cal preventive services that are delivered or referrable from pri-
mary care settings.

The USPSTF recognizes the strong relationship between
a person’s health and social and economic circumstances and
also the inequities in health care delivery that have caused persis-
tent health disparities in underresourced communities.1 Interven-
able individual-level social and economic conditions or factors
(social risks) are often influenced by the broader underlying
social determinants of health. It is important to understand
whether screening for, identifying, and addressing social risk fac-
tors such as insecurities in food, housing, or transportation

improves health outcomes, as well as whether systematically
addressing social risks while delivering preventive services can
improve health outcomes.

While the question of how social risks can be effectively ad-
dressed in primary care is critical, some answers remain unclear.2,3

In addition, it is unclear how social risks can be the focus of clinical
preventive service recommendations or incorporated into other rec-
ommendations to acknowledge their role in increasing disease risk,
limiting the benefits of evidence-based interventions, or both. Al-
though the USPSTF does not consider interventions that are deliv-
ered solely in community settings, an increasing focus of commu-
nity engagement and cross-sector approaches may mean screening
for social risk factors by primary care clinicians and referring indi-
viduals to services in the community.

The objective of this report was to assess how social risks have
been considered in USPSTF recommendations and identify gaps in
evidence needed to expand the systematic inclusion of social risks
in future recommendations.

IMPORTANCE In its mission to improve health, the US Preventive Services Task Force
(USPSTF) recognizes the strong relationship between a person’s health and social and
economic circumstances as well as persistent inequities in health care delivery.

OBJECTIVE To assess how social risks have been considered in USPSTF recommendation
statements and identify current gaps in evidence needed to expand the systematic inclusion
of social risks in future recommendations.

EVIDENCE The USPSTF commissioned a technical brief that reviewed existing literature on
screening and interventions for social risk factors and also audited the 85 USPSTF
recommendation statements active as of December 2019 to determine how social risks were
addressed in clinical preventive services recommendations.

FINDINGS Among the 85 USPSTF recommendation statements reviewed, 14 were focused on
preventive services that considered health-related social risks. Social risks were commonly
referenced in parts of USPSTF recommendations, with 57 of 85 recommendations including
some comment on social risks within the recommendation statement, although many
comments were not separate prevention services. Social risks were commented on in
USPSTF recommendations as part of risk assessment, as a marker of worse health outcomes
from the condition of focus, as a consideration for clinicians when implementing the
preventive service, and as a research need or gap on the topic.

CONCLUSIONS AND RELEVANCE This report identified how social risks have been considered in
the USPSTF recommendation statements. It serves as a benchmark and foundation for
ongoing work to advance the goal of ensuring that health equity and social risks are
incorporated in USPSTF methods and recommendations.
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Methods

To answer these questions, the USPSTF commissioned a technical
brief that reviewed existing evidence and subsequently audited the
85 USPSTF recommendation statements active as of December
2019 to understand how social risks are addressed in clinical pre-
ventive services.4,5 The technical brief identified and described
research related to screening and interventions for social risk fac-
tors and the challenges and evidence gaps with incorporating
screening and interventions for social risks in primary care. In addi-
tion, the brief assessed USPSTF recommendations to determine
which social risks were addressed and how they were included in
the recommendations.

The USPSTF defines social determinants of health as the
underlying “social and economic conditions in which people
live, rather than the immediate needs of any one individual”6 and
social risks as the measurable and intervenable individual-level
social and economic conditions or factors that are shaped by
broader social and structural determinants of health (see
Table 1).6-8 For example, a community's economic stability is a
social determinant of health, whereas a person’s employment sta-
tus, food insecurity, and housing instability are social risks. Use of
the term “risks” is not intended to imply a deficit; risk is the prob-
ability of an event that can have a positive or negative effect. These
social risks are distinct from unmet social needs that are based on
patient preferences and perceptions about what they need to
address their social risk factors.

USPSTF recommendation statements on depression, un-
healthy drug use, intimate partner violence, and child maltreat-
ment have been described.2,9 The USPSTF has also outlined the
methods and processes by which it might consider recommending
screening for social risks in primary care settings.2,3,9 This article
draws on the technical brief to highlight how social risks have been

incorporated into the USPSTF recommendations and identify the
gaps related to advancing systematic inclusion of social risks in fu-
ture clinical preventive services recommendations. This expansion
could be accomplished with specific recommendations about screen-
ing for social risks as a preventive service or by incorporating social
risks into recommendations more systematically.

Social Risks and USPSTF Recommendations
The scope and approach of the USPSTF determine the evidence
needed for its recommendations about social risks. The recom-
mendations are made for people without signs and symptoms of
the target condition, rather than considering interventions to
address patients with known needs. For instance, the USPSTF
would address whether clinicians should screen all patients or
entire at-risk populations for food insecurity rather than whether
patients with known food insecurity benefit from interventions. In
addition, the USPSTF considers services that are provided in or
referable from primary care, including referrals to community or
public resources.

Given this, and the potential breadth of social risk domains, the
USPSTF focused the technical brief on select domains. The USPSTF
aligned the technical brief review of the evidence to the social risk
domains in the Centers for Medicare & Medicaid Services Account-
able Health Communities Model, since all domains were required to
be intervenable, among other factors.3,5 These target domains in-
cluded housing and food insecurity, transportation difficulties, util-
ity assistance needs, interpersonal safety (except for the aspects of
interpersonal safety already addressed by USPSTF recommenda-
tions [intimate partner violence, elder abuse, and child maltreat-
ment]), education, and financial strain. The USPSTF limited its re-
view of the evidence on screening and interventions for social risk
to these target domains. However, evaluation of the recommenda-
tions considered other domains as well (nontarget domains) to look
more broadly at various types of social risks (eg, race and ethnicity,

Table 1. Key Terms and Definitionsa

Term Definition
Social determinants
of health

The underlying, community-wide “social and economic conditions in which people live rather than the immediate needs
of any one individual.” For example, a community’s economic stability.

Social risk The measurable and intervenable individual-level social and economic conditions that are shaped by broader social, economic, and
structural determinants of health. Use of the term “risks” is not intended to imply a deficit—risk is the probability of an event that
can have a positive or negative effect. For example, a person’s employment status, food insecurity, and housing instability.

Social needs A social risk that a patient prioritizes as important to address. For example, whether a person perceives they need help with food
or housing.

Seven target social risks
evaluated by the
Evidence-based Practice
Center in the literature
review

• Housing instability
• Food insecurity
• Transportation difficulties
• Utility assistance
• Interpersonal safety (excluding aspects already addressed in a USPSTF recommendation)b

• Education
• Financial strain

Nontarget social risks Additional social risks not considered in the literature review but considered when auditing the USPSTF recommendations.
For example, employment, health care and medication access/affordability, and race and ethnicity.

Health outcomes Health outcomes are symptoms, functional levels, and conditions that affect a patient’s quantity or quality of life and are measured
by assessments of physical or psychological well-being. For example, mortality, quality of life, disease symptoms,
or change in functional status.

Intermediate outcomes Intermediate outcomes may be influenced by a preventive service but are not health outcomes in and of themselves. They are
pathological, physiological, psychological, social, or behavioral measures and other study end points related to a preventive
intervention. For example, reduction of unmet need, receipt of public or other benefits, improved housing quality, or health care
utilization (such as emergency department visits and inpatient admissions).

Abbreviation: USPSTF, US Preventive Services Task Force.
a Sources: Eder et al,4 2021; Castrucci and Auerbach,6 2021; Green and Zook,7 2019; Alderwick and Gottlieb,8 2019; Krist et al,9 2019.
b Intimate partner violence, child maltreatment, and elder abuse.
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which in many cases is a surrogate for exposure to structural rac-
ism). Table 1 details the definitions the USPSTF used and the focus
of the technical brief.

Results
As of December 2019, the USPSTF had published 85 active recom-
mendation statements.

Incorporating Social Risks Into Clinical Preventive Service
Recommendations
Integration of Social Risks Into Recommendations
A focus of the technical brief was to investigate inclusion of social
risks in existing USPSTF recommendations. Among the 85 active
USPSTF recommendations, 14 focused on a specific topic that is
included in definitions of social risks, but many of these are more
commonly considered healthy lifestyle topics (eg, behavioral
counseling for diet or physical activity) or mental health topics
(eg, screening for depression) and not a social risk or within the
targeted domains of the Centers for Medicare & Medicaid Ser-
vices Accountable Health Communities Model. The assessment of
recommendations also evaluated whether social risks were incor-
porated in other ways, beyond the topic of the recommendation.
Among the 85 active recommendation statements, 57 (67%)
incorporated social risks to some degree. However, many of these
were not separate prevention services and were nontargeted
social risks.

Targeted social risks (eg, financial strain) were rarely prespeci-
fied elements of the systematic evidence review on which the
USPSTF recommendation is based. Of the 7 target social risks
for the literature review (Table 2), financial strain was discussed
most often (n = 28), followed by education (n = 9), interpersonal
violence (n = 3), and housing instability (n = 2). Transportation, util-

ity assistance needs, and food insecurity were not mentioned in
any recommendations.5

Social risks were incorporated into USPSTF recommendations
as risks for having a condition, a marker of worse health outcomes
from having a condition, a consideration for clinicians when imple-
menting a preventive service, and a research need or gap that needs
to be addressed (eg, a gap in understanding how the social risk af-
fects health outcomes of the condition or preventive service).5 The
section of the recommendation in which social risks were ad-
dressed largely depended on how the risk related to the preven-
tive service. Table 2 shows examples of how both target and non-
target social risks were included in recommendations.

Use of Race as a Surrogate for Systemic Racism
The social risk most often included in some section of the recom-
mendation was race and ethnicity (n = 46). Race and ethnicity are
typically thought of as nonmodifiable variables and were not
among the target domains. However, in many cases, race is a sur-
rogate for exposure to systemic racism, and “The USPSTF consid-
ers systemic racism to be a pervasive set of societal and interper-
sonal practices within and outside health care institutions that
foster discriminatory practices to create systematic disadvantage
and health inequities in a racial group.”1 Systemic racism occurs
when racial bias has been codified into the policies and practices
of an institution or society15 and contributes to racial health dis-
parities and can be considered a social risk that affects health.16

Systemic racism directly and indirectly affects other social risks,
such as housing instability, food insecurity, educational opportu-
nities, and exposure to violence and trauma, and also affects
health care access and the quality of health care received. While
46 of the 85 USPSTF recommendations discuss race or ethnicity
in the context of risk factors, research gaps, or health disparities,
no recommendation statements address racism or historical
social injustice directly.

Table 2. Examples of Social Risks Incorporated Into US Preventive Services Task Force Recommendationsa

Social risk Recommendation Reference to social risk
Location within
recommendation

Total
recommendation
statements

Food insecurity None None None 0

Housing
instability

Screening for tuberculosis infection (2016)10 How people in homeless shelters might be
at increased risk

Risk assessment 2

Transportation
needs

None None None 0

Education Screening for hepatitis B virus infection
in pregnant women (2019)11

How lower education might be a risk factor Burden of disease 9

Utility needs None None None 0

Interpersonal
violence

Screening for suicide risk in adolescents, adults,
and older adults in primary care (2014)12

How risk factors for suicide attempt include
history of being bullied

Risk assessment 3

Financial strain Risk assessment with nontraditional risk factors
for cardiovascular disease (2018)13

How more studies are needed in persons
of lower socioeconomic status

Research needs
and gaps

28

Nontarget social
risk domainsb

Screening for prostate cancer (2018)14 How African American men are more likely to
develop and die from prostate cancer and what
may be driving these differences

Risk assessment 53

a For more details (number of recommendation statements, number of
recommendations, number that address various types of social risks) on the
audit of the USPSTF recommendation statements, see Appendix E Table 2 in
the full technical brief.5

b Includes abuse (eg, intimate partner violence, elder abuse, and child
maltreatment), caregiver responsibilities, childcare access and affordability,

disabilities, discrimination/racism/stigma, early childhood education and
development, employment, health/functional status, health care/medication
access and affordability, healthy lifestyle (diet and physical activity),
immigration/refugee status, incarceration, legal needs, literacy, mental health,
neighborhood/built environment, race and ethnicity, social support/isolation,
substance use (eg, tobacco, alcohol, and other drug use), and veteran status.
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Key Challenges With Incorporating Social Risks
as a Clinical Preventive Service
The other focus of the technical brief was to examine evidence gaps
and challenges to expanding the systematic inclusion of social risks
in future clinical preventive services recommendations.

Lack of Standard to Screen Accurately for Social Risks
To consider screening for social risks as a preventive service or to
systematically address risk factors in recommendations, accurate
screening tools to identify social risks are needed. The technical
brief4,5 identified a systematic review of multidomain social risk
screening tools, which found that the reliability and validity of these
tools were uncertain.17 Few multidomain screening tools were as-
sessed in multiple studies, further limiting the ability to assess the
reliability and validity of the instruments. In addition, while the tech-
nical brief focused on screening for social risks, it is also important
to understand the distinction between social risks and unmet so-
cial needs to guide delivery interventions to persons most likely to
accept them and ultimately benefit.

Limited Evidence on Interventions to Address Social Risks
The technical brief found studies that reported positive associa-
tions with some interventions that addressed social risks, including
improved processes (eg, intervention or program activities such as
delivery of social services or patient use of referrals), reduced so-
cial risks (eg, better access to transportation), reduced health care
costs, and improvements for clinicians (eg, a better understanding
of a person’s social risk and greater confidence in addressing social
risks). However, there was limited evidence to link these improve-
ments with improved health outcomes for patients, such as im-
proved quality or length of life.4,5 It is likely that effective interven-
tions for adverse social risks could improve some health outcomes.
For example, co-located debt advice or welfare benefits in the health
care system may reduce financial strain, which in turn could im-
prove quality of life. Research testing the linkage from intermedi-
ate outcomes for social risks (such as reduced financial strain) to im-
proved quality of life is needed.

Many studies on interventions to address social risks lacked
comparison groups. This is critical for understanding whether out-
comes were improved by the intervention or by other factors.
Designs that could support causal relationships include a stepped
wedge or delayed intervention design. While randomized clinical
trials are ideal for understanding the effect of interventions, other
types of comparative observational designs could be used to infer
associations between implementation of interventions and out-
comes, particularly if there were ethical concerns with a compara-
tor not addressing a social risk (eg, not intervening in the case of
exposure to violence).

Few studies about screening or treating social risks assessed or
reported on potential harms. To understand the net benefit of clini-
cal preventive services, the USPSTF methods require evidence on
both benefits and harms. Potential harms (or unintended conse-
quences) could range from privacy concerns, to frustrations re-
lated to an inability to change social risks, to direct harms such as
social stigma/labeling and loss of parental rights. The systematic as-
sessment of harms and strategies to mitigate harms should be rou-
tinely incorporated and evaluated in primary studies for screening
and addressing social risk.

Challenges Creating Linkages Between Primary Care
and Social Services
The USPSTF makes recommendations for clinical preventive ser-
vices that are addressed or referred by primary care clinicians. Al-
though primary care clinicians screen for social factors, interven-
tions can occur in health care facilities or in social service and
community-based organizations outside of health care. Evaluating
the benefits and harms of social and community services that op-
erate completely independently of the health care system would be
outside the scope of the USPSTF, but given the potential role of pri-
mary care clinicians in screening and identifying people experienc-
ing social risks and offering or referring them to interventions, it is
important to understand the role the health care system may have
in addressing social risks.

Evidence is needed to understand the added value for primary
care clinicians in linking or referring to social service delivery organi-
zations, as well as how to best build connections between primary
care and these programs. A report from the National Academies of
Sciences, Engineering, and Medicine included recommendations
for integrating health care and social risk delivery.18 Examples of
potential integration include primary care that routinely identifies
and reflexively refers food-insecure patients to resources, such as
the Supplemental Nutrition Program (SNAP), the Special Supple-
mental Nutrition Program for Women, Infants, and Children (WIC),
and food pantries19; practices offering door-to-door transportation
at no cost to patients seeking care20; and identifying cases of poor-
quality housing during a primary care visit and offering onsite legal
services to address housing needs.21

Implementation Challenges to Addressing Social Risks
Even if the USPSTF were to find sufficient evidence to recommend
screening for a social risk, or to incorporate social risks into a clini-
cal preventive service, implementation may be a challenge for most
primary care practices.22,23 Understanding the key elements to im-
prove adoption, implementation, and sustainability of effective in-
terventions will be essential.23 By clearly describing patient, inter-
vention, comparator, and outcomes of referral to a studied social risk
intervention, researchers can better support effective implemen-
tation in primary care.

Discussion
Consistent with its mission, the USPSTF seeks to improve the care and
well-being of all US people, and advancing and achieving health eq-
uity is necessary to achieve its mission. Incorporating social risks into
clinical preventive services and focusing on them as a topic are op-
portunities to improve health outcomes and achieve health equity. Ac-
cordingly, the USPSTF is assessing the potential to incorporate social
risks more systematically into its recommendations and determin-
ing when the targeted social risks should be the focus of future rec-
ommendation statements to expand current approaches to address
health equity. For instance, systematic evidence reviews currently
commissioned by the USPSTF as part of the recommendation devel-
opment process consider whether the prevalence of a condition is
higher or outcomes are worse in certain populations.24

There are multiple ways the USPSTF can and has incorporated
social risks in its recommendations. Recommendations have
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highlighted the needs of diverse populations by considering which
groups have higher risk or experience worse outcomes from a
condition.25 This assessment of how social risks have been incorpo-
rated into the USPSTF recommendations is part of ongoing work to
advance the goal of expanding the systematic inclusion of social
risks in future recommendations but also identifies strategies that
could be considered to improve USPSTF processes. Despite cur-
rently incorporating some social risks in its recommendations and
focusing directly on certain social risks in other recommendations,
there is the potential to systematically include more social risk evi-
dence in all recommendations and aid the USPSTF to target social
risks for preventive services when appropriate.

Other organizations have described equity-focused systematic
evidence reviews that could inform USPSTF approaches.26 The
PRISMA-Equity Extension reporting guideline describes how to
identify, extract, and synthesize evidence on equity in systematic
reviews.27 The GRADE Evidence-to-Decision Framework includes a
review of the effect of recommendations on health equity (eg, ask-
ing “What would be the effect on health inequity?”).28,29 These
tools can help provide a roadmap for primary studies, systematic
reviews, and ultimately USPSTF recommendations to include an
explicit focus on health equity.

Limitations
This report has several limitations. First, the recommendations that
were reviewed represent a single point in time (all recommenda-
tions active as of December 2019), and the USPSTF processes for

addressing social risks in its recommendation statements have con-
tinued to evolve; additional evaluation is needed to assess whether
and how social risks have been considered in more recently issued
recommendation statements. Second, there is limited evidence on
social risks in clinical preventive service recommendations or as the
target of a preventive service, and the proposed advances in the
USPSTF methods will be impeded without a rapid increase in the pri-
mary study database. Third, many social risks and social determi-
nants of health continue to be measured simplistically and without
nuance, which will also limit the USPSTF methodologic advance-
ments. For example, stating the number of African American indi-
viduals included in a study does not allow inferences to be made
about the levels of structural racism, financial stability, or transpor-
tation needs represented in that study. Without careful assess-
ment of social determinants of health, social risks, and social needs
in persons included in primary prevention studies, insights into these
factors for driving population health will be limited, as will the rec-
ommendation statements that are based on these studies.

Conclusions
This report identified how social risks have been considered in the
USPSTF recommendation statements. It serves as a benchmark and
foundation for ongoing work to advance the goal of ensuring that
health equity and social risks are incorporated in USPSTF methods
and recommendations.
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