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Mission Statement

The US Preventive Services Task Force (USPSTF) works to improve the
health of people nationwide by making evidence-based recommen-
dations on effective ways to prevent disease and prolong life.

Importance
According to the US Department of Agriculture (USDA) Economic Re-
search Service’s Current Population Survey, 12.8% of households ex-
perienced food insecurity in 2022, with 7.7% of households experi-
encing low food security and 5.1% experiencing very low food security.1

Nearly one-third of households with incomes below the federal pov-
erty threshold are food insecure. Food insecurity is one among a mul-
titude of medical, psychological, and social conditions common among
economically disadvantaged households. In both children and adults,
experiencing food insecurity is associated with negative effects on
health outcomes.2,3

USPSTF Assessment of Magnitude of Net Benefit
The US Preventive Services Task Force (USPSTF) concludes that the
evidence is insufficient to assess the balance of benefits and harms
of screening for food insecurity on health outcomes in the primary
care setting. There is limited evidence on the health outcome related
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OBJECTIVE The US Preventive Services Task Force (USPSTF) commissioned a systematic
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to screening for and interventions to address food insecurity in the
primary care setting, and the balance of benefits and harms cannot
be determined; thus, the USPSTF cannot make a recommendation
for or against screening.

See the Table for more information on the USPSTF recommen-
dation rationale and assessment and the eFigure in the Supplement
for information on the recommendation grade. See the Figure for a
summary of the recommendation for clinicians. For more details on
the methods the USPSTF uses to determine the net benefit, see the
USPSTF Procedure Manual.4

Practice Considerations

Patient Population Under Consideration
This recommendation applies to all children, adolescents, and adults.

Definitions
Food insecurity is considered a social risk factor; it is a measurable
and modifiable social and economic condition influenced by broader
social and structural determinants of health and measured at the

Table. Summary of USPSTF Rationale

Rationale Assessment
Detection Adequate evidence on the accuracy of screening tools to detect food insecurity.

Benefits of early detection and
intervention and treatment

• Inadequate direct evidence about screening for food insecurity in health care settings and changes in health
outcomes.

• Inadequate evidence about health care–related interventions to address food insecurity and changes in food
security outcomes.

• Inadequate evidence on health care–related interventions to address food insecurity and changes in intermediate
or health outcomes.

Harms of early detection and
intervention and treatment

Inadequate evidence on the harms of screening and interventions. No studies reported on the harms of screening
and only 1 study reported the harms of interventions.

USPSTF assessment The USPSTF concludes that the evidence is insufficient and that the balance of benefits and harms of screening for
food insecurity in the primary care setting cannot be determined.

Abbreviation: USPSTF, US Preventive Services Task Force.

Figure. Clinician Summary: Screening for Food Insecurity

What does the USPSTF
recommend?

For children, adolescents, and adults:

To whom does this
recommendation apply?

What’s new?

How to implement this
recommendation?

The USPSTF recognizes that clinical decisions involve more considerations than evidence alone. Clinicians should understand the evidence but individualize
decision-making to the specific patient or situation.

This recommendation applies to all children, adolescents, and adults.

This is a new USPSTF topic.

What additional
information should
clinicians know about
this recommendation?

• It is estimated that 12.8% of households in the US experienced food insecurity in 2022 and nearly one-third of households
with incomes below the federal poverty threshold are food insecure.

• The USPSTF found adequate evidence on the accuracy of screening tools to detect food insecurity. However, there was
limited direct evidence on the effect of screening for food insecurity in the health care setting on health outcomes.

• The USPSTF found limited evidence on health care-related interventions addressing food insecurity and changes in food
security or intermediate or health outcomes. 

Why is this
recommendation and
topic important?

• Living in a household with food insecurity is associated with numerous health conditions. In children, this includes obesity,
asthma, mental health conditions, and worse oral health. In adults, it has been linked with obesity, diabetes, and
cardiovascular disease, among others.

• According to data from the USDA, in 2022, 20% of Hispanic households, 22% of non-Hispanic Black households,
and 9% of White households experienced food insecurity.

• There is insufficient evidence to recommend for or against screening for food insecurity in the primary care setting. 
This is neither a recommendation for nor against screening. 

• The USPSTF review only examined evidence on interventions conducted in or in patients recruited from US health care settings.
The USPSTF recognizes that food insecurity could be addressed in other settings outside of primary care.

• Clinicians should use their clinical judgment regarding whether to screen for food insecurity. Clinicians should also be aware
of the risk factors for food insecurity and listen to patient concerns.

Where to read the full
recommendation
statement?

Visit the USPSTF website (https://www.uspreventiveservicestaskforce.org/uspstf/) or the JAMA website
(https://jamanetwork.com/collections/44068/united-states-preventive-services-task-force) to read the full recommendation
statement. This includes more details on the rationale of the recommendation, including benefits and harms; supporting
evidence; and recommendations of others. 

The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening
for food insecurity on health outcomes in the primary care setting.
Grade: I statement

USDA indicates US Department of Agriculture; USPSTF, US Preventive Services Task Force.
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household or individual level.3 The Centers for Medicare & Medicaid
Services has identified 5 core social risk factors for which community
services are helpful: food insecurity, housing instability, transporta-
tion problems, utility help needs, and interpersonal safety.5 Social risk
factors often overlap. For example, food insecurity is associated with
other factors such as housing instability and transportation issues.
A related term, “social need,” refers to the desire for assistance in ad-
dressing a social risk factor and reflects an individual’s priorities.6

Food insecurity is defined as an economic and social condition
of perceived limited or uncertain access to sufficient amounts of nu-
tritious food needed for an active and healthy life.7 Food insecurity
can be long term, temporary, episodic (eg, running out of money at
the end of the month), or related to a specific event (eg, loss of em-
ployment). It can also differ among household members, such as
when parents or caregivers go without food to maintain their chil-
dren’s diet. Food insecurity differs from hunger, which is generally
defined as an individual-level physiological state that may result from
food insecurity.8

Individuals may respond to food insecurity by changing their pre-
ferred variety of foods, food sources (eg, grocery stores, conve-
nience stores, or food pantries), the amount of food they con-
sume, or going without food.9,10 The USDA provides clarification on
both food insecurity and food security. Regarding food insecurity,
“very low food security” is when some household members reduce
their food intake because of an inability to afford enough food, and
“low food security” is when at some point during the year, house-
holds reduced the quality, variety, or desirability of their diets but
maintained normal eating patterns.11 Food security is also divided
into 2 categories: “marginal food security,” in which households had
problems or anxiety accessing food at times but did not substan-
tially alter the quality, variety, or quantity of their intake, and “high
food security,” in which households had no problems or anxiety about
consistently accessing adequate food.11

Populations at Risk
Poverty, due to unemployment or other conditions, is the primary
cause of food insecurity. Studies have reported that certain popu-
lations, such as households with children (particularly those with chil-
dren younger than 6 years); households headed by a single care-
giver; households of those with incomes below 185% of the poverty
level; older adults; individuals with disabilities; and veterans are at
higher risk for food insecurity.3 Having a chronic medical condition
is both a risk factor for and associated with food insecurity. Persons
living in low-income neighborhoods are at increased risk of food in-
security for several reasons, including limited access to healthy foods,
fewer full-service grocery stores, and limited public and private trans-
portation options.12-14

There are significant disparities in food insecurity by race and
ethnicity. According to data from the USDA, in 2022, 20% of Hispanic
households, 22% of non-Hispanic Black households, and 9% of
White households experienced food insecurity.1 Recent estimates
for Native American/Alaska Native populations are not available, but
in the decade leading up to a 2010 report, annual estimates ranged
between 20% and 30%.15

Screening Tests
There are limited data on how screening tools are used in clinical prac-
tice. Multiple social risk factors are often assessed via multidomain

tools (eg, Well Child Care, Evaluation, Community Resources, Ad-
vocacy, Referral, Education [WE CARE]; Protocol for Responding to
and Assessing Patients’ Assets, Risks, and Experiences [PRAPARE])
rather than screening for food insecurity alone.3,16 The most fre-
quently used and studied single-domain screening tool for food in-
security is the 2-item Hunger Vital Sign tool. The first question asks
respondents if during the past 12 months, they (1) worried about run-
ning out of food and not having money to buy more, and (2) expe-
rienced running out of food and not having money to buy more.17-19

It is derived from, and validated against, the USDA Household Food
Security Survey.19

Treatment or Interventions
Interventions applicable to health care settings include food pre-
scription programs; food boxes or pantries provided in, or linked to,
clinics; and medically tailored meals.20,21 Another common form of
primary care–based intervention is care coordination linking pa-
tients with local, state, or federal programs. The majority of these
programs, such as food pantries, free lunch programs, the Special
Supplemental Nutrition Program, or the Special Supplemental Nu-
trition Program for Women, Infants, and Children are delivered in
community settings rather than through primary care.

Suggestions for Practice Regarding the I Statement
Potential Preventable Burden
Living in a household with food insecurity as a child is associated with
obesity, asthma, mental health conditions, and worse oral health.2,22

Experiences of hunger due to food insecurity during childhood have
also been associated with poor health later in life.23,24 Adults with
food insecurity often experience chronic diseases such as obesity,
diabetes, hypertension, and cardiovascular disease. The exact rea-
sons for these connections are unclear, but evidence suggests that
stress, challenges managing existing health conditions, dietary
changes toward less healthy options, and changes in gut bacteria
could all play a role.3

Potential Harms
No studies reported on the harms of screening.25,26 Potential harms
include stigma, fear of involvement in the legal/justice system (eg,
disclosing food insecurity, prompting Child Protective Services in-
volvement), and other privacy concerns.

Current Practice
Several studies indicate that clinicians and patients believe that so-
cial risks and/or needs, including food insecurity, should be ad-
dressed in health care settings. However, estimates of screening for
food insecurity vary considerably across providers (between 25%
and 100%).27 The screening tool, setting, type of visit, format/
mode of delivery, and timing of screening varies across practice
settings.28 Additionally, some health care systems use screening tools
to measure prevalence and better understand the needs of their
population, while others screen and follow with referrals, clinical care,
and additional services.20

While it is known that food and nutritional security change over
time, there is limited research on the appropriate screening inter-
val for food insecurity. Most screening tools do not assess the du-
ration or periodicity of food insecurity and therefore cannot assess
whether it is temporary.29 One study of food insecurity over the first
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years of the COVID-19 pandemic found that children of caregivers
who received general social needs screenings and relevant refer-
rals every 6 months had greater improvements in social needs than
those who received annual well-child screenings and referrals.30

Other Related USPSTF Recommendations
The USPSTF has recommendation statements related to other so-
cial drivers of health, including screening for intimate partner vio-
lence, elder abuse, and abuse of vulnerable adults and the primary
prevention of child maltreatment.31,32

Supporting Evidence
Scope of Review
The USPSTF commissioned a systematic review to evaluate the ben-
efits and harms of screening for food insecurity in the health care
setting. To be included in the review, studies had to have occurred
in a health care setting and include screening conducted in a clini-
cal setting or identified through a health care delivery or payment
system and interventions or programs integrated into, associated
with, or referred from health care.3,33 Studies limited to partici-
pants who were undergoing cancer treatment, had other acute medi-
cal or psychiatric conditions, or had severe malnutrition or known
nutritional deficiencies were excluded from the review.3,33

Accuracy of Screening Tests and Risk Assessment
Ten fair-quality studies with a total of 123 886 participants as-
sessed 1-item (1 study), 2-item (8 studies), or 6-item (1 study) screen-
ing tools for performance.3,33 All were derived from the USDA’s 18-
item Household Food Security Survey. Study settings included
primary care (4 studies), primary care plus emergency department
(2 studies), emergency department (1 study), and dental clinic
(1 study).3,33 The remaining 2 studies analyzed US Census data. Five
studies included only adult participants, 4 studied families with chil-
dren, and 1 studied teenagers and young adults (aged 15 to 25 years).
Eight studies only administered the reference standard and then as-
sessed agreement between item subsets and the full version.3,33

For the 2-item screening tool, the sensitivity was typically above
95% and specificity was above 82% when the screening tool was
fully embedded in the reference standard (in most cases, the 18- or
6-item version of the Household Food Security Survey) or admin-
istered within the same larger questionnaire.3,33 However, the lack
of independent administration of the screening tool likely overes-
timated the performance of the screening tool under usual clinical
use.3,33 The 1-item screening tool had the lowest accuracy, with a sen-
sitivity of 59% and specificity of 87%, but it was also the only study
of the screening tool in which it was administered independently
from the reference standard.3,33

Benefits of Screening and Interventions
The USPSTF identified 1 fair-quality randomized clinical trial (n = 789)
examining the benefits of screening for food insecurity in families
with children younger than 6 years.3,33 Parents in the intervention
group were screened for child maltreatment risk factors (intimate
partner violence, parent depression, substance misuse, and use of
corporal punishment), which included food insecurity. Families
screening positive for food insecurity were given information on how

to access federal and local food-related assistance. It found no dif-
ference in the percentage reporting food insecurity after 6 months
between the intervention group (29.6% with food insecurity) and
usual care (29.8% with food insecurity).34

The USPSTF reviewed 2 fair-quality studies (n = 220) examin-
ing the benefits of health care–related interventions on food secu-
rity, intermediate outcomes, and health outcomes.3,33 The first was
a randomized crossover trial (n = 44) that included home delivery
of medically tailored meals to patients with diabetes for 12 weeks.35

At the end of the study period (24 weeks), the intervention was as-
sociated with reduced food insecurity (41.9% with food insecurity
while receiving meals vs 61.5% while not receiving meals; P = .05),
improved mental health quality of life (4.7-point change from base-
line while receiving meals vs 0.8-point change while not receiving
meals), and improved diet quality (eg, the 100-point total Healthy
Eating Index score improved by 14.1 points while receiving meals com-
pared with baseline but declined by 17.3 points while not receiving
meals). However, there was no impact on other quality-of-life mea-
sures; physiologic measures of blood pressure, lipid levels, or glu-
cose levels; or cost-related medication underuse.3,33,35

The second fair-quality study (n = 176) was a nonrandomized
study of interventions comparing children in families who partici-
pated in a mobile food pantry with a propensity score–matched co-
hort of pediatric patients from the same neighborhood as the mo-
bile pantry participants or from nearby neighborhoods not offering
a mobile pantry program.36 At 6 months, the study found a smaller
increase in body mass index among those who participated in the
mobile food pantry. It did not report between-group differences in
food insecurity but reported a 1-point reduction (4.3 to 3.3) on a
6-point food insecurity scale among participants in the interven-
tion group.

Several other studies (27 studies) were found that did not con-
tribute to the USPSTF assessment of the evidence because they were
of poor quality due to a high risk of bias for the outcomes of inter-
est. Many were pre-post studies or were designed for other pur-
poses (eg, primary interest in other outcomes or comparative
effectiveness).3,33

Harms of Screening and Treatment
The USPTF found no eligible studies on the harms of screening.3,33

Only 1 study of interventions, the trial of home-delivered meals
(n = 44), provided data on intervention harms. Harm was observed
for only 1 participant who experienced gastrointestinal distress.35

Response to Public Comments
A draft version of this recommendation statement was posted for
public comment on the USPSTF website from June 25, 2024, to July
22, 2024. Some comments expressed that the evidence reviewed
by the USPSTF was too narrow in scope and should have included
interventions outside the primary care setting and evaluated pro-
grams such as the Special Supplemental Nutrition Program for
Women, Infants, and Children and the Supplemental Nutrition As-
sistance Program. USPSTF recommendations focus on services that
can be provided in or referred from the primary care setting. The
USPSTF did not review evidence on federal programs because these
are not under the auspices of health care systems. The USPSTF did
include studies of interventions to help facilitate enrollment in these
programs. Several commenters asked that the USPSTF include

Clinical Review & Education US Preventive Services Task Force USPSTF Recommendation: Screening for Food Insecurity

E4 JAMA Published online March 11, 2025 (Reprinted) jama.com

© 2025 American Medical Association. All rights reserved, including those for text and data mining, AI training, and similar technologies.



evidence from a broader range of studies (eg, qualitative studies or
studies without comparison groups). Some commenters also noted
that, given the importance of food, it may be unethical to conduct
trials that include a control or comparison group. The USPSTF re-
views evidence from multiple, well-conducted studies to ad-
equately determine the benefits and harms of preventive services.
For this topic, the USPSTF also included nonrandomized studies and
quasi-experimental studies in its review. The USPSTF understands
the necessity of food and the complexities involved in conducting
and evaluating studies on food insecurity. It is currently studying how
to best address this and other types of social risk topics (see the Other
Considerations section). Additionally, the USPSTF has a separate
commentary addressing this challenging topic.37

Last, some commenters expressed concern that the I state-
ment would be interpreted as a recommendation against screen-
ing or that interventions to address food insecurity are ineffective.
The USPSTF wishes to clarify that the I statement is a determina-
tion that the evidence is insufficient to assess the balance of ben-
efits and harms of screening for food insecurity and is neither a rec-
ommendation for nor against screening. Clinicians should continue
to use their clinical judgment to determine if screening is appropri-
ate for individual patients.

Other Considerations
The USPSTF recognizes the important connection between a per-
son’s social and economic condition and their health and continues
to explore how to best incorporate social needs into its recommen-
dation process. Given the potential evidence base and the feasibil-
ity of primary care–based interventions, screening for food insecu-
rity was chosen as an initial focus for a recommendation about a social
risk. To assess the balance of benefits and harms, the USPSTF needs
evidence that screening for food insecurity leads to health ben-
efits. In the absence of this type of direct evidence, the USPSTF looks
for evidence linking studies that show screening tests are accurate
with evidence showing that interventions reduce food insecurity and
improve health outcomes. However, as the USPSTF reviewed this
topic, there were several aspects specific to screening for social risk
that complicated its assessment of the balance of benefits and harms.

First, there are limitations to food insecurity interventions that
can be provided or referred from the primary care setting. As a so-
cial condition, food insecurity requires direct intervention on the
social circumstances (ie, poverty) that cause it. Primary care–
based and primary care–referrable interventions generally offer only
limited “treatment” of food insecurity through interventions that pro-
vide access to community resources, or limited access to food with-
out changing a person’s social circumstance (eg, income).

Second, addressing social risk factors in primary care may not
have the same direct relationship with health outcomes that is seen
with health-focused screenings or interventions. Social risk factors
such as food insecurity rarely exist in isolation, and screening for or
intervening in one social risk may not completely address the im-
pact on health outcomes.

Third, social determinants may also shape a patient’s situation
in a manner that affects their ability to effectively receive other clini-
cal preventive or primary care services, indirectly affecting a vari-
ety of health outcomes. For example, a patient’s food insecurity sta-
tus may be important to identify when providing primary care
management of diabetes, separately from providing resources for
food insecurity directly. Identifying and addressing a social risk such
as food insecurity in the primary care setting may also be necessary
to help a patient attend to other preventive care needs.

Fourth, social needs (factors with which patients would like as-
sistance), as opposed to social risks identified by screening, may com-
plicate the direct benefit of screening. For example, a clinician may
identify a patient with food insecurity, but if the patient or clinician
prioritizes other concerns, the effect of screening and subsequent
interventions may be limited.6

Last, the USPSTF’s determination was partly based on the small
number of acceptable studies on the benefits and harms of food in-
security interventions in the primary care setting. It is reasonable,
however, to recognize that providing adequate food and nutrition
to individuals without consistent access to it due to poverty is a cru-
cial component of overall health. Given these points, the USPSTF is
further exploring how its established methods for assessing the ben-
efits and harms of a preventive intervention can be most effec-
tively used for food insecurity and perhaps other social determi-
nants of health topics as well.

Recommendations of Others
Several organizations provide guidance on screening and interven-
tions for food insecurity. The American Academy of Family Physi-
cians recommends that family physicians use a social risk screening
instrument that includes food insecurity.38 The American Acad-
emy of Nutrition and Dietetics,39 the American Academy of
Pediatrics,40 and the American Diabetes Association41 suggest using
the 2-item Hunger Vital Sign screening tool to assess the possibility
of food insecurity. The American College of Cardiology/American
Heart Association,42 American College of Physicians,43 and the
American College of Obstetricians and Gynecologists44 recom-
mend screening but do not endorse a specific screening tool. AARP
has developed a resource guide and toolkit for implementing food
insecurity screening and referral for older patients in primary care.45
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