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Structured Abstract

Background: Identifying and addressing patients’ social conditions is becoming a focus of many
national efforts to reduce health inequities and improve overall health and well-being. Evidence-
based guidance is limited on how clinicians should screen for social risk factors and elicit patient
priorities about social needs. Evidence is also limited on which social interventions improve
health outcomes for patients facing social adversity.

Purpose: This Technical Brief aims to identify research related to screening and intervention for
social risk factors and to outline important gaps in the research. It also presents an overview of
contextual factors and challenges of implementing social risk screening and interventions in
healthcare. The landscape of research provided in this Technical Brief will inform considerations
of the implications for the U.S. Preventive Services Task Force (USPSTF) portfolio of
recommendations for preventive services in primary care. In keeping with the USPSTF scope,
this Technical Brief focuses on population-based screening in primary care to detect
unrecognized social risk factors and interventions to address them, which is different than
helping patients with their perceived social needs.

Methods: This Technical Brief integrates a systematic search of published literature, hand
searches of gray literature, and discussions with Key Informants to inform eight Guiding
Questions (GQs): GQL1, valid tools for detecting social risk; GQ2, the effects of social risk-
related interventions; GQ3, how improvements in process (e.g., patients screened, identified
unmet needs, referrals/resources provided), healthcare utilization (e.g., emergency department
visits, inpatient admissions), and social risk (e.g., receipt of public or other benefits, reduction of
unmet needs) outcomes affect physiologic and behavioral health outcomes; GQ4, perceived or
potential challenges with implementation of social risk factor screening and intervention within
healthcare and their potential solutions; GQ5, challenges or unintended consequences and
acceptability of screening and interventions for social risk factors to patients and clinicians;
GQ6, ways in which the USPSTF has addressed social risk in its recommendations; GQ7,
guidance from other professional organizations; and GQ8, research gaps. We included
individual-level and healthcare system—level interventions addressing seven social risk domains:
housing instability, food insecurity, transportation difficulties, utility needs, interpersonal safety,
education, and financial strain. The evidence for each GQ was synthesized in a narrative format,
with supporting summary tables appropriate to the identified evidence.

Findings: Many multidomain social risk screening tools are available but vary widely, and few
are validated. Food security, housing, and transportation were identified by Key Informants as
the most important social needs to identify in healthcare. We identified 106 social risk
intervention studies, 69 percent of which targeted multiple social risk domains. The most
frequently addressed domains were food insecurity, followed by housing instability, financial
strain, and transportation needs. The majority of studies were conducted in primary care. Thirty-
eight studies (36%) used an observational design with no comparator, and 19 studies (18%) were
randomized, controlled trials. Healthcare utilization measures were the most commonly reported
outcomes in the 68 studies with a comparator. Many perceived or potential barriers to the
implementation of social risk screening or intervention programs in healthcare were identified,
such as stigma and privacy concerns, lack of referral resources, and logistical barriers (e.g.,
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transportation issues) that make it difficult for patients to follow through with referrals.
However, few actual unintended consequences were encountered during implementation of
social risk screening and intervention in included studies that reported these outcomes. Social
risk factors—primarily socioeconomic status, race and ethnicity, and substance use—are
mentioned in two-thirds of USPSTF recommendation statements in the context of disparities or
inequalities, research gaps, risk assessment, or differences in condition prevalence. Most other
professional organizations provide only limited information on social risk—related activities on
their websites, although six explicitly promote clinician engagement in social risk screening and
referrals. Evaluation of the body of evidence identified from our published literature searches
shows areas where evidence is lacking, including the actual challenges encountered during
implementation of social risk screening and intervention in healthcare settings and ways these
challenges have been addressed successfully; use of social risk data to alter clinical care of
patients to accommodate identified social barriers; and the effectiveness of social risk
interventions in improving health outcomes in the general population.

Conclusions: There are many multidomain social risk screening tools available, but few
included validity testing. Key Informants suggested that food security, housing, and
transportation are the most important social needs to identify in healthcare, and these are three of
the most frequently addressed domains in included studies. The majority of studies address
multiple social risk domains, and most outcomes reported show positive intervention effects.
Social risk factors—primarily socioeconomic status, race and ethnicity, and substance use—are
mentioned in two-thirds of USPSTF recommendation statements, and six other professional
medical organizations explicitly promote clinician engagement in social risk screening and
referrals.
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Definitions and Target Social Risk Domains

Social determinants of health: The underlying, communitywide “social and economic
conditions in which people live, rather than the immediate needs of any one individual’*

Social risk factors: The measurable and intervenable individual-level social and economic
conditions that are shaped by broader social and structural determinants of health

Social needs: Social risk factors that a patient prioritizes as important to address?

Target social risk domains for this Technical Brief:

Housing instability

Food insecurity

Transportation difficulties

Utility needs

Interpersonal safety (excluding aspects already addressed by U.S. Preventive Services
Task Force recommendations*)

e Education

e Financial strain

Nontarget social risk domains for this Technical Brief: All social risk domains not listed
above as target domains (e.g., employment, healthcare and medication access/affordability)

*Intimate partner violence, elder abuse, and child maltreatment
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Chapter 1. Background

Significance and Purpose

The relationship between social conditions and health outcomes is well established, although
available data do not support conclusions about whether this relationship is causal or
correlational. For example, there is a strong, graded, and consistent association between income
and health. Low socioeconomic status is related to mortality from each of the broad categories of
chronic diseases, communicable diseases, and injuries as well as mortality from each of the 14
major causes of death in the International Classification of Diseases. Socioeconomic status is
also associated with a number of risk and protective factors for disease and other causes of death,
including smoking, sedentary behavior, overweight, stressful life conditions, social isolation, and
receipt of preventive healthcare.® For example, a 2014 systematic review of the impact of social
conditions on outcomes for patients with type 2 diabetes found that some social determinants
have an impact on glycemic control, lipid levels, and blood pressure, and they mediate or
moderate other variables, such as self-care, access to care, and processes of care.*

Social conditions and the structural forces that shape them underlie preventable disparities in
many health and disease outcomes and affect a substantial segment of the U.S. population. In
2018, there were an estimated 38.1 million people in poverty in the United States, including 11.9
million people younger than age 18 years. The poverty rate was highest for children younger
than age 18 years at 16.2 percent, compared with 10.7 percent for people ages 18 to 64 years and
9.7 percent for people age 65 years and older.® An estimated 1.42 million people experienced
sheltered homelessness at some point in 2016, one-third of whom were families with children.®
In 2018, 8.5 percent of people in the United States were uninsured for the entire year,” and the
Bureau of Labor Statistics reports an unemployment rate of 3.5 percent in the United States in
December 2019.8

Identifying and addressing patients’ social conditions is becoming a focus of many national
efforts to reduce health inequities and improve overall health and well-being. In 2014, the
Institute of Medicine recommended a set of 11 core social and behavioral domains and measures
for inclusion in electronic health records, but the recommendations do not reference related
interventions when risks are identified.® Many professional organizations, including the
American College of Physicians, American Academy of Pediatrics, and American Academy of
Family Physicians, also have recently issued statements, position papers, and guidelines
promoting the importance of addressing social conditions to reduce health inequities and
improve outcomes.'%*2 However, evidence-based guidance is limited on how clinicians should
screen for select social risk factors and elicit patient priorities about social needs. Evidence is
also limited on which social interventions improve health outcomes for patients facing social
adversity.

In keeping with its focus on recommendations for primary care providers about preventive
services for asymptomatic people, the U.S. Preventive Services Task Force (USPSTF) is
interested in understanding the effectiveness of population-based screening in primary care
to detect unrecognized social risk factors and interventions to address them. This is a
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different focus than helping patients with known or suspected social risks, where addressing
social risks is part of patient care management. The USPSTF considers services that are provided
in or referable from primary care. While screening for social risk factors can be done in primary
care clinical settings, most interventions to address social risks take place outside the clinical
setting in public health, social service, and community-based organizations. Therefore,
addressing social risks in primary care usually involves referral to community or public
resources, which requires effective partnerships with these resources.

This Technical Brief aims to identify completed and in-process research related to
screening and intervention for social risk factors and to outline important gaps in the
research. It also presents an overview of contextual factors and challenges of implementing
social risk screening and interventions in healthcare, as well as the ways in which the USPSTF
and other professional organizations have addressed social risk in their recommendations. The
landscape of research provided in this Technical Brief will inform considerations of the
implications for the USPSTF portfolio of recommendations, such as the type of evidence the
USPSTF would need to make a recommendation related to social risk screening and the methods
required to evaluate the evidence in support of an evidence-based recommendation.

Given the amount of information addressed by this Technical Brief, many of the details are
found in the appendixes.

Definitions

Because of the strong relationships between social and economic circumstances and health,
social conditions are often referred to as “social determinants of health.” The World Health
Organization defines social determinants of health (SDH) as “the conditions in which people are
born, grow up, live, work and age. These conditions influence a person’s opportunity to be
healthy, his/her risk of illness and life expectancy. Social inequities in health—the unfair and
avoidable differences in health status across groups in society—are those that result from the
uneven distribution of social determinants.”*3 Healthy People 2020 defines SDH similarly, as
“conditions in the environments in which people are born, live, learn, work, play, worship, and
age that affect a wide range of health, functioning, and quality-of-life outcomes and risks.”**

Health and healthcare stakeholders conceptualize, categorize, and define SDH in many ways. For
example, Healthy People 2020 highlights five primary SDH domains: economic stability,
education, social and community context, health and healthcare, and neighborhood and built
environment. Each of these broad domains has several subcategories; as an example, economic
stability is shaped by poverty, and key indicators of poverty can include employment status, food
insecurity, and housing instability.'* These individual-level indicators of poverty are sometimes
referred to as social risk factors.

Consensus on the precise distinctions between social determinants and social risk factors is not
yet firmly established.>?*° For the purposes of this Technical Brief, we refer to social
determinants of health as the underlying, communitywide “social and economic conditions in
which people live, rather than the immediate needs of any one individual.”* We define social
risk factors as the measurable and intervenable individual-level social and economic conditions
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that are shaped by broader social and structural determinants of health. Social risk factors are
increasingly incorporated into screening tools used in healthcare settings. Social risk factors
captured on these screening tools, however, are not always reflective of patient priorities or
perceived needs. We also use the term “social needs” to refer to social risk factors that a patient
prioritizes as important to address.?

Approaches to screening for social risk factors—and to eliciting patient perceptions of social
needs—differ among healthcare settings and target populations. As one example, in 2017, the
Centers for Medicare & Medicaid Services (CMS) developed a screening tool for use in clinical
settings that focuses on a select number of social risk factors included under the broad social
determinants domains. The tool includes five core patient social risk factors that CMS considered
most actionable in healthcare settings: housing instability, food insecurity, transportation
difficulties, utility needs, and interpersonal safety. It also includes supplemental domains related
to financial strain, employment, family and community support, education, physical activity,
substance use, mental health, and disabilities.'® Other healthcare sector groups have proposed
similar patient-level social risk screening tools that reflect different social risk domains. Box 1
provides a comprehensive list of domains and subdomains included in common social risk
screening tools, many of which are summarized by the Social Interventions Research and
Evaluation Network (SIREN) and available at https://sirenetwork.ucsf.edu/tools-
resources/mmi/screening-tools-comparison/adult-nonspecific.t’

Notably, race and ethnicity is included in some social risk screening tools currently in use in
many clinical settings. The use of race and ethnicity as predictors of social risks can be
problematic because of the potential to reinforce stereotypes and bias, as well as
overrepresentation of racial and ethnic minorities in prediction models. In addition, the
relationship between race and ethnicity and health is often confounded with factors like poverty,
lower education, homelessness, and unemployment, and has important historical roots in slavery,
discrimination, and racism. As a result, in the United States a disproportionate number of people
living below the poverty threshold are Hispanic or Latino, Mexican American, or African
American.'* African American people experience homelessness more than other groups.® In
2018, Hispanic, African American, and Asian people had higher uninsured rates than non-
Hispanic White people,” and unemployment rates were highest in American Indian, Alaska
Native, and African American people compared with other groups.'® African American and
Hispanic people also have lower rates of educational attainment compared with Asian and non-
Hispanic White populations.t®

Current Clinical Practice

Processes for successfully integrating social risk screening and intervention into clinical practice
have not been fully developed. Further, significant barriers remain to widespread adoption of
social risk screening in clinical practice, such as time constraints and lack of provider training on
and knowledge of available community and government resources to which patients can be
referred.?’ Despite increased recognition of the importance of SDH generally, the prevalence of
social risk screening in clinical settings remains low. In a 2017-2018 nationally representative
survey, 33 percent of 2,190 physician practices and 8 percent of 739 hospitals reported no
screening for any of the five core domains of the CMS Accountable Health Communities (AHC)
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Model (food insecurity, housing instability, utility needs, transportation needs, and interpersonal
violence). Only 16 percent of practices and 24 percent of hospitals reported screening for all five
domains.?! After an electronic health record—based social risk screening tool was activated in a
national network of more than 100 community health centers, only 2 percent of patients with a
visit over a 2-year period had a documented social risk screening, and more than half of these
screenings included responses for only one social risk domain.?
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Chapter 2. Methods

Guiding Questions

The Guiding Questions (GQs) below were used to guide data collection for this Technical Brief.
Due to ethical considerations, we anticipated that no studies would provide direct evidence of the
effects of screening for social risk factors on health outcomes (i.e., trials comparing screening
with no screening, without intervention); therefore, our analytic framework represents an indirect
pathway linking screening to health outcomes. We looked for literature addressing valid tools for
detecting social risk (GQ 1); the effects of social risk—related interventions (GQ 2); and how
improvements in process (e.g., patients screened, identified unmet needs, referrals/resources
provided), healthcare utilization (e.g., emergency department visits, inpatient admissions), and
social risk (e.g., receipt of public or other benefits, reduction of unmet needs) outcomes affect
physiologic and behavioral health outcomes (GQ 3). For GQ 4, we provide the context for
implementation of social risk factor screening and intervention within healthcare, including
perceived or potential challenges faced and their potential solutions. For GQ 5, we address the
challenges or unintended consequences and acceptability of screening and interventions for
social risk factors reported in studies. GQs 1 to 5 are mapped onto a standard analytic framework
for USPSTF screening topics (Figure 1). For GQs 6 and 7, we audited the ways in which the
USPSTF (GQ6) and other professional organizations (GQ7) have addressed social risk in their
recommendations. For GQ 8, we summarize the gaps in social risk screening and intervention
research.

1. What are the available multidomain screening tools to identify social risk and what social
risk domains do they identify? How valid are these tools? How does measurement of
specific social risk domains vary by screening tool?

2. What social risk—related interventions have been evaluated? What are the characteristics
of the studies that have evaluated these interventions and what outcomes do they report?

3. What are the effects of improvements in process outcomes, healthcare utilization
outcomes, or social risk outcomes on physiologic and behavioral health outcomes?

4. What are the perceived or potential challenges to implementation of widespread
screening and interventions for social risk factors within healthcare? What potential
solutions have been proposed to address these challenges?

5. What are the challenges or unintended consequences of screening and interventions for
social risk factors to patients and clinicians? What is the acceptability of screening for
and intervening on social risk factors for patients and clinicians?

6. To what extent has the USPSTF already addressed social risk in its recommendations?
How have health disparities and social risk been examined in USPSTF recommendation
statements?

7. How have other professional organizations provided guidance or resources related to
social risk factors? What methods from other organizations may be applicable for
USPSTF considerations?

8. What are the key gaps in social risk research and implementation of screening and
interventions for social risk factors?
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This Technical Brief integrates discussions with Key Informants, searches of the gray literature,
and searches of the published literature.

Discussions With Key Informants

Solicitation of stakeholder views through the Key Informant process was critical to ensure the
relevance and utility of the Technical Brief to the USPSTF. We conducted 60-minute,
semistructured telephone interviews with 17 Key Informants who contributed to an
understanding of current clinical context and issues with implementation and apprised us of any
published or in-process studies they were aware of. Key Informants were identified from the
SIREN Research Advisory Committee; the National Academies of Sciences, Engineering, and
Medicine (NASEM) Committee on Integrating Social Needs Care into the Delivery of
Healthcare; and researchers currently conducting studies and actively publishing in the field.
These experts represent primary care, policy, research, patient advocacy, social services, public
health, Federal agency, and payer perspectives, and their work addresses many social risk
domains, disadvantaged populations, and healthcare and community settings. Many clinicians
who directly provide patient care and health system representatives were recruited to obtain
multiple perspectives on practice variations, issues with implementation, and current clinical
context.

We had two sets of interview questions—one focused on the evidence base (GQs 1, 2, 3, 5, and
8) used with researchers and one focused on implementation of social risk screening and
interventions (GQ 4) used with implementation experts (Appendix A). We limited our
standardized questions to no more than nine non-government—associated individuals per set of
interview questions (four Key Informants are Federal employees). One team member served as
the interviewer and one to three additional team members took notes on a standard guide created
by the research team. All interviews were audio recorded with Key Informant consent. One team
member listened to each audio recording and categorized segments of interviewee responses by
one or more GQ. The team then integrated findings from Key Informant interviews with
evidence from the published and gray literature.

Gray Literature Search

GQs 1 to 5 were partly informed by searches of the gray literature. We reviewed conference
abstracts and proceedings and other preliminary, unpublished study findings and searched
Clinicaltrials.gov and Health Services Research Projects in Progress (HSRProj) for in-process
research. Our evaluation of contextual factors and implementation challenges included
information from conference and committee proceedings, such as:

e The NASEM committee on Integrating Social Needs Care Into the Delivery of Health
Care to Improve the Nation’s Health.?®

e A national conference focused on Medical and Social Care Integration hosted by
SIREN, the Oregon Community Health Information Network, and Kaiser Permanente.

e SIREN Webinars on patient acceptability of social risk screening, the validity of social
risk screening tools, and community resource referral platforms. SIREN is housed at the

Screening and Interventions for Social Risk Factors 6 Kaiser Permanente EPC



Center for Health and Community at the University of California, San Francisco, and is
supported by Kaiser Permanente and the Robert Wood Johnson Foundation. SIREN’s
mission is to improve health and health equity by advancing high-quality research on
healthcare sector strategies to improve social conditions.

GQs 6 and 7, covering the ways in which the USPSTF (6) and other professional organizations
(7) have addressed social risk in their recommendations, were answered by audits of relevant
websites. GQ 6 involved an audit of all USPSTF recommendation statements for any discussion
of social risk or health disparities, and GQ 7 required an audit of professional organizations’
websites. In our audit of professional organizations’ websites, we also looked for any identified
gaps in social risk research to inform GQ 8.

Published Literature Search

GQs 1 to 5 involved searches of the published literature (Appendix A). Any published or in-
process studies and articles suggested by Key Informants were evaluated and incorporated when
relevant. We worked closely with a research librarian to develop our search strategy, which was
peer reviewed by a second research librarian. Searches were limited to articles published in
English. The Medical Subject Heading for SDH was not introduced until 2014, so prior
published literature cannot be captured using that heading. Thus, search terms focusing on
individual social risk domains and interventions were employed. Our search strategies were
guided by those used in existing reviews on the topic, with necessary tailoring to fit the scope of
this Technical Brief.?4?> We did not conduct a separate search for available screening tools (GQ
1) because a 2019 review covers this question.?* We searched the Cochrane Database of
Systematic Reviews, Cochrane Central Register of Controlled Trials, Ovid MEDLINE,
Sociological Abstracts, and Social Services Abstracts from database inception to December
2018.

We supplemented searches by reviewing reference lists of recent reviews and primary studies,
the evidence library on the SIREN website through May 2021, and the LitWatch Newsletter (a
regular audit of information sources to locate newly published research, guidelines, or both
relevant to USPSTF topics) through May 21, 2021. Literature search results were managed using
DistillerSR systematic literature review software (Evidence Partners, Ottawa, Canada).

Inclusion and Exclusion Criteria

As shown in Box 1, the range of social risk domains is very broad and required narrowing to
keep the Technical Brief feasible and relevant to the USPSTF scope and purpose. As such,
searches for GQs 1 to 5 were limited to modifiable social risk domains for which there are
primary care—referable interventions that are available to most patients. We aligned our included
domains to those in the CMS AHC Model since it is a demonstration in 31 different sites across
the United States, all domains in the model were required to be intervenable, and most
communities have interventions in most of the social risk categories as defined by the model.
Therefore, we included studies focusing on all the core domains of the CMS AHC Model (i.e.,
housing instability, food insecurity, transportation difficulties, utility needs, and interpersonal
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safety) except for the aspects of interpersonal safety that are already addressed by USPSTF
recommendations (i.e., intimate partner violence, elder abuse, and child maltreatment). We also
included studies addressing education and financial strain—two of the supplemental domains
included in the CMS AHC Model for which intervention may include adaptation of the care plan
to accommodate needs.?® Throughout this Technical Brief, we refer to these seven social risk
domains we are focusing on as our “target domains” and all other domains as “nontarget
domains.”

The inclusion criteria shown in Table 1 guided our published literature searches as well as
abstract and article review for GQs 2 to 5. Studies of patients of all ages conducted in the general
population were included. Studies targeting persons with a specific disease were excluded
because these studies are typically focused on management of the particular condition and are
not applicable to other patients. However, studies that recruited patients with one or more
unspecified chronic illness were included. Interventions were included if they addressed at least
one of the target social risk domains: housing instability, food insecurity, transportation
difficulties, utility needs, aspects of interpersonal safety that are not already addressed by
USPSTF recommendations, education, and financial strain. Interventions at the individual and
healthcare system levels targeting a single or multiple social risk domains were included.
Included studies had to have a link to the healthcare system. Randomized and nonrandomized
controlled intervention studies; cohort, case-control, observational, and pre-post studies; and case
series were included for GQs 2 and 3. For GQ 4, all study designs were included except case
reports. For GQ 5, all study designs except case reports, editorials, and reviews were included.
No studies were excluded based on outcomes reported.

Data Management and Presentation

One team member reviewed the title and abstracts of all articles identified for GQs 1to 5. A
second reviewer verified a subset of abstracts to ensure sufficient interrater reliability and clarity
about inclusion criteria. Two reviewers then independently evaluated the full text of all
potentially relevant articles. Differences in the abstract or full-text review were resolved by
discussion. For studies meeting inclusion criteria, we designed data abstraction forms to gather
pertinent information from each article, including participant, intervention, and study
characteristics. One reviewer abstracted information into the forms, and a second member of the
team reviewed data abstractions for completeness and accuracy.

Presentation of study findings is limited to descriptive text of the authors’ results summary, with
no evaluation of the results. Following the standard procedures for Technical Briefs, quality
assessment (i.e., critical appraisal) of identified studies was not conducted. The evidence for each
GQ has been synthesized in a narrative format, with supporting summary tables and figures
appropriate to the identified evidence.

Expert Reviewers

Expert reviewers were invited to provide written comments on the draft Technical Brief.
Reviewer comments on the preliminary draft of the Technical Brief were considered by the
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Evidence-based Practice Center in preparation of the final draft of the Technical Brief.
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Chapter 3. Findings

GQ1. What Are the Available Multidomain Screening Tools to
Identify Social Risk and What Social Risk Domains Do They
Identify? How Valid Are These Tools? How Does
Measurement of Specific Social Risk Domains Vary by
Screening Tool?

We did not conduct a separate search for available screening tools because we identified a 2019
review by Henrikson and colleagues that addressed this question.?* This review includes
randomized and nonrandomized study designs describing development or empirical use of
screening tools assessing two or more social risk domains in U.S. populations published since
2000. It excludes tools assessing health behavior or behavioral health only.

Validity of Screening Tools

Henrikson and colleagues evaluated the degree to which gold standard methods were used to
develop the screening tools, as well as the available psychometric and pragmatic evidence for the
tools using the Psychometric and Pragmatic Evidence Rating Scale (PAPERS) criteria.?’
PAPERS includes nine psychometric properties (internal consistency, convergent validity,
discriminant validity, known-groups validity, predictive validity, concurrent validity, structural
validity, responsiveness, and norms) and five pragmatic properties (cost, accessibility of
language, assessor burden [training], assessor burden [interpretation], and length).

For the 18 tools included in the Henrikson review that are intended for use in primary care
settings and address at least one of the seven domains targeted in this Technical Brief, the
number of items in the tools range from seven to 118, and administration time ranges from 5 to
25 minutes (see Appendix B Table 1 for tool citations). Henrikson and colleagues found that
few gold standard methods were used in measure development. The median was two of eight
steps for gold standard measurement (range, 0 to 7). Only two screening tools provide a clear
construct definition, but expert input was sought for measure development in 12 tools. Seven
tools performed reliability and validity tests. In subsequent empirical use, nearly three-quarters
of the tools had been modified from their original forms with the addition, deletion, or alteration
of items in studies.

No tool reported discriminant validity, known-groups validity, structural validity, or
responsiveness, and few tools reported on other psychometric properties. One of the three tools
that reported predictive validity was rated as poor and two as minimal. Two of the three tools
that reported on internal consistency were rated as adequate and one as excellent. Overall, the
total psychometric scores for the tools on the PAPERS scale are low, ranging from -1 to 9 (mode
of 2), out of a possible range of -9 to 36. Based on these ratings, Henrikson and colleagues
concluded that there are currently no social risk screening tools with evidence that they can
accurately identify social risk, detect changes in social risk, and measure intervention effects.
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Experts have recently argued for methods to address unmet social needs beyond the use of
validated social risk screening tools. As discussed below, two-thirds of the tools in the Henrikson
review frame one or more questions in a manner to detect patient-identified social needs, but few
tools assess patients’ desire for an intervention to address identified social needs. Studies have
found inconsistencies between patients screening positive on social risk screening tools and those
who want help; therefore, a validated tool that measures social risk accurately, alone, may not
effectively address patients’ perceived needs, and offering referrals based on patient priorities,
perceived needs, and desire for assistance may be a more successful strategy.?

Pragmatic properties of the tools are reported more frequently than psychometric properties, with
the majority of tools reporting some pragmatic properties. Fourteen tools are available in the
public domain and 14 were rated as “excellent” in terms of accessible language.

Domains Addressed in Screening Tools

Appendix B Table 1 presents the domains addressed in the 18 tools included in the Henrikson
review that are intended for use in primary care settings and address at least one of the seven
domains targeted in this Technical Brief. The most frequently included domains (in 10 or more
tools) are food insecurity, intimate partner violence, housing instability, financial strain,
education, and social isolation. Four of these are target domains included in this Technical Brief,
while two are nontarget domains (intimate partner violence, social isolation). Three nontarget
domains—incarceration history, migrant farm work, and veteran status—are only included in
one tool (PRAPARE).

Variation in Assessment of Social Risk Domains

Appendix B Table 2 shows the variation in the ways the tools assess the seven social risk
domains included in this Technical Brief. We could not identify a description of assessment
methods for two tools. All items have yes/no responses or response options to choose from. The
only open-ended questions are highest level of school completed in several tools and monthly
housing costs in one tool. Twelve tools frame one or more questions in terms of concerns,
worries, problems, troubles, or some combination thereof to detect patient-identified social
needs. Only five tools (AHC Health-Related Social Needs Screening Tool, Social History
Template, Health Leads Social Needs Screening Toolkit, WE CARE, and Your Current Life
Situation) ask whether patients/families would like help with needs they have identified. Areas of
variation in the assessment of specific domains include the following.

Food Insecurity

The frame of reference for questions about food insecurity ranges from the previous 3 to 12
months, current concerns, or both. Tools inquire whether patients/families have enough food, and
three tools also ask about intake of fruits and vegetables or healthy food. Legal tools ask whether
respondents are eligible or have previously been denied Special Supplemental Nutrition Program
for Women, Infants, and Children (WIC) or Supplemental Nutrition Assistance Program (SNAP)
benefits.
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Housing Instability

Questions regarding housing address current housing status, housing quality, and concerns about
future homelessness.

Transportation Needs

Nearly all tools that assess transportation needs do so in the context of people being able to
attend medical appointments. Only one tool asks about car ownership.

Utility Needs

All tools addressing utility needs ask about electricity, gas, oil, and water, and three tools include
phone access as a utility need. Some tools include utility needs as part of housing questions.

Interpersonal Violence

Tools inquiring about interpersonal violence refer to violence, safety, or both in daily life, from
friends, or in the neighborhood.

Education

Several tools ask about continuing education needs (e.g., General Educational Development
services), and others focus on education in the context of healthcare (e.g., reading hospital
materials such as pharmacy instructions or medical pamphlets) or simply ask respondents to note
their highest completed level of education.

Financial Strain

Tools addressing financial strain ask about ability to cover basic necessities (food, housing,
medical care, and heat) or make ends meet. Several tools include items on income and work
status.

Screening Tools Used in GQ2 Studies

The Henrikson and colleagues review identified and described available multidomain screening
tools. Supplemental information about what screening tools are being used in studies comes from
the evidence identified in our literature searches. Forty-eight of the 106 studies included for GQ2
had a screening component, with one or more screening tools used.?*® The most frequently used
screening tool was the 2-item Hunger Vital Sign tool’":® (k = 15), followed by the U.S.
Department of Agriculture Household Food Security measure” (k = 4), Health Leads® (k = 4),
and WE CARE®’%® (k = 2). The Homeless Screening Clinical Reminder,® the Children’s
HealthWatch survey,! iScreen,®? Cutt’s 3-item Housing Insecurity tool,®® PRAPARE,? and the
Legal Health Check-Up survey® were each used in one study. Some of these tools only address a
single domain so are not included in the Henrikson review or Appendix B Table 1. Twenty-one
studies used a study-developed screening tool, some of which were developed de novo while
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others were modifications of existing tools, supporting the finding in the Henrikson review that

the majority of tools were modified when used after development, 31:34:35,37,40.42-45,47,48,52,54,55,57-
60,67,70,71

Key Informant Feedback on Social Risk Screening Tools

Further information about the use of screening tools comes from our Key Informant interviews.
We asked Key Informants the following questions about screening tools:

e Which screening tools have you had experience with? Why did you select that tool?

e How have you used the tool? What format or mode of delivery did you use (e.g., in-
person interview, patient-completed on paper vs. electronically)? In what settings have
you used it?

e What do you like or not like about the tool? Do you have a sense of how [other]
clinicians have reacted to the screening instrument?

e What do you think are the most important social needs to identify in healthcare? Why?

Key Informants reported using a wide variety of social risk screening tools, including many of
those listed in Appendix B Table 1—the CMS AHC tool,®® Health Leads Social Needs
Screening Toolkit,® Institute of Medicine domains,®” PRAPARE,2 and the tools used by
SONNET investigators (i.e., Medicare Total Health Assessment and Your Current Life Situation
surveys)®—and technologies or platforms through which these tools are administered, such as
HelpSteps,® Healthify®! and NowPow.% Some reported that their organization developed their
own tool for screening. Key Informants reported selecting screening tools for a variety of
reasons. Those criteria included tools that were clinically validated, had a limited time burden,
would result in nationally comparative data, met organizational needs, and incorporated the most
important patient needs.

“We do customize a little bit for the community based on what we understand
from focus groups and community needs assessments to be the key domains of
social needs, and then we have a series of questions within each domain that
follow a branching logic model.... We pulled from PRAPARE, in various domains
we tried to pull from the best of what's out there and then we built a lot of
additional steps beyond those based on people's initial responses to those
questions.”

Screening tools are used in person, electronically, or by telephone, and many have employed
screening tools spanning multiple modalities for maximum flexibility and reach. Among the
tools used, Key Informants liked electronic-based screening because of its ease of use and
flexibility. However, they acknowledged that electronic or telephone-based screening limited
opportunities for developing trust between patients and providers. While most Key Informants
reported using screening tools in clinic or emergency department settings, some also noted that
their organizations were considering future use in community-based settings, such as grocery
stores or libraries.
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Drawbacks to screening tools mentioned by Key Informants include patients’ privacy concerns,
the burdensome nature of the tool, production of results that are not actionable, and the idea that
screening tools discourage a “whole-person” view of patients. Key Informants reported wide
variation in how other clinicians had reacted to screening instruments, which depended greatly
on the organizational environment and leadership. Some clinicians were hesitant to share their
patients’ private information or were skeptical about interventions that would result in a higher
clinical burden (e.g., additional paperwork). Many clinicians were also surprised to find high
levels of social risks with their patient populations. The acceptability of social risk screening to
patients and providers is discussed further in our GQ5 findings below.

Thirteen Key Informants named specific social needs they consider the most important to
identify in healthcare. The most frequently cited social needs were food security, housing, and
transportation (Figure 2). Many noted that these social needs are important because they are the
most actionable within the healthcare setting or the most critical to well-being. Key Informants
also recognized that patients should define the social needs that are most important to them and
that the most important issues differ by community:

“As a doc, | need to know the context of my patient. If I'm going to prescribe a
therapeutic regimen | need to know if they're going to have transportation or food
access or other barriers. I'm going to accommodate my plan accordingly. So, the
information is valuable in the clinical environment, but it's difficult to gain.”

“Those that are amenable to change are important to identify. It’s hard to directly
affect poverty, but food and housing insecurity and unemployment are amenable
to intervention.”

“What's really tricky about trying to identify the top issues is that it changes so
much from community to community. So, | think you want to be cautious about
saying food insecurity and housing are the biggest issues. You know, food
insecurity might be a bigger issue in [some areas] where there are no grocery
stores available, but social isolation might be a bigger issue in rural communities
where people might not have access to transportation.... Different people are
having issues with different pieces.”

GQ2. What Social Risk-Related Interventions Have Been
Evaluated? What Are the Characteristics of the Studies That
Have Evaluated These Interventions and What Outcomes Do

They Report?

Our literature searches identified 106 studies®2%76:931%0 (reported in 117 articles) meeting
inclusion criteria for GQ2 (Appendix A Figure 1). Excluded studies are listed in Appendix H.
Participant, intervention, and study characteristics for included studies are presented in
Appendix C Tables 1, 2, and 3. The tables are categorized by social risk domain targeted.
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Participant Characteristics

Thirty studies had a pediatric focus and only enrolled children and adolescents younger than age
18 years (and their caregivers) 29,30,32-34,36-38,41,43,47,49-51,56,59,61,64,67-69,72,75,106,124,126,132,139,148,150

Sixty-seven studies enrolled only adults, including older adults (ages 18 years and

Older) 31,39,40,42,44-46,48,52-54,58,60,62,65,66,70,71,73,74,76,93-101,103,104,107-113,115-117,119-123,125,127-130,133-138,140-
147.149.151 fjve enrolled children and adults,>°5°7114131 three enrolled participants of all ages,
102,105,118 and one enrolled children/adolescents and older adults.%

Fifty-four studies recruited a general, nontargeted patient population;2°-32-36:38-41,43-47,49-52,55,56,60,61,
63-69,72-76,93,94,96-98,101,103,110,116,121,123,134,137,138,141,142,146-148 a” other studies targeted SpeCifiC patient
populations. Participants were most frequently selected based on specific social risk(s) (e.g.,
homeless, |OW income) (22 StudieS)_31,37,48,58,95,100,102,105,114,118—120,122,126—128,130,133,135,136,139,143
Figure 3 shows the number of studies with targeted recruitment of patients who had particular
demographic, medical, or social risk characteristics; age and specific social risk(s) are the most
frequent.

Intervention Characteristics

Interventions in 94 studies targeted patients, caregivers, or both?9-38:41-4446-49,51-55,57,59-76,95,97,99-115,
117-143,145-150 and 12 studies targeted physicians or other clinicians, 39:40:45:50.56.58,93,94,96,98,116,144

Figure 4 shows the percentage of studies targeting each of our included social risk domains (i.e.,
housing instability, food insecurity, transportation difficulties, utility assistance, interpersonal
safety, education, and financial strain). The majority of studies (k = 73 [69%]) targeted multiple
social risk domains (range, 2 to 14; mode, 8), including target and nontarget domains,2%-31:3537.38,
40-45,48,49,55-60,62,64,65,67,69-71,73,93,96,98-100,102,105,109,113-115,117,118,120,122,125-131,133,134,136,139-145,149,150 The
majority of the studies targeting a single domain address food insecurity (23 studies), followed
by financial strain (5 studies), and transportation needs (4 studies). One study each addressed
housing instability, utility needs, and education. None of the studies addressed interpersonal
violence alone.

To investigate whether social risk interventions that focus on children and their families differ
from those targeting adults, a comparison of the social risk domains addressed in pediatric and
adult studies was conducted and is presented in Table 2. Food insecurity and housing instability
were the most frequently addressed domains in both pediatric and adult studies.

Many of the social risk domains addressed in studies with multiple domains are nontarget
domains. These are listed in Table 3 along with their frequency of inclusion.

Figure 5 shows the number of studies addressing each of the target social risk domains, whether
alone or along with other domains. The most frequently addressed domains are food insecurity,
housing instability, and financial strain.

Twenty-four studies evaluated interventions that focused on addressing one or more social risks
but also included one or more other components related to medical management (Table
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4)l42,48,70,104-107,109,110,113,114,117,118,122,123,125,128-130,134,136,143,145,149 In these StUdieS, itis not pOSSible to

know whether outcomes are due to the effects of the social risk component(s) or these other
elements. Case management or care coordination, health education, and in-home healthcare are
the three most frequently included nonsocial need components.

Study Characteristics

Figure 6 shows the clinical settings for included studies, with the majority taking place in
primary care (55%)’30,32—44,46—52,54—56,58—61,64,65,69,73,74,93—98,100,102,103,107,108,110—112,114,118,121,122,124,126,135,
137,142,146,149 followed by multiple settings (14%),29,72,75,76,105,113,120,125,132-134,139,141,145,150 emergency
departments (9%),31,57,68,71,101,109,116,117,128,148 inpatient hOSpitals (7%)’66,99 ,123,127,130,131,136,145
patients’ homes (6%),104106.115,119.129,140 g tnatient clinics (6%),%55363.138.144.147 telephone or web-
based care (2%), 270 urgent care (1%),%” and transitional housing (1%).1*® Studies in the home
setting include referral via telephone to community resources. Some studies that recruited
participants in primary care and other clinical settings include in-home visits as part of the
intervention.

Figure 7 shows that more than a third of studies (k = 38 [36%]) used an observational design
with no comparator 32,33,37,38,41,42,44,46,49-51,53,55,58,60,64-66,68-71,73,75,76,95,98,102,104,107,108,113,118,120,124,
132,137,148 Many of these were descriptions of feasibility testing with small cohorts reporting
outcomes such as the number of patients screened, the number with one or more social needs,
and the number referred to a community resource. The most common study design with a
Comparator iS pre_post (k - 34) 34,39,40,43,45,52,57,59,63,72,74,93,94,96,97,100,101,109,110,115,116,121,122,125,126,

133,136,138,140.143,145-147.150 fg| |lowed by randomized, controlled trials (RCTs) (k = 19),2930-3347.56.67.99,
103,106,114,117,123,127-129,134,139,141,144 and Cohort Studies (k - 15) 31,36,48,54,61,62,105,111,112,119,130,131,135,142,

149 Table 5 shows the number of studies addressing the social risk domains by study design.

Table 6 shows the six categories of outcomes reported in studies, including process, social risk,
physiologic and behavioral health, healthcare utilization, cost, and provider outcomes, as well as
the frequency that specific outcomes are reported in the 68 studies that include a comparator (i.e.,
RCTs, pre-post, and cohort studies). These outcome categories are adapted from those used by
Gottlieb and colleagues in their 2017 systematic review.?® Following their categorization,
process outcomes include intervention or program activities (e.g., patients screened) or outcomes
attributable to intervention activities (e.g., patient use of referrals), while social risk outcomes
represent changes in social risks.

Healthcare utilization outcomes are the most commonly reported (k = 38),31:3%36,48,57,62,97,99,101,105,
106,109-112,114,119,122,123,125-131,133-136,138,139,142-145,147,149 especially emergency department ViSitS and
inpatient admissions, followed by physiologic and behavioral outcomes (k = 32) such as mental
health status and Changes in Substance Use.29'31’35'36’48’52'54'59’61'67'72’97'99'100'103’105'106'109’114’ 117,121,126~
128,130.131,133,134,139-141,150 Some of the outcomes in the physiologic and behavioral health outcomes
category (e.g., changes in substance use or dietary intake) do not fit the standard USPSTF
definition of a health outcome. Twenty-seven studies?®-31:34:3547,48,57,59,67,72,74,97,103,105,106,109,116,121,
126,128,131,133,136,139,140.146 reported social risk outcomes (e.g., resolution of food insecurity), 21
studlies?%-31:36.39.4043.45.47,5254,56,57,59,63,93,94,97.116,126.129.141 ranrted process outcomes (e.g., referrals
Or resources pI‘OVided), 15 StudiesQ?,105,106,109,110,115,119,125,126,128,133,135,136,143,145 reported cost
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outcomes (e.g., return on investment), and six studies*%:°>":939496.144 renorted clinician outcomes
(e.g., confidence in social risks knowledge and screening). Six RCTs2%3047.56.129.141 raported
process outcomes, nine RCTs?%:30:35,47.67,.103.106,128.139 renorted social risk outcomes, 13 RCTs?%3
67,99,103,106,114,117,127,128,134.139.141 renorted physiologic and behavioral health outcomes, 11 RCTs*
99,106,114,123,127-129,134,139,144 renorted healthcare use outcomes, two RCTs%®28 reported cost
outcomes, and one RCT** reported clinician outcomes.

Healthcare utilization outcomes were reported in 30 of 67 studies (45%) but in only four of 30

pediatric studies (13%), while physiological and behavioral health outcomes were reported in a
similar percentage of adult and pediatric studies (21/67 adult studies [31%] and 10/30 pediatric
studies [33%]) (Table 7).

The study characteristics table (Appendix C Table 3) includes a summary of the results copied
from the article. In order to provide some indication of effective intervention types, we also
categorized the results by outcome category as positive, negative, no effect, or mixed results
based on the study authors’ results summary. Intervention effects that are in the study’s intended
or targeted direction are considered positive (e.g., reduced emergency department visits,
increased patient use of referrals), and effects that are contrary to the intended direction are
considered negative (e.g., increased substance use, increased number of unmet needs). Figure 8
shows the effects by outcome category in the 68 studies that included a comparator (i.e., RCTSs,
pre-post, case-control, and cohort studies). Results categorized as “mixed” include those that
report a combination of outcomes for that category that are positive and negative, positive and no
effect, or negative and no effect. The majority of process, social risk, cost, and provider
outcomes reported show positive intervention effects. The plurality of physiologic and
behavioral health outcomes and healthcare utilization outcomes are positive, but more than a
third of these outcomes show mixed effects. Only one study reported negative outcomes. This
study found positive intervention effects on social risk and mental health outcomes but found
more frequent primary care appointments in the intervention group, although the intervention
was intended to reduce the number of appointments, and an increase in not knowing where to
seek help in the intervention group.®” Appendix C Table 4 shows the effects by outcome
category and domain for the studies including a comparator, but comparison is limited by the
small number of studies.

Figure 9 shows the number of studies addressing each social risk domain and the type of
outcomes reported in the 68 studies that included a comparator (i.e., RCTs, pre-post, and cohort
studies). The largest number of studies addressed housing instability and financial strain with
healthcare utilization and physiological and behavioral health outcomes reported, followed by
food insecurity with process and physiological and behavioral health outcomes reported and
transportation needs with healthcare utilization outcomes reported.

In-Process Studies

ClinicalTrials.gov and the HSRProj database were searched for in-process, active studies
addressing one or more of our target social risk domains (food insecurity, housing instability,
transportation needs, utility needs, interpersonal violence, education, and financial strain)
(Appendix A).
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The ClinicalTrial.gov search yielded 14 active studies, including three focused on food
insecurity, two on financial strain, and nine on multiple social risk domains. Sample sizes range
from 120 to 60,000, and completion dates range from July 2018 to July 2023 (Appendix C
Table 5). The HSRProj search yielded 11 active studies, including two focused on food
insecurity, two on housing instability, and two on education, and five addressing multiple social
risk domains. Six of these are observational or cross-sectional studies. Most do not report sample
size, but one includes 20 health systems. Completion dates range from 2020 to 2023 (Appendix
C Table 6).

GQ3. What Are the Effects of Improvements in Process
Outcomes, Healthcare Utilization Outcomes, or Social Risk
Outcomes on Physiologic and Behavioral Health Outcomes?

Although most studies that reported physiologic and behavioral health outcomes also reported
other outcomes, only four included studies reported on the effects of changes in process
outcomes, social risk outcomes, or healthcare utilization outcomes on physiologic and behavioral
health outcomes. Two of these studies found an association, and two did not.

Studies Showing Positive Association

e An observational study of 80 low-income adults receiving welfare benefits advice
services in primary care practices found statistically significant increases in psychosocial
aspects of quality of life, as measured by the 36-ltem Short-Form Health Survey (SF-36),
in those whose income increased after the intervention but not in those whose income did
not increase after the intervention.%®

e A pre-post study of 901 adults accessing co-located welfare benefits and debt advice
services in the primary care setting found that those whose advice resulted in positive
outcomes (e.g., reduction in perceived financial strain) demonstrated significantly
improved well-being scores compared with controls.®’

Studies Showing No Association

e One RCT including 1,809 families seen for children's medical services in primary or
urgent care evaluated the impact of in-person provision of targeted information related to
community, hospital, or government resources addressing needs prioritized by caregivers.
An exploratory analysis found that the intervention’s effect on children’s overall health
status as reported by caregivers was not mediated by reductions in social needs.?

e A pre-post study of 756 chronically homeless adults receiving case management,
supported housing, and facilitated access to healthcare found that increases in number of
days in their own housing after the intervention were not significantly associated with
improvement in the SF-12 Health-Related Quality of Life Physical Component score or
the number of medical problems.>
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GQ4. What Are the Perceived or Potential Challenges to
Implementation of Widespread Screening and Interventions
for Social Risk Factors Within Healthcare? What Potential
Solutions Have Been Proposed to Address These
Challenges?

GQ4 focuses on perceived or potential barriers to the implementation of screening or
intervention programs in healthcare, and their potential solutions. The included literature for
GQ4 comprises eight reviews (narrative reviews, scoping reviews, and technical briefs), 26 case
studies, 36 other descriptive research studies (qualitative research, survey research, and
observational studies), and 16 opinion articles (commentaries, editorials, and letters to the editor)
(Appendix D). All reviews and opinion articles were reviewed; however, given the volume of
case studies and descriptive research available, evaluation of information from these sources
started with the most recently published literature (2019) and continued backward in time until
saturation of information was achieved. In qualitative synthesis, saturation refers to the
likelihood that sampling additional data will not yield new or useful information.> In other
words, after 12/26 (46%) case studies and 19/36 (53%) other descriptive research studies had
been reviewed, the information presented in the remaining articles became redundant.

Key Informant interviews, including seven interviews with SDH researchers and 10 interviews
with implementation experts, also contributed information relevant to these questions. Key
Informants were asked:

e What are the major challenges you’ve experienced in implementing screening for social
risk in healthcare settings?

e What are the major challenges from the healthcare delivery perspective in linking patients
with community-based resources that can help reduce the burden of social risks?

e What are your thoughts on how these challenges might be addressed?

Recurring themes identified from the literature and Key Informant interviews were summarized
according to patient-, provider-, health system-, or community-level factors that pose challenges
to implementation of social risk screening or intervention in healthcare settings, and proposed
solutions to these challenges. Key themes are summarized in Appendix D Tables 1 and 2, with
the most commonly referenced challenges at the top of each section and illustrative examples or
quotes for each theme and data source provided as applicable. Blank cells indicate a lack of
published information or stakeholder input pertinent to that theme and data source. Some of the
themes identified (e.g., “leadership buy-in” or “financial sustainability”) applied to
implementation of both screening and intervention programs but were only summarized in one
section of the table.
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Perceived Challenges to Implementation of Social Risk Screening and
Interventions

Patient-Level Challenges

The most commonly cited patient-level challenges to implementation of screening programs in
the literature were stigma and privacy concerns. These were also mentioned in five Key
Informant interviews. Other challenges to screening included:

e Concerns about the value of screening to patients
e Issues regarding screening form completion

The most commonly cited patient-level challenge to implementation of intervention programs
was logistical barriers that make it difficult for the patient to follow through with the referral
(e.g., transportation issues), which was also described in two Key Informant interviews. Other
challenges to interventions included:

e Lack of evidence of impact of social risk interventions on patient outcomes, including
social risk outcomes, health outcomes, and harms

e Low utilization of referrals/resources and lack of patient engagement

e Patient dissatisfaction with outcome of referrals/resources

Provider-Level Challenges

The most commonly reported provider-level challenge to implementation of screening programs
was provider concern about lack of referral resources. This challenge was also reported in seven
Key Informant interviews. Other challenges to screening included:

Provider burden and workflow issues

Lack of knowledge; inadequate training

Lack of confidence or comfort with screening
Lack of support

The only provider-level challenge to implementation of intervention programs we identified
was lack of provider enthusiasm to sustain the intervention following the conclusion of research-
funded interventions. This challenge was reported in one Key Informant interview.

Health System-Level Challenges

The most commonly cited health system—level challenge to implementation of screening
programs cited in the literature was concerns about collection and management of social risk data
by the healthcare organization and partnering organizations that may not have the technical
knowledge or resources to do so effectively. This challenge was also discussed in five Key
Informant interviews. Other challenges to screening included:
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Coding, documentation, and payment considerations
Issues related to social risk screening tool selection
Lack of evidence-based screening recommendations
Concerns about data privacy and use

Universal vs. targeted (“high-risk™) screening
Buy-in from health system leadership

The most commonly cited challenge to implementation of intervention programs was
sustainability of funding. This challenge was also cited in four Key Informant interviews. Other
challenges to intervention included:

Partnership with community resources

Staffing challenges

Lack of effective implementation strategies to put social risk interventions into practice
Lack of evidence of impact of social risk interventions

Community-Level Challenges

We did not identify any community-level challenges for implementation of screening programs.
The most commonly reported challenge to implementation of intervention programs was limited
capacity of social resources. This challenge was reported in four Key Informant interviews.
Other challenges to intervention included:

e Lack of availability of nutritious food at food banks
e Political uncertainty

Proposed Solutions to Challenges of Implementing Social Risk
Screening and Interventions

Our review of literature for proposed solutions to the challenges of implementing social risk
screening and interventions in clinical care also included a recently published report by NASEM
titled “Integrating Social Care Into the Delivery of Health Care: Moving Upstream to Improve
the Nation’s Health.”?* NASEM appointed a committee of 18 subject matter experts from
foundations, social work associations, educational institutions, and other organizations to
“examine the potential for integrating services addressing social needs and the SDOH [SDH]
into the delivery of health care with the ultimate goal of achieving better health outcomes.” The
committee considered multiple sources of information, including peer-reviewed literature,
reports from organizations and governmental agencies, gray literature, and invited presentations
from experts in the field. The primary recommendations resulting from this committee’s work
and examples of each are:

e Design healthcare delivery to integrate social care into healthcare.
o Develop and communicate an organizational commitment to addressing social needs.
o Recognize that provision of comprehensive healthcare includes an understanding of
the individual’s social context.
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o Use patient-centered care models to help incorporate social risk data into healthcare
decisions.

Build a workforce to integrate social care into healthcare delivery.

o Licensing boards, professional associations, and other relevant organizations should
better develop and standardize the scopes of practice of social workers and
community health workers.

o Social care workers should be eligible for reimbursement for their services.

o Organizations that credential healthcare providers should emphasize knowledge about
social risk factors in licensing examinations and continuing education requirements.

Develop a digital infrastructure that is interoperable between healthcare and social care

organizations.

o The federal government should promote and support a digital infrastructure to allow
healthcare systems, social care organizations, and consumers to interoperate.

o The Office of the National Coordinator should be resourced to adopt interoperable
data systems and processes that will allow partners to securely share the data
necessary to provide comprehensive health and social care services.

Finance the integration of healthcare and social care.

o CMS should define social care services that Medicaid can financially cover.

o CMS should also promote and support pilot programs to better understand how
integration of health and social care services can improve health and reduce
healthcare costs.

Fund, conduct, and translate research and evaluation on the effectiveness and

implementation of social care practices in healthcare settings.

o Funding agencies such as the National Institutes of Health, Agency for Healthcare
Research and Quality, and Patient-Centered Outcomes Research Institute should
encourage new research that incorporates a range of study designs and methods.

o CMS should finance and support state pilot programs designed to evaluate the
integration of social and healthcare and facilitate the dissemination of findings.

Additional details from the report are in the NASEM column of Appendix D Table 2.

Far fewer proposed solutions were identified than barriers and challenges in the reviewed
literature and Key Informant interviews; however, most barriers or challenges have at least one
proposed solution. Proposed solutions to the most commonly cited challenges and barriers are
outlined below and described in greater detail in Appendix D Table 2. Solutions to less
frequently cited challenges and barriers are also summarized in Appendix D Table 2.

Proposed Solutions to Patient-Level Challenges

The most commonly cited patient-level challenges to implementation of screening programs
were stigma and privacy concerns. Proposed solutions for these challenges included:

Use of patient-centered care models
Developing a trusting relationship with patients
Identification of patient strengths and assets when screening for social risk factors
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The most commonly cited patient-level challenge to implementation of intervention programs
was logistical barriers that may prevent the patient from following through with the referral (e.g.,
lack of transportation). A proposed solution was to explore alternative delivery models, such as
co-located services (e.g., food pantries or WIC services offered in the healthcare setting).

Proposed Solutions to Provider-Level Challenges
The most commonly reported provider-level challenge to implementation of screening programs

was provider concern about lack of referral resources. Proposed solutions for this challenge
included:

Increasing provider incentives to screen

Facilitating provider access to referral and support services
Partnering with organizations that maintain referral lists
Use of Social Service Resource Locator vendors

Frequent updating of resource lists or databases

The only provider-level challenge to implementation of intervention programs was lack of
provider enthusiasm to sustain the intervention. Proposed solutions included:

e Sharing outcomes data with clinicians
e |dentification of clinical champions

Proposed Solutions to Health System-Level Challenges

The most commonly cited health system—level challenge to implementation of screening
programs was concerns about social risk data collection and management by the healthcare
organization and partnering organizations. Proposed solutions to this challenge included:

e Developing digital infrastructure that is interoperable between healthcare and social care
organizations

e Integrating social risk data into electronic medical record systems

e Partnering with data analytic vendors

The most commonly cited challenge to implementation of intervention programs was
sustainability of funding. Proposed solutions included:

e Financing the integration of healthcare and social care
e Payment reform (e.g., expanding Medicare coverage for social needs services)
e Exploring novel funding opportunities (e.g., public-private partnerships)

Proposed Solutions to Community-Level Challenges
No community-level challenges were identified for implementation of screening programs. The

most commonly reported challenge to implementation of intervention programs was limited
capacity of social resources. Proposed solutions included:
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e Supporting community partners with financial and infrastructure needs
e Warm handoffs to community partners to ensure that resources are available for referrals

GQ5. What Are the Challenges or Unintended Consequences
of Screening and Interventions for Social Risk Factors to
Patients and Clinicians? What Is the Acceptability of
Screening for and Intervening on Social Risk Factors for
Patients and Clinicians?

GQ5 addresses data on challenges or barriers reported in studies, including feedback from
patients and providers about satisfaction/acceptability after participation in social risk screening
or interventions, so much of the data for this question come from patient and provider surveys,
interviews, and focus groups. The articles meeting inclusion criteria for GQ5 were reviewed and
information was stratified by patients vs. providers; screening, intervention, or both; and for each
type of outcome (i.e., satisfaction/acceptability vs. challenge/unintended consequence)
(Appendix E Table 1). Fifty-two studies provided data on patient- or clinician-reported

satisfaction or challenges after implementation of social risk screening or
interventions 31,33,40,43,44,50,51,55,56,61,65,66,74,93,96,99,101,103,109,123,124,126,132,137,140,141,144,146,148,149,154-175

Patients

Satisfaction/Acceptability

Thi rty'One articIeS31,43,55,61,74,93,96,99,101,103,123,126,137,141,146,148,149,154,156-159,161,162,164-166,168,170,173

included positive reports of patient satisfaction with screening and/or interventions and reported
improvements in the patient-provider relationship and high comfort levels.

Challenges/Unintended Consequences

Eleven articles>!6°66.124.126,140144,158,160.164.171 ranorted challenges/unintended consequences of
screening, interventions, or both for patients, including:

e Discomfort (e.g., shame about social needs)

e Confidentiality issues (e.g., fear of legal repercussions such as being reported for child
maltreatment due to food insecurity)

e Paradoxical effects of improvement in social needs (families who participated in SNAP
and increased their earned income had their SNAP benefits reduced or cut off; they
subsequently faced economic strain that diminished their ability to pay for housing,
utilities, healthcare, or food)

Two articles reported that there were no adverse effects from the intervention, 40144
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Providers

Satisfaction/Acceptability

Eighteen articles reported on provider satisfaction with social risk screening, intervention, or
both,33:50:56.74,93,96,124,132,137,162-164,167,169,172-175 Sevienteen of the 18 reports of provider satisfaction
with screening and intervention were positive, with providers stating that screening was not
overly time consuming and led to improvements in the patient-provider relationship, patient care,
and provider knowledge and competence. The one negative report was related to difficulty in
incorporating the intervention into clinician schedules.?*

Challenges/Unintended Consequences

Fifteen articles®34044:50.51,93,109,144,155,164,167,169,172, 174,175 reported on challenges/unintended
consequences of social risk screening, interventions, or both for providers, including:

e Lack of time (e.g., not enough time to conduct screening or followup on positive results)
e Inability to track success of referrals (because of lack of data-sharing agreements and
capacity to call clients back)

GQ6. To What Extent Has the USPSTF Already Addressed
Social Risk in Its Recommendations? How Have Health
Disparities and Social Risk Been Examined in USPSTF

Recommendation Statements?

In December 2019, the recommendation statements for all currently active topics in the USPSTF
portfolio were audited for any mention of social risk or health disparities to assess the extent to
which the USPSTF has addressed social risk in its recommendations. The text was scanned for
any terms related to target or nontarget social risk domains. As described in a recent USPSTF
editorial’’® and in Appendix F Table 1, the USPSTF has issued recommendations on 14 topics
that are included in some definitions of SDH, although many of these are more commonly
considered behavioral and mental health factors rather than social risk factors:

e Screening for Intimate Partner Violence, Elder Abuse, and Abuse of Vulnerable Adults
Primary Care Interventions to Prevent Child Maltreatment

Screening for Depression in Adults

Screening for Depression in Children and Adolescents

Interventions to Prevent Perinatal Depression

Screening and Behavioral Counseling Interventions to Reduce Unhealthy Alcohol Use in
Adolescents and Adults

Screening for Unhealthy Drug Use

e Primary Care—Based Interventions for Illicit Drug Use in Children and Adolescents
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e Behavioral and Pharmacotherapy Interventions for Tobacco Smoking Cessation in
Adults, Including Pregnant Women

e Primary Care Interventions to Prevent Tobacco and Nicotine Use in Children and
Adolescents

e Behavioral Counseling to Promote a Healthy Diet and Physical Activity for
Cardiovascular Disease Prevention in Adults With Cardiovascular Risk Factors

e Behavioral Counseling to Promote a Healthy Diet and Physical Activity for
Cardiovascular Disease Prevention in Adults Without Known Risk Factors

e Behavioral Interventions for Weight Loss to Prevent Obesity-Related Morbidity and
Mortality in Adults

e Screening for Obesity in Children and Adolescents

Text pertaining to social risk was abstracted from the recommendation statements and coded by
the social risk domain(s) addressed (food insecurity, housing instability, transportation needs,
education, utility needs, interpersonal violence, financial strain, and other domains that are not
targeted in this Technical Brief) and the section of the recommendation statement in which it was
found.

As shown in Appendix F Table 2, 85 active topics were audited. Recommendation statements
for 57 topics address social risk in some way and 28 do not. Discussion of target social risk
domains in the recommendation statements is infrequent. Financial strain is mentioned in 28
recommendation statements, education in nine, interpersonal violence in three, and housing
instability in two. Transportation and utility needs and food insecurity are not mentioned in any
recommendation statements. In contrast, one or more nontarget social risk domains are discussed
in 53 of the 57 recommendation statements addressing social risk. The most commonly
referenced nontarget social risk domains are race and ethnicity (in 46 recommendation
statements) and substance use (i.e., tobacco, alcohol, or drug use; in 23 recommendation
statements).

The recommendation statements describe social risk factors in the context of disparities or
inequalities, discuss social risk factors as important research gaps, include social risk factors as
elements of risk assessment, or identify social risk factors as potential reasons for differences in
prevalence of the condition. Discussion of social risk in the recommendation statements is
generally limited to brief references to prevalence or risk factors; however, several
recommendation statements include more social risk content. The risk assessment or risk factors
(N = 31) section of the recommendation statement is the most common location for social risk
discussion, followed by burden of disease (N = 20), clinical considerations (N = 17), research
needs and gaps (N = 16), and rationale (10). The discussion (N = 4), implementation (N = 3),
and abstract (N = 2) sections are the less common areas of the recommendation statement to
contain social risk discussion.

Table 8 presents exemplar text excerpts corresponding to each of the target social risk domains

and several selected examples of the most commonly mentioned nontarget domains (i.e., race
and ethnicity and substance use).
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Topics without any social risk discussion in the recommendation statement:

GQ7.

Screening for Adolescent Idiopathic Scoliosis (2018)

Screening for Asymptomatic Bacteriuria in Adults (2019)

Screening for Bladder Cancer (2011)

Risk Assessment, Genetic Counseling, and Genetic Testing for BRCA-Related
Cancer (2019)

Screening for Cardiovascular Disease Risk With Electrocardiography (2018)
Screening for Carotid Artery Stenosis (2014)

Screening for Celiac Disease (2017)

Interventions to Prevent Falls in Community-Dwelling Older Adults (2018)
Ocular Prophylaxis for Gonococcal Ophthalmia Neonatorum (2019)

Periodic Screening for Gynecological Conditions With the Pelvic Examination (2017)
Interventions to Promote a Healthful Diet and Physical Activity for Cardiovascular
Disease Prevention in Adults With Cardiovascular Disease Risk Factors (2014)
Interventions to Promote a Healthful Diet and Physical Activity for Cardiovascular
Disease Prevention in Adults Without Cardiovascular Disease Risk Factors (2017)
Hormone Therapy for the Primary Prevention of Chronic Conditions in
Postmenopausal Women (2017)

Screening for Ilicit Drug Use in Children, Adolescents, and Young Adults (2019)
Screening for Lipid Disorders in Children and Adolescents (2016)

Screening for Obstructive Sleep Apnea (2017)

Screening for Pancreatic Cancer (2019)

Screening for Rh (D) Incompatibility (2004)

Behavioral Counseling to Prevent Skin Cancer (2018)

Screening for Skin Cancer in Adults (2016)

Statin Use for the Primary Prevention of Cardiovascular Disease in Adults (2016)
Screening for Testicular Cancer (2011)

Screening for Thyroid Cancer (2017)

Screening for Thyroid Dysfunction (2015)

Screening for Unhealthy Alcohol Use in Adolescents and Adults (2018)
Screening for Vitamin D Deficiency (2014)

Vitamin D, Calcium, or Combined Supplementation for the Primary Prevention of
Fractures in Community-Dwelling Adults (2018)

Vitamin Supplementation to Prevent Cancer and Cardiovascular Disease (2014)

How Have Other Professional Organizations Provided

Guidance or Resources Related to Social Risk Factors? What
Methods From Other Organizations May Be Applicable for

USPSTF Considerations?

In October 2019, we conducted an audit of professional medical associations and USPSTF
partner organizations to identify any statements, policies, or activities related to SDH or social
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risk screening and intervention that they have published or made available on their website. In
2018, Gusoff and colleagues reviewed publicly available policies, position statements, and
clinical guidelines from 42 U.S. professional medical associations.'’” We reviewed the websites
of these 42 associations, as well as an additional 28 organizations, including 17 USPSTF partners
and 11 other organizations that issue guidelines relevant to the USPSTF portfolio. In total, the
websites of 70 professional medical associations and organizations were reviewed for SDH or
social risk factor content. For organizations that develop guidelines, we also looked for
information on the groups’ methods for addressing social risk factors in their guidelines by
examining their methods/procedures manual, if available. We also reviewed some recent
guidelines from these groups on topics of most relevance to the USPSTF (e.g., behavioral
interventions, primary care screening) to see whether and how social risk issues were addressed
(Appendix G Table 1).

Most organizations provide only limited information on SDH or social risk—related activities on
their websites, although six explicitly promote clinician engagement in social risk screening and
referrals (American Academy of Family Physicians, American Academy of Pediatrics, American
College of Obstetricians and Gynecologists, American College of Physicians, American Diabetes
Association, and American Osteopathic Association). Three of these organizations (American
Academy of Family Physicians, American Academy of Pediatrics, and American College of
Obstetricians and Gynecologists) provide suggestions for tools to use for screening. Several
organizations, such as the Indian Health Service and the Centers for Disease Control and
Prevention, have activity statements expressing current, future, or both social risk—focused
research activities and program initiatives.’817®

Only two organizations refer to social risk factors or SDH in their methods for guideline
development. The Procedure Manual for the Canadian Task Force on Preventive Health Care
describes equity issues as an example of a contextual question and outlines equity as one of the
six criteria important for formulating recommendations in the Grading of Recommendations
Assessment, Development, and Evaluation (GRADE) Evidence-to-Decision Framework (“What
would be the impact on health inequity?”).28 The article describing the methods of the
Community Preventive Services Task Force discusses links among social, environmental, and
biological determinants in development of the logic framework for recommendations. 8!

Seven recent guidelines that were reviewed have some mention of SDH or social risk (Appendix
G Table 1). For example, the American Cancer Society 2015 breast cancer screening guideline
mentions barriers to access among low-income or uninsured women and those residing in rural
counties.’® The 2017 guideline from the Canadian Task Force on Preventive Health Care on
screening for hepatitis C pilot tested the Feasibility, Acceptability, Cost, and Health Equity
(FACE) tool with organizational stakeholders to gain their perspective on the priority, feasibility,
acceptability, cost, and equity of the recommendation. The tool defines equity as the answer to
“What would the impact on health equity compared to current status be? Would the intervention
negatively or positively impact disadvantaged populations?”8 The 2018 Department of
Defense/Department of Veterans Affairs guideline on management of pregnancy recommends
screening for social risk domains, indicates that women identified as food insecure may be at risk
for nutritional complications in pregnancy, and includes many social risk domains, some with
suggested referral to social services, in the initial prenatal risk assessment checklist.'3*
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GQ8. What Are the Key Gaps in Social Risk Research and
Implementation of Screening and Interventions for Social
Risk Factors?

We gathered information on social risk screening and intervention evidence gaps from several
sources, including Key Informants, our review of medical association and organization websites,
and the body of evidence identified from our published literature searches.

We asked Key Informants for their thoughts on gaps in the research and the kind of research
needed to fill these gaps. Key Informants suggested that the USPSTF make a clear call for
additional social risk screening and intervention research, particularly to address the following
questions that Key Informants noted as important gaps:

e What is the appropriate methodology for future research in this area?

o Does lack of RCT data imply that screening and intervention are not worthwhile, or
are other types of study designs acceptable?

o What are the appropriate outcomes to be using (short- and long-term) for each social
risk domain?

e How can screening and intervention programs best be implemented in healthcare
settings?

o What are the best screening tools to be using?

o Who should be doing the screening and intervening (primary care providers vs. other
clinical or support staff)? How should care be integrated or coordinated within the
healthcare setting?

o What is the appropriate locus of intervention (individual, family, or community)?

o What are the factors associated with unsuccessful screening and intervention
programs (lack of funding vs. implementation failure vs. ineffectiveness of the
program)?

e What are the benefits and harms of social risk screening and intervention for specific
subpopulations, such as individuals with specific diseases (e.g., asthma, hypertension, or
diabetes) vs. the general population?

In our audit of professional organizations’ websites for GQ7, we looked for any research gaps
articulated by these groups and found only one. An AARP policy statement discussing SNAP
use states that more research and data are needed on SNAP uptake in the elderly to better
understand how to reach this population. 8

Some research needs seen in our searches of published literature include:

e Our findings for GQ1 on social risk screening tools indicate a lack of validated screening
tools and a propensity for researchers to modify existing tools or develop tools de novo
rather than testing existing tools in the study population. Repeated studies of existing
multidomain screening tools without modification are needed to support their validity in
various populations.
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e Our findings for GQ2 on social risk interventions show that more than a third of studies
lack a comparator, and many of the studies reporting physiologic and behavioral health
outcomes found mixed effects of interventions, limiting the ability to draw conclusions
about effectiveness. More RCTs and other controlled comparative studies are needed to
identify social risk interventions with positive effects on meaningful patient outcomes.
However, as one expert reviewer cautioned, focusing on RCTs rather than other
evaluative approaches from public health or sociology may medicalize social risks in a
way that divorces the provision of healthcare from social services. Although there are
likely studies reporting health outcomes in patients with specific diseases (e.g., asthma,
diabetes), which are outside the scope of this Technical Brief, more evidence is needed
on the effectiveness of social risk interventions in improving health outcomes in the
general population.

e Our findings for GQ3 show that few studies evaluate the link between process outcomes,
social risk outcomes, or healthcare utilization outcomes and physiologic or behavioral
health outcomes. More studies are needed that examine the effect of improvement in
process outcomes, social risk outcomes, or healthcare utilization outcomes on physiologic
or behavioral health outcomes. As pointed out by an expert reviewer, the lack of studies
may in part be due to the common conceptualization of clinical outcomes leading to
utilization outcomes, rather than the direction of association between these outcomes
represented in GQ3.

e Our findings for GQs 4 and 5 suggest there may be somewhat of a mismatch between
perceived or potential barriers to implementation of social risk screening and intervention
and actual challenges encountered. Many of the included studies did not report on
unintended consequences of social risk screening or intervention—a shortcoming of
social risk research comparable to a lack of reporting on adverse effects in clinical
studies. More published data on the actual challenges encountered during implementation
of social risk screening and intervention in healthcare settings and ways that these
challenges have been addressed successfully would clarify what barriers and solutions
need to be considered before future implementation. In addition, many implementation
challenges identified by Key Informants and expert reviewers, such as sustainability of
funding, provider enthusiasm, and the need to balance configuration of programs to local
circumstances with broader dissemination of standardized programs, are not addressed in
included studies.

¢ Although all the studies we identified focus on referral and receipt of community and
government resources to address social risks, social risk data can also be used to alter
clinical care of patients to accommodate identified social barriers. For example,
telehealth appointments could be used to address identified transportation barriers. The
2019 NASEM report on “Integrating Social Care Into Delivery of Health Care” points to
existing evidence gaps about how these “adjustment strategies” should affect provider
decisions about patient care.?®

e A 2019 summary of research needs for social risk intervention research identifies key
comparative effectiveness evidence gaps, including:

o Is it more effective to target some social risks than others?

o Who will benefit most from a given intervention?

o For a given social risk and population, what intervention strategies are most
effective?
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Other research needs highlighted relate to technology and capacity-building supports,
maximizing patient engagement and participation, and payment and quality incentives. 1%
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Chapter 4. Summary and Implications

Many multidomain social risk screening tools are available, but they vary widely, with seven to
more than 100 questions. Gold standard methods were rarely used in development of these tools,
and few included reliability and validity testing with a representative sample. In subsequent
empirical use, nearly three-quarters of the tools had been modified from their original forms
through the addition, deletion, or modification of items in studies, making it difficult to draw
conclusions about their validity. Key Informants reported using a variety of tools, many of which
were developed by their organization. These experts agree that tools should have a limited time
burden and address the most important social needs, be validated, and meet organizational needs,
which is likely why there is so much variability in and modification of existing tools.

Food security, housing, and transportation were identified by Key Informants as the most
important social needs to identify in healthcare. These are also three of the most frequently
addressed domains in our included intervention studies, along with financial security. The
majority of studies were conducted in primary care and address multiple social risk domains. The
largest number of studies address adults of all ages, followed by pediatric studies and studies of
adults ages 18 to 64 years. The majority of process, social risk, cost, and provider outcomes
reported show positive intervention effects. The plurality of physiologic and behavioral health
outcomes and healthcare utilization outcomes are positive, but more than a third of these
outcomes show mixed effects. Only one outcome category in one study was categorized as
negative.

Patient challenges or unintended consequences encountered in social risk screening and
intervention include confidentiality issues, such as fear of being reported for child maltreatment
due to food insecurity, and paradoxical effects of improvement in social needs (increases in
earned income led to SNAP benefits being reduced or cut off, which resulted in financial strain
affecting patients’ ability to pay for housing, utilities, healthcare, or food). Provider challenges or
unintended consequences encountered include lack of time to conduct screening or followup on
positive results and inability to track the success of referrals.

Many perceived or potential barriers to the implementation of social risk screening or
intervention programs in healthcare were identified in the published literature and by Key
Informants. There were fewer proposed solutions than barriers identified; however, most barriers
have at least one proposed solution. For example, proposed solutions to provider concern about
lack of referral resources include partnering with organizations that maintain referral lists and
use of Social Service Resource Locator vendors. Proposed solutions to patient stigma and
privacy concerns include developing a trusting relationship with patients and identification of
patient strengths and assets when screening for social risk factors.

Social risk factors are mentioned in two-thirds of USPSTF recommendation statements, although
discussion of target social risk domains is limited and mostly focuses on socioeconomic status.
Nontarget social risk domains, especially race and ethnicity and substance use, are discussed in
more than 50 USPSTF recommendations in the context of disparities or inequalities, research
gaps, risk assessment, or differences in condition prevalence. Most other professional
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organizations provide only limited information on social risk—related activities on their websites.
Although six organizations explicitly promote clinician engagement in social risk screening and
referrals, only three provide suggestions for how to address social risk by listing tools for
screening, community resource referrals, or both.

Limitations

e QOur searches and inclusion criteria were limited to studies with the most relevance to the
USPSTF scope and purpose. As such, we focused on studies in the general population
and did not include studies conducted in patients with a specific disease. Social risk
screening and interventions may have quite different effects in patients with chronic
conditions requiring complex management, such as diabetes.

e Following standard USPSTF methods, we also excluded studies conducted in countries
that are not rated “very high” on the Human Development Index, which may have left out
a considerable amount of research.

e Consistent with methods of a Technical Brief, we did not conduct critical appraisal. Some
of the included studies may be of poor quality and would not meet criteria for a USPSTF
review and recommendation.

e We abstracted study authors’ results summaries, but we did not abstract data from the
studies or evaluate the results. To provide some indication of effective intervention types,
we categorized the results by outcome category as positive, negative, no effect, or mixed
results based on the study’s intended or targeted direction of effect. It is important to note
that this approach does not take into account study size, heterogeneity, or quality, so the
included information on study findings may not accurately represent the effectiveness of
interventions.

e Investigations into outcome variation by demographic factors, such as race or
socioeconomic status, as well as contextual information about clinical partnerships with
community and public health organizations, are important to intervention implementation
considerations but were beyond the scope of the Technical Brief.

e We did not abstract information on the duration of included studies, which may be an
important characteristic affecting study outcomes. The health effects of social risk factors
usually accumulate over years, so it is unlikely that interventions of short duration would
have immediate effects on physiological or behavioral health outcomes.

Considerations for the USPSTF Portfolio and Methods

Key Informants, as well as two review articles evaluated for GQ4,%8"188 noted that evidence-
based recommendations, clinical guidelines, and best practices for healthcare providers to screen
or intervene on social risk factors are lacking. Key Informants suggested that the USPSTF could
address this challenge by incorporating information about social risk factors into its existing
portfolio of topics; for example, in the clinical considerations. The clinical considerations could
address how social risk factors influence risk assessment for targeting preventive services;
adherence to screening (and treatment), counseling, and chemoprevention; and implementation
of clinical preventive services. Our findings for GQ6 show the ways in which the USPSTF
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currently addresses social risk in recommendation statements. The USPSTF could use these
findings to inform considerations of potential ways to routinely address the importance and
impact of social risk factors in all its recommendation statements.

Key Informants also commented on the impact of USPSTF recommendation statements on
coverage of particular services by Medicaid, Medicare, and the Affordable Care Act. While Key
Informants recognized that there is not enough evidence currently for the USPSTF to make a
recommendation to screen for or intervene on social risks, they noted that a statement of
insufficient evidence for a recommendation from the USPSTF could facilitate additional research
funding to address research gaps. They also suggested that the USPSTF make a clear call for
additional research, raising the question of whether there is utility for a public statement from the
USPSTF on research gaps without issuing a formal | statement.

If the USPSTF decides that a next step is to look more closely at studies addressing a social risk
domain with the most available evidence, our findings suggest that the best candidates are food
insecurity, transportation needs, and housing instability. These domains were also recognized by
Key Informants as the most important social risks to identify and as actionable within the
healthcare setting. However, the majority of studies address multiple domains, which is not
surprising since patients with social risk in one domain often have social risk in other domains.
An expert reviewer also cautioned strongly that a USPSTF recommendation supporting
screening for a single social risk domain could be detrimental to other social risk screening and
interventions in healthcare systems; some healthcare providers may consider screening for this
single domain as sufficient and not engage in further conversation with patients about social
circumstances that might lead to poor health.

If the USPSTF decides to go forward with a recommendation on screening for social risk factors,
flexibility in or development of new methods may be necessary to evaluate the “value” of
screening and evidence sufficiency criteria for establishing the surrogacy of intermediate
outcomes (i.e., the intermediate health outcome link). Many studies report on intermediate
outcomes, such as improvement in social risks or reduction in hospitalizations, and the body of
evidence currently includes few RCTs; therefore, a broader set of included outcomes and study
designs may be warranted. In addition, process and utilization outcomes may be the outcomes
most affected by studies of short duration.

Use of GRADE’s Evidence-to-Decision framework would be one way to routinely address
equity as a contextual factor in reviews. Given the complexity of the topic, another evidence
synthesis product may better address the contextual factors that influence the effectiveness of
social risk interventions. For example, realist reviews focus on understanding the mechanisms by
which an intervention works and explaining the outcomes of complex programs by examining
what about an intervention works, for whom, and in what circumstances.8®'*® The USPSTF
might also consider whether there are other evidence-based organizations it could partner with to
address this topic.
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Conclusions

There are many multidomain social risk screening tools available, but they vary widely and few
included reliability and validity testing. Key Informants suggested that food security, housing,
and transportation are the most important social needs to identify in healthcare, and these are
three of the most frequently addressed domains in included studies. The majority of studies
address multiple social risk domains, and most outcomes reported show positive intervention
effects. Social risk factors—primarily socioeconomic status, race and ethnicity, and substance
use—are mentioned in two-thirds of USPSTF recommendation statements, and six other

professional medical organizations explicitly promote clinician engagement in social risk
screening and referrals.
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