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C
linicians often assume that interventions directly influence 
the recovery of patients with musculoskeletal impairments. 
In reality, other factors may influence recovery more than the 
direct treatment provided.1,6,8 The most powerful factor may 

be upstream effects such as economic stability, education, health and 
health care, neighborhood and built environment, and social and 
community context—commonly termed the social determinant of 
health (SDH). Although a single em-
pirical pathway linking the collective 
impacts of the SDH to musculoskel-
etal health outcomes has not been es-
tablished, our view is that they exert 
tremendous effects on physical therapy 
outcomes in practice and research. In 
this Viewpoint, we discuss the SDH 
and argue that recognizing the impact 
of SDHs on health behavior is vital to 
seeing the whole picture related to mus-
culoskeletal recovery.

The SDH: A Primer

It is tempting to believe that med-
ical care is the largest factor affecting 
musculoskeletal recovery. However, 

models that include SDH variables 
place the role of medical care in health 

and recovery only at 20%.7,9 Estimates 
of the effects of other domains on health 
and recovery paint a picture much dif-
ferent from what we believe happens in 
the clinic: social and economic circum-
stances account for 40%, environmental 
factors account for 10%, and behavioral 
patterns account for 30%. Social deter-
minants of health directly contribute 
to well-being and health outcomes, but 
they also influence health behaviors and 
lifestyle choices of individuals by mak-
ing it easier or harder, and more or less 
desirable, to choose healthier behaviors 
over less healthy behaviors.3 The SDH 
and the health behaviors that follow are 
the modifiable contributors to inequities 
in health and musculoskeletal recovery 
(FIGURE).

Addressing SDHs at the Patient Level
Social determinants of health affect ev-
ery patient: they influence prognosis and 
suggest additional avenues for interven-
tion. A variety of assessment tools have 
been developed, but none has been vet-
ted through all steps of development and 
validation. The Institute of Medicine 25-
item checklist consists of 6 domains, the 
Protocol for Responding to and Assess-
ing Patients’ Assets, Risks, and Experi-
ences includes 21 items, and the Health 
Leads Screening Toolkit involves an item 
bank that can be used to focus on areas 
of interest. These tools provide a starting 
point, with recommended core domains 
such as food insecurity, housing instabil-
ity, utility needs, and financial resource 
strain. The Social Interventions Research 
and Evaluation Network has created a 
useful overview and comparison of freely 
available tools.10

Societal trends, such as more volatile 
employment rates and unpredictable 
gaps in job stability, make it hard to pre-
dict which patients are at increased risk 
of exposure to adverse SDH factors. We 
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encourage clinicians to engage their en-
tire practice population rather than target 
subgroups.2 Assessing SDHs is different 
from other forms of screening, because 
it can reveal adverse exposures and con-
ditions that often require resources be-
yond the scope of traditional clinical care. 
Screening for the SDH without appropri-
ate referral is ineffective and potentially 
unethical.5 It is essential to integrate SDH 
screening with referral to community-
based resources. In this way, the clinician 
can provide advice, refer the individual to 
other services, and facilitate access to ser-
vices in a sensitive, culturally acceptable, 
and caring way.

Addressing SDHs at the Community Level
Clinicians, faculty, residents, and students 
need not limit their activities to within the 
4 walls of the clinic. They should also serve 
as advocates and resources in the com-
munity. Start by asking, “What do my pa-
tients’ communities need to be healthier?” 

Data to answer this question can be found 
in local public health offices, population-
level surveys, and hospital planning de-
partments. Answers to this question can 
also be found by engaging directly with 
members of the community to identify 
SDH concerns that are most impactful 
and important to them. Explore part-
nerships with community groups, health 
departments, and local leaders to create 
multistakeholder, community-wide ini-
tiatives that can have significant impacts. 
Involvement in community health needs 
assessment and health planning is one 
way to develop a common language and 
shared understanding of the dimensions 
driving the health needs of a community. 
There is no cookbook for this work; the 
needs of each community differ and re-
quire specific approaches.

Addressing SDHs in Research
Researchers are tasked with developing in-
ternally valid methods and externally gen-

eralizable results, which are often at odds 
in clinical research. Specifically related to 
the impact of the SDH, generalizing results 
from comparative effectiveness and physi-
cal therapy outcomes research is difficult in 
small, homogeneous convenience samples. 
Although randomization in clinical trials 
makes it more likely that confounders in 
both groups are balanced, the effective-
ness of treatments for musculoskeletal dis-
orders can be moderated by SDH factors.

The characteristics of the sample can 
interact with the experimental or control 
intervention applied, which can moderate 
the overall treatment effect.4 In observa-
tional studies, SDH factors may be unac-
counted for in the design and analysis, thus 
impact the results in unknown and unmea-
sured ways. For this reason, the potential 
impact of SDHs on outcomes in experi-
mental studies and on risk in observational 
studies is unknown unless measured.

Study designs should reflect the needs 
of individuals who are enrolled in the trials. 

Economic stability. Economic resources allow for room to engage in healthy behaviors that promote recovery. Lower SE position may 
increase the chances of absence from work due to musculoskeletal injury. In addition, lower SE position may create barriers to 
seeking physical therapy care, including di�culty scheduling, time in treatment to achieve recovery, and lack of insurance coverage 
for visits, ultimately contributing to cycles of SE disadvantage.

Education. Individuals who are more educated tend to have increased financial, emotional, psychological, and social resources. 
These resources allow them to make better behavior-based lifestyle choices, which contribute to positive physical and psychological 
well-being. Conversely, poorer recovery from musculoskeletal conditions can interfere with the educational process, potentially 
creating cycles of disadvantage. In addition, lower levels of health literacy are associated with greater levels of opioid misuse and 
experience of pain in those with chronic pain.

Health care. A systematic bias against the treatment of people of color, which results in substandard care, exists. Health care 
infrastructure is often diverted to higher-income neighborhoods, which results in fewer clinicians in low-income neighborhoods. 
Moreover, these clinicians are more likely to be less educated and less qualified than those in higher-income neighborhoods. Access 
to care may also be a barrier, because seeing someone—anyone—can be expensive. More than half of all unpaid personal debts sent 
to collection agencies are for medical bills. Even for those with health insurance, over one third of Americans with di�culty paying 
medical bills had to choose between paying those bills and paying for food, heat, or housing. These barriers may limit access to 
needed health care services, which may increase the risk of poor health outcomes and increased health disparities.

Neighborhood and built environment. People in lower SE communities have limited access to quality housing stock and tend to live 
in neighborhoods designed without safe outdoor environments to promote and enable physical activity that contributes to greater 
levels of overall health. Poor urban planning and inadequate housing are consistently associated with increased social isolation and 
the physical and mental health problems that follow. Additionally, the availability of healthy food and an awareness of food choices 
related to general health and disease management assist in reducing the prevalence of noncommunicable diseases.

Social and community context. Especially in childhood, exposure to stressful social conditions (adverse childhood experiences) can 
a�ect brain development and may lead to many chronic diseases. It may even increase the number of painful medical conditions 
developed later in life. What may be the most pernicious consequence of these stressful experiences is that they increase risks for 
these same stressors in the next generation, leading to a cycle of intergenerational vulnerability. Further, connectedness to others, 
prevailing social norms, and a sense of belonging and identification within the community also exert strong influence over health and 
health behaviors. Accepting positive health messages and making healthy decisions are strongly associated with the acceptance of 
these behaviors by the people individuals consider their community. Thus, population-based strategies can be e�ective at exerting 
influence over individuals’ choices related to health behaviors, including physical activity, diet, and smoking.

FIGURE. Key domains associated with the social determinants of health. Abbreviation: SE, socioeconomic.
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For example, SDH factors such as access 
to care and transportation may influence 
follow-up and completeness of data col-
lection from study participants. Engage 
different stakeholders, using strategies 
to increase participation of underserved 
and often disadvantaged communities 
and populations to ensure representative 
samples. Constructs of SDH, health behav-
ior, and adherence to the intervention of 
interest should be measured and quanti-
fied across participants to account for their 
influence on research results.

Addressing SDHs in Policy
Policy makers paint with a large brush 
and, in doing so, exert influence at the 
macroscopic level. While this is an effi-
cient way to quickly change downstream 
behavior, there can be unintended conse-
quences for those who are most vulnera-
ble. Social conditions affect communities’ 
health and need to be considered when 
developing policy related to outcomes 
and expectations for concepts of health, 
health promotion, and prevention. 
Health in All Policies is one strategy that 
has been proposed to evaluate all pub-
lic policies through a population health 
lens. However, the approach is challeng-
ing, and definitions of success are not 
universal. Because of the abstract nature 
and changing metric of concepts related 
to prevention and health promotion, pol-
icy makers need to engage constituency 
groups to ensure that legislation will re-
sult in what is intended.

The Compounding Effects of the SDH
The time has come to recognize that 

many factors other than direct interven-
tions from clinicians play a role in mus-
culoskeletal recovery. The SDHs quickly 
compound around an individual or com-
munity. Positive findings in one area 
create a likelihood of success in others. 
Negative findings in one area contribute 
to a likelihood of failure in others. The 
influence that SDHs exert on commu-
nities and patients filters down through 
health behaviors and individual choices 
that affect musculoskeletal recovery. Let 
us work together to expand our view of 
patients to include the big picture, recog-
nizing that social and environmental con-
texts play a larger role in musculoskeletal 
recovery than we expect.

Key Points
•  Musculoskeletal recovery is compli-

cated and is rarely associated with 
only 1 factor.

•  Social determinants of health may 
be major factors in musculoskeletal 
recovery.

• Social determinants of health involve 
5 key domains: economic stability, 
education, health care access, neigh-
borhood and environment, and social 
and community context.

• Integrating screening for SDHs and 
referral to community-based resourc-
es is one avenue for clinicians to ad-
dress SDHs. t
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