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• Audience engagement with technology

• Semantics

• Models of addressing social determinants of health and social risk factors

• Screening for social risk factors vs conversing about social needs

Agenda for Today
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• At the level of a population

• Conditions in which people are born, grow, live, work, and age

• Shaped by the distribution of money, power, and resources

• Affect everyone

• Not something a person has or doesn’t

• Can benefit or cause harm

Social Determinants of Health
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• At the level of the individual

• Specific adverse social conditions associated with poor health

• An individual can have multiple social risk factors

Social Risk Factors
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• Emphasizes individual preferences and priorities

• Moves beyond the screening tool

• Requires understanding what matters in the context of a patient’s life

• Shared-decision making is key

• Without the above, frustration, harm, trauma

Social Needs
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• System level approaches

• Cross-sectoral

• Focus on health in “non-health” sectors

oPolicies and practices that impact health and health equity

oHealth in all policies

oPlace-based efforts

• Addressing Social Determinants in the Health Care System

oFederal and state

oMedicaid

oValue based payment

Addressing Social Determinants of Health
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Center for Medicare and Medicaid Innovation Accountable Health Communities

• Connect Medicare & Medicaid beneficiaries with community services

• Danbury Hospital-Connecticut Coalition to Align Systems and Connect People 
with Services (CT CAPS)

• Yale New Haven Hospital-Greater New Haven Accountable Health community

• High acceptance of navigation but limited evidence that needs were resolved

State Innovation Models Initiative (CT included)

• Plans to establish links between primary care, CBOs, and social services

• Local or regional entities to identify & address population health needs & 
establish links to community services

Federal Approaches to SDOH (social needs)
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Oregon

• Each Coordinated Care Organization is required to establish a community advisory 
council and develop a community health needs assessment

Colorado

• Regional Collaborative Organizations help connect individuals to community services

Louisiana

• LA Dept of Health formed partnership with the LA Housing Authority to establish a 
Permanent Supportive Housing program

Arizona

• Requires coordination of community resources like housing and utility assistance 
under its managed long-term services and supports (MLTSS) contrac

Nebraska

• requires MCOs to have staff trained on social determinants of health and be familiar 
with community resources

Medicaid Initiatives
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Transportation

• Six states have signed contracts with Veyo, a TNC-like transportation broker

• San Francisco Health Plan partnered with FlyWheel to provide transportation

• Missouri Health Foundation pilot, “HealthTran”

• Study estimated cost-effectiveness of providing NEMT for patients with 12 
types of chronic conditions or preventive medical needs

• Study estimated the ROI of providing NEMT to dialysis and wound care 
appointments for diabetes

Addressing Social Needs-Medicaid
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Food Insecurity (FI)

• 12 states require MCOs to screen for FI and have mechanisms to refer

• Home delivered meals result in reduced hospitalizations, ED visits, & costs

• Medically tailored meals result in a larger ROI than delivered, nontailored meals

• Linkages to SNAP, WIC & food pharmacies significantly reduce health care 
utilization for those with chronic conditions, low incomes, or food insecurity.

Addressing Social Needs-Medicaid
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Housing Instability

• Hennepin Healthcare (MN) uses state’s General Residential Housing fund for 
rent, uses savings to provide housing navigation services, establish 
relationships with landlords

• Health Plan of San Mateo (CA) worked with two nonprofits to provide 
supportive housing and transitional case management for patients needing 
long-term care. 

oEstimated ROI was $1.57 in savings for every $1 invested.

Addressing Social Needs-Medicaid
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• State plan waiver authorities states may use to address housing, education, 
food security

• Encouraged states to pursue demonstration projects to address SDOH

oGrounded in evidence

oAccompanied by rigorous evaluation plan

• Provides examples of how Medicaid dollars can be used to pay for housing-
related services & supports, non-medical transportation, home-delivered meals, 
educational services, employment, community integration & social supports, & 
case management

1/7/21 Dear State Health Official Letter
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• Some states are holding providers accountable for addressing social needs

• Can be a hard sell, unless you risk adjust (pay more for caring for patietns with 
greater needs

• But, who saves money? 

oMN using cross-agency data on child protection, public benefits, other non-
Medicaid data with Medicaid enrollment & claims data to determine risk

• And what happens if there are no/limited services?

oMedicalize social problems?

Social Needs & Value Based Care
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• Multiple screening tools exist

• Wide variation in the social risk factor categories included

Identifying Social Risk Factors
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AAFP- Tool AHC-Tool Health Leads PRAPARE WellRx SEEK SWYC We Care

Number of social needs 

questions
15 19 10 17 10 9 9 6-15

Number of non-social needs 

questions
0 8 0 4 1 11 24 or 35 0

Patient or clinic population
Non-

specific

Medicare 

and 

Medicaid

Non-

specific

Community 

Health Centers

Primary 

care
Pediatrics Pediatrics Pediatrics

Reading Level 7th grade 8th grade 6th grade 8th grade 2nd grade 4th-5th grade 10th grade 9th grade

Reported Completion Time NR NR NR NR NR NR 10 min <5 min

Additional Languages Spanish Spanish

Spanish, 

Chinese, 

Swedish, 

Vietnamese

Spanish, 

Burmese, 

Nepali, 

Portuguese, 

Arabic

Scoring Y Y N N N N N N

Cost Free Free Free Free Free Free Free Free



• Only 16% of physician practices, 24% of hospitals screen for social risk factors

• Screen & refer programs have low uptake by patients, minimal impact

• Screening without referral and linkage is ineffective, if not unethical

oPotential for harm, frustration, fear, erosion of patient-provider relationship

oWe don’t have the best track record in social service spending

• Questionnaires don’t build rapport, people do

Moving from Identifying to Addressing
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• Ensure patient-& family-centered screening for social determinants of health

• Integrate screening with referral & linkage to community-based resources

• Perform Screening Within the Context of a Comprehensive Systems Approach

• Use a strength-based approach to support patients & their families

• Do not limit screening practices based on apparent social status

Avoiding Unintended Consequences
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Garg, Boynton-Jarrett, Dworkin. JAMA. 6/27/16



• Audience engagement with technology

• Semantics

• Models of addressing social determinants of health and social risk factors

• Screening for social risk factors vs conversing about social needs
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Social 
Determinants 

of Health

Social Risk 
Factors

Social Needs

Summing Up
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• We must address health and well-being at multiple levels, across multiple 

sectors, with patients and families at the center

• “Knowing is not enough; we must apply. Willing is not enough; we must do.”



Thank you!
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