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he World Health Organization’s (WHO) Commis-

sion on the Social Determinants of Health has de-

fined social determinants of health (SDH) as “the
conditions in which people are born, grow, live, work, and
age. These circumstances are shaped by the distribution of
money, power, and resources at global, national, and local
levels.”! These conditions include social, economic, and
environmental-factors, such' as‘income, education, hous-
ing, employment, transportation, and the physical layout
of neighborhoods.

There is increasing evidence that SDH play amajor role in
the onset and progression of disease. Addressing SDH may
help achieve the healthcare “Triple Aim”—improved health-
care quality for individuals and populations, and decreased
healthcare costs.”? Despite this, much of the field of social
epidemiology—including that related to healthcare dispari-
ties—focuses on documenting the effects of SDH rather than
on ways to change or intervene on exposures.’

Existing social interventions integrated into clinical set-
tings—which range from interventions offering housing to
homeless patients to on-site food pantries and legal services
clinics—can expand the traditional bounds of healthcare to
address “upstream” determinants of health, including social,
behavioral, and environmental conditions.*¢ Although the
field of interventions related to nonmedical health determi-
nants is growing in clinical settings around the country,’ little
is known about the operational and design characteristics that
define them—particularly in the context of differing payer and
provider environments. Understanding how SDH interven-
tions are designed, implemented, funded, and scaled within
distinct payer environments is key to translating the growing
interest around the role and replication of SDH interventions
in healthcare settings into a substantive, actionable strategy.

Based on distinct membership characteristics and finan-
cial incentives defining Medicaid managed care organizations
(MMCOs), these payers may be particularly well-suited to

ABSTRACT

Objectives: We aimed to examine how interventions addressing
social determinants of health (SDH) have been adopted in the
context of Medicaid managed care organizations (MMCOs), which
serve a large proportion of patients with social and economic
barriers to good health.

Study Design: We designed a systematic literature review to
examine how SDH interventions have been adopted in MMCOs.

Methods: The review included published articles from PubMed,
Scopus, and Business Source databases, as well as review
articles published in the gray literature and articles recommended
by the study’s National Advisory Committee to identify interven-
tions describing how MMCOs have invested in interventions that
address patients’ SDH.To be included in the review, an article had
to describe an intervention that was based in the United States,
be supported financially by an MMCO, focus on at least 1 SDH,
and be integrated into clinical care delivery.

Results: Twenty-five programs were identified in either commer-
cial Medicaid or Medicaid-only MCOs that involved interventions
integrated into clinical care and related to SDH. Interventions
varied widely in terms of target populations and target SDH, and
rarely included rigorous evaluations. The majority of programs
described “case management services” that did not clearly distin-
guish between the delivery of medical and social interventions.
Conclusions: Despite a growing interest in clinical interventions
that address SDH, little information is available in the published
literature about the extent to which these interventions have been
adopted by MMCOs, where they are likely to have early traction
based both on capitated funding structures and the low-income
populations served.
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support integrated SDH approaches.® The
populations served by MMCOs are dispro-
portionately affected by poverty and associ-
ated material deprivation, including food
and housing insecurity, poor habitability,
unsafe drinking water, social exclusion, low
education levels, and unemployment. These
conditions are known to reduce opportuni-
ties, limit choices, and threaten health.” Ad-

Medicaid Managed Care and Social Interventions

Take-Away Points

Medicaid managed care organizations (MMCOs) have increasing incentives to sup-
port interventions addressing the social needs of the low-income patients they serve.
B MMCO investments are focused on social needs interventions for high health-
care utilizers and on members anticipated to become high utilizers based on specific
health conditions like hypertension and diabetes.

B Few studies were identified to indicate that MMCOs are making organizational
commitments to social screening or social interventions.

B More information is needed on MMCOs' organizational decision making around
nonmedical health interventions, the funding streams supporting these interven-

tions, and their impacts on health outcomes and health services use.

ditionally, over the last 15 years, there has

been a nationwide increase in patients en-

rolled in MMCOs,!° which already enroll about half of all
Medicaid beneficiaries.!! This combination of population
needs and the shift toward risk-based care together encour-
age upstream intervention and prevention as one potential
way to limit costly healthcare utilization.

Despite the apparent alignment of these structural
characteristics with low-income members’ unmet social
needs, there are multiple challenges limiting MMCOs
from expanding social services.!? New prevention services
are not easily incorporated into MMCO-state capitation
agreements, so MMCOs have to cover any additional
benefits out of administrative or community benefit dol-
lars. Coding practices and other administrative require-
ments for MMCQOs can also make it difficult to adopt new
prevention services. Furthermore, any financial return
related to social service investments may take many years
to realize, which can decrease the financial feasibility of
adoption. Finally, MMCO care delivery models, financing
contracts, and organizational structures (which may span
several states) can make community collaborations and
public partnerships—often critical to a comprehensive

approach to social service delivery—more challenging.

A Systematic Review of Clinical Interventions
Addressing Nonmedical Health Determinants
Reviews completed to-date on clinical SDH interven-
tions have offered an important glimpse into the range of
potential interventions and funding mechanisms in this
emerging field, but have not answered key questions about
the implementation of these interventions, their financial
drivers, and other characteristics specific to the context of
MMCQOs. "3 We conducted a systematic review to iden-
tify published literature on clinical SDH interventions
supported by MMCOs, the design and integration of
these programs into healthcare delivery systems, and the
determinants addressed and the target populations served
by these programs. Our aim was to inform health policy
decision makers around incentivizing these programs for

broader dissemination.

Based on previous research in the area of clinical SDH
interventions, models of organizational readiness for
change,”® and an assessment of existing MMCQO structural
incentives and barriers to incorporating these interven-
tions into routine activities, we developed a theoretical
model outlining the range of ways that MMCQOs might en-
gage in activities related to SDH (Figure 1). We hypothesized
that most MMCOs would be making low-SDH invest-

ments, given the relatively recent increase in SDH research.

We conducted a literature review examining how com-
mercial and Medicaid-only MMCOs invest in interven-
tions that address SDH for their patients or their network
clinics’ patients. To be included in our review, an inter-
vention or program had to meet our inclusion criteria: a)
based in the United States, b) financially supported by an
MMCQO, ¢) address at least 1 social determinant of health
(housing, employment, food, education, safety, legal servic-
es, or transportation), and d) be integrated into the health-
care services delivery system. The definition of SDH varies
in different contexts, so we focused our search on SDH not
typically addressed within the current healthcare delivery
system. As a result, we excluded papers describing interven-
tions related to health behaviors, including behaviors like
tobacco use and physical activity. We also excluded papers
describing interventions exclusively related to healthcare
access. Clinical integration meant that a patient’s social
need was identified within the clinical setting and then ei-
ther referred to an external intervention program or to a
social intervention conducted in the clinical setting.

We developed an electronic search strategy to scan for
references in the following databases: PubMed, Scopus,
and Business Source. We limited our search to publica-
tions dated 2000 to 2014 and we combined search terms
using “AND” to capture at least 1 term from each of 3
major categories: SDH, healthcare settings, and interven-
tion studies (see eAppendix for more detail [eAppendices
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B Figure 1. Levels of MMCO Investment in SDH
Programs

Low
SDH
investment

May support community benefit activities
in target communities or provide isolated
member services like high-utilizer case
management; no routine collection of
information on SDH.

Moderate
SDH
investment

Collect some information on SDH from
enrolled populations, especially high-utilizer
and disease-specific populations; use
member data to enable referrals to internal or
external resources to address social needs.

High

Collect robust set of SDH indicators on
most/all enrollees and refer to appropriate
internal or external agencies; track SDH
measures and referral outcomes and use
to redesign care delivery processes.

SDH
investment

MMCO indicates Medicaid managed care organization; SDH, social
determinants of health.

available at www.ajmc.com]). Funding source was added
as an element of the detailed data extraction process on
references meeting other review criteria. References were
also collected from national experts in the field, including
the study’s national advisory group.

Our review methods included a hierarchical exclusion
process. Titles and abstracts of references collected from
the electronic search strategy and the national study ad-
visory group were assessed initially based on whether or
not they described an SDH program or other interven-
tion. Where the title and abstract were insufficient to
deduce if they referred to an intervention, the full-text ar-
ticle was reviewed. Those references that referred to SDH
but did not describe an intervention were excluded; in
other words, articles were excluded if they only described
theories of SDH or studies on risk factors and disparities
without describing any specific intervention or program
addressing those risk factors or disparities.

Remaining references were excluded if they did not
describe an intervention or program addressing at least 1
SDH. For example, references were excluded if interven-
tions or programs focused exclusively on medical care and
services, such as treatments, immunizations, or health
behaviors; described quality improvement interventions
without an SDH component, such as guidelines intended
to improve clinical care coordination that did not address

social needs; or exclusively described healthcare access in-

terventions or outreach programs, such as mobile health
services or Medicaid enrollment programs.

References describing an intervention addressing SDH
underwent review of the full-text article to determine the
degree of clinical integration and financial support from
an MMCO. Those interventions or programs without
any description of clinical integration or MMCOQO support
were excluded from the final data set. For instance, inter-
ventions and programs that were community-based and
had no integration with clinic-related work flows related
to screening, intervention, referral, or tracking, were ex-
cluded. Two investigators reviewed each article included
to determine if it met all inclusion criteria. A third investi-
gator reviewed any articles where the reviewing investiga-
tors were in disagreement; in these cases, final decisions
were made about inclusion after discussion between all re-
viewers. Interventions described in more than 1 reference
were only counted once.

For those interventions and programs meeting inclu-
sion criteria, we collected a detailed set of program data,
including intervention name, organization, name/state
of MMCO, HHS region, clinic setting, program start date,
description of the intervention or program, target popula-
tion, target SDH, level of intervention/prevention (pri-
mary, secondary, tertiary), model of intervention (social
and /or medical approaches), level of clinical integration
(extent to which clinical providers identify / address social
need), study citation, study design, study findings, and an
assessment of evidence quality based on the Community
Guide to Preventive Services evidence rating guide (high,
medium, low quality).

Findings

The electronic search strategy yielded 3975 unique refer-
ences from PubMed, Scopus, and Business Source (Figure
2). References from our national experts included, but were
not limited to, reports from the Association for Communi-
ty Affiliated Health Plans, Alliance of Community Health
Plans, Medicaid Health Plans of America, Manatt Health
Solutions, and the Institute for Alternative Futures.

A total of 111 articles were identified that included
SDH interventions. These 111 articles were screened to
determine whether they described interventions inte-
grated into healthcare delivery systems and whether they
were funded by MMCOs. Although many described serv-
ing Medicaid populations, only 13 articles described Med-
icaid managed care—supported interventions addressing
SDH integrated within a clinical setting. The final data set
included 25 interventions and programs described within

those 13 articles.!>1%?” Seven references described 1 prima-
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ry SDH-focused intervention or program!1¢18212226 and 6

references described more than 1 intervention.!?2023-2527

Targeted Populations, Targeted Social Determinants,
and Intervention Models

Target populations included specific demographi-
cally defined groups—primarily low-income individuals,
children, or families. Other population groups included
seniors, minority groups (racial, ethnic), those experienc-
ing homelessness, and those who were broadly eligible for
Medicaid. Some interventions defined target populations
based on healthcare utilization patterns (eg, high-cost,
high-utilizer), while others focused on patients with spe-
cific health conditions (eg, asthma, hypertension, diabetes
and other dietary-related chronic health issues, HIV, mul-
tiple sclerosis, mental illness).

Seven interventions specifically targeted a single social
issue, such as housing (4),'>?"* food quality and availability
(2),” and employment (1). The remaining 18 interventions
provided more comprehensive services to address multiple
SDH. Interventions varied widely in how they addressed
SDH within the clinical setting. Specific intervention com-
ponents included variations on team-based approaches, in-
cluding case managers, social workers, community health
workers, and other nonprofessional staff integrated into
clinical teams—although the degree of integration and
communication with other clinical staff was rarely de-
scribed. Intervention settings also differed across programs,
including both training and education delivered on site, re-
ferrals to off-site programs, and home visits.

The majority of the programs identified were designed to
address both social and medical needs of the patients being
served. For example, asthma programs typically included
elements focused on pharmacological management and spe-
cific housing risk factor reduction.?! Other case management
programs were designed to facilitate pharmacy and appoint-

ment access in addition to social service linkages.!"?%?7

Evaluation

Eleven program descriptions included some empirical
evaluation indicating effects of the intervention on health
system outcomes. Five program evaluations reported reduc-

1619 and reductions

tionsin emergency department (ED) visits
in hospital admissions.!®!"1%? The impact of 1 home-based
intervention targeting high-risk asthma patients on ED use
and hospital admissions reported mixed results. Although
the initial evaluation of enrollees’ pre- and post-utilization
patterns showed significant reductions in hospital admis-
sions and ED visits, a subsequent, more rigorous evalua-

tion comparing an intervention group with an untreated

Medicaid Managed Care and Social Interventions

B Figure 2. Search Results

PubMed Scopus Business e
n = 3365 n = 386 n =207 ne 17
Total articles for screening
n = 3975
Does this article include No
interventions that address social —» n = 3864
determinants of health? -
Yes
n=11
Does this article describe an No
intervention integrated into a —>
- . n=234
clinical setting?
Yes
n=77
Is the intervention Medicaid No
managed care supported? n =64

Y

Yes
n=11

y

Manuscripts meeting inclusion
criteria for data collection
n=13

y

Interventions described by articles
meeting inclusion criteria
n=25

control group found no overall differences in utilization
patterns between the 2 groups.?! Several programs reported
cost savings associated with changes in enrollee utilization
patterns.!617192022233 Three studies described higher levels of
patient satisfaction as a result of social intervention pro-

182223 and 1 study reported an increase in quality of

grams,
care.’® The majority of program descriptions included no
outcomes data or other return-on-investment information.
The eAppendix includes a complete list of interventions

and programs included in this review (eAppendix Table 1).
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This study provides an overview of ways in which MM-
COs help address patients’ nonmedical needs by using
healthcare services as a venue for social needs screening
and related social needs interventions. The 25 programs
captured are geographically dispersed across the United
States and across multiple MMCOs. The strong major-
ity of programs identified target high healthcare—utilizing
patients with specific chronic health conditions. Within
target disease groups, programs frequently focus on spe-
cific racial or ethnic groups and low-income, homeless, or
other specific sociodemographically defined populations.
The existing literature provides no empirical data showing
that MMCOs engage in universal social screening, needs
assessments, or resource mobilization to address the so-
cial needs of all members. Based on our theoretical model,
these findings suggest that MMCQOs are making low, or at
most, low to moderate investments in SDH interventions
and are not yet systematically engaged in comprehensive
SDH strategies to improve health or change healthcare
utilization patterns of enrolled patients.

This review differs from previous reports examining
SDH interventions in 2 important ways. First, it focuses ex-
clusively on MMCOs because these organizations are rela-
tively well-positioned and incentivized to address the social
needs of their patient populations to improve healthcare
outcomes and service utilization. Although we found many
interventions and programs addressing SDH that serve
Medicaid patients, this review focuses on the few that are
financed or directly supported by MMCOs. Second, the
review focuses on programs that have at least some degree
of clinical integration, meaning that individual patients are
being screened for social needs and connected with relevant
services based on being patients in a clinical care delivery
system. Understanding the degree to which SDH programs
are clinically integrated is key for MMCOs, which must de-
cide whether spending on SDH interventions will be linked
to a plan’s patient care and quality improvement activities
or to its community benefit activities. Previous reports de-
scribing and examining innovations in addressing SDH
have either not been specific to MMCOs or have included
both clinical and community-level interventions.”*3?3

The 25 program descriptions we identified provide little
detail on key program characteristics or MMCO decision-
making processes that could help establish and dissemi-
nate best practices, such as the role of internal or external
financial or other drivers or barriers to undertaking these
interventions; any relevant community needs assessments

on which interventions are based; or the role of executive

sponsors, project owners, and key stakeholders in shap-
ing the interventions. Similarly absent are descriptions of
the return-on-investment calculations required to sustain
these types of programs. This lack of information on orga-
nizational decision making, “readiness” assessments, and
management processes, combined with the lack of rigor-
ous evaluation of the impacts that these types of interven-
tions have on health outcomes or health services, limits
the capacity to understand and disseminate best practices
in SDH-related interventions among MMCOs.

Our review revealed several reports of case management
programs for high-risk patient populations that include
both social and medical components. This blended ap-
proach of social and medical case management may be an
important target for scaling nonmedical health interven-
tions within MMCOs. A recent report from John Snow,
Inc (JSI) suggests that these services elicit a better response
from clients if initiated at the provider level rather than at
the payer level, which could incentivize MMCOs to fund
provider-delivered programs.’® Both the JSI report and a
related Commonwealth Fund issue brief authored by the
Center for Health Care Strategies further suggest that the
absence of assured flexible use of Medicaid managed care
capitation rates may prevent MMCQOs from transition-
ing from traditional case management of medical services
to case management that includes behavioral and social
needs coordination.®!*

Ensuring flexible funding for managed care capitation
rates could improve MMCO case management programs
that address a combination of patient medical and social
needs. This funding may be accessible via the Affordable
Care Act’s Health Homes program, which does require
both comprehensive care management and increased refer-
rals to community and social support services®; the Health
Homes program already supports intensive case manage-
ment activities in 19 states,”® though only 1 was identified

in this systematic review.”

Limitations

References meeting our inclusion criteria show wide
variation in associated key words and terms, which made
it difficult to develop a comprehensive, practical electron-
ic search strategy. The WHO definition of SDH is very
broad, and the process of translating that broad concept
into meaningful search terms that capture specific social
determinants interventions is complex. Furthermore, some
MMCOs may choose not to publish information regard-
ing successful programs in order to maintain advantage
in a competitive marketplace. To minimize the challenges
inherent to this search strategy, we supplemented the elec-
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tronic search using references provided by national ex-
perts. Nevertheless, there could be programs that meet our
inclusion criteria that were not identified by these methods.

Our methods included a hierarchical exclusion process:
references were initially assessed based on whether or not
they described an SDH program or other intervention.
Those that referred to SDH but did not describe an interven-
tion were excluded. Remaining articles were then reviewed
to determine whether there was some degree of clinical inte-
gration for the intervention. In the 25 programs captured,
there was a considerable range in the extent to which clinical
integration was described. For example, one program simply
said that a social worker was added to care teams (article not
included), while another program more clearly described
the integration, including information about how the social
worker addressed patients’ social needs (article included). It
is possible that some programs were clinically integrated, but
the integration was insufficiently described in the reference
article to justify inclusion. Future efforts should supplement
available information via key informant interviews, organi-
zations’ annual reports, or other data sources. The lack of
existing information may negatively influence dissemina-
tion or quality improvement efforts.

Additionally, many references in the original search
did not include a description of the funding mechanism
for the program. In other cases, funding was from a source
other than Medicaid managed care entities. Interventions
that met the other inclusion criteria but were not clearly
funded by MMCOs are listed in eAppendix Table 2. To
improve scaling and dissemination efforts, journals may

consider requiring reporting of funding mechanisms.

This review is an important first step toward under-
standing how MMCQOs are making investments in clinical
nonmedical health determinants. Although risk-based cap-
itated payment systems serving low-income populations
provide incentives for incorporating models to address
SDH, real and perceived local, state, and federal barriers
can dis-incentivize adoption. In the context of increas-
ing federal and state funding experimentation supporting
Medicaid investments in SDH, MMCOs hoping to invest
in these interventions will require detailed implementation,
operations, scaling, and sustainability descriptions from

other programs that have begun to make these investments.

Acknowledgments

The authors wish to thank Stephanie Chernitskiy for her editing and
assistance with the paper’s figures and Beena Patel for her assistance in
the literature review. Support for this study was provided by the Com-

Medicaid Managed Care and Social Interventions

monwealth Fund.

Author Affiliations: Center for Health and Community (LMG, KG,
HW) and Department of Family and Community Medicine (LMG), Uni-
versity of California, San Francisco, CA; HealthBegins (RM), Studio
City, CA.

Source of Funding: Support for this study was provided by the Com-
monwealth Fund.

Author Disclosures: The authors report no relationship or financial
interest with any entity that would pose a conflict of interest with the
subject matter of this article.

Authorship Information: Concept and design (LMG, RM); acquisition
of data (LMG, KG, RM); analysis and interpretation of data (LMG, KG,
HW, RM); drafting of the manuscript (LMG, KG, HW); critical revision
of the manuscript for important intellectual content (LMG, HW, RM);
obtaining funding (LMG); administrative, technical, or logistic support
(HW, RM); and supervision (LMG).

Addpress correspondence to: Laura M. Gottlieb, MD, MPH, Center for
Health and Community, University of California, San Francisco, 3333 Cali-
fornia St, Ste 465, San Francisco, CA 94118. E-mail: laura.gottlieb@ucsf.edu.

1. World Health Organization; Commission on Social Determinants of
Health. Closing the gap in a generation: health equity through action
on the social determinants of health. WHO website. http://www.who.
int/social_determinants/thecommission/finalreport/en/. Published
2008. Accessed April 22, 2016.

2. McCarthy D, Klein S.The Triple Aim journey: improving population
health and patients’ experience of care, while reducing costs. The
Commonwealth Fund website. http://www.commonwealthfund.org/
publications/case-studies/2010/jul/triple-aim-improving-population-
health. Published July 22, 2010. Accessed November 2, 2015.

3. Nandi A, Harper S. How consequential is social epidemiology?

a review of recent evidence. Curr Epidemiol Rep. 2015;2:61-70. doi:
10.1007/s40471-014-0031-3.

4. Manchanda R.The upstream doctors: medical innovators track
sickness to its source. Presented at: TEDSalon NY2014; August 2014.
https://www.ted.com/talks/rishi_manchanda_what_makes_us_get_sick_
look_upstream?language=en. Accessed April 22, 2016.

5. Bachrach D, Pfister H, Wallis K, Lipson M; Manatt Health Solutions.
Addressing social determinants of health: the business case for
provider investment. The Commonwealth Fund website. http://www.
commonwealthfund.org/~/media/files/publications/fund-report/2014/
may/1749_bachrach_addressing_patients_social_needs_v2.pdf. Pub-
lished May 2014. Accessed November 2, 2015.

6. Onie R, Farmer P, Behforouz H. Realigning health with care. Stanford
Social Innovation Review website. http://www.ssireview.org/articles/
entry/realigning_health_with_care. Published 2012. Accessed Novem-
ber 2, 2015.

7. Community health centers: leveraging the social determinants of
health. Institute for Alternative Futures website. http://www.altfutures.
org/pubs/leveragingSDH/IAF-CHCsLeveragingSDH.pdf. Published
March 2012. Accessed November 2, 2015.

8. Role of Medicaid health plans in patient-centered medical homes.
Medicaid Health Plans of America website. http://www.mhpa.org/_up-
load/MHPA Medical Home White paper FINAL4.pdf. Published Septem-
ber 2010. Accessed November 2, 2015.

9. Loppie Reading C, Wien F. Health inequalities and social determi-
nants of aboriginal people’s health. National Collaborating Centre for
Aboriginal Health website. http://www.nccah-ccnsa.ca/docs/social de-
terminates/NCCAH-loppie-Wien_report.pdf. Published 2009. Accessed
November 2, 2015.

10. Kaiser Commission on Medicaid and the uninsured: Medicaid
managed care: key data, trends, and issues. Kaiser Family Foun-
dation website. http://kaiserfamilyfoundation.files.wordpress.
com/2013/01/8046-02.pdf. Published February 2012. Accessed Novem-
ber 2, 2015.

11.The scope of Medicaid managed care. Medicaid Health Plans of
America website. http://www.mhpa.org/_upload/Medicaid Managed
Care Primer February 2013 Sec 2 Scope.pdf. Published 2013. Accessed
November 2, 2015.

12. Burton A, Chang DI, Gratale D. Medicaid funding of community-
based prevention: myths, state successes overcoming barriers and

VOL. 22,NO. 5

s THE AMERICAN JOURNAL OF MANAGED CARE =

375



—
REVIEW

the promise of integrated payment models. Nemours website. http://
www.nemours.org/content/dam/nemours/wwwv2/filebox/about/Med-
icaid_Funding_of_Community-Based_Prevention_Final.pdf. Published
2013. Accessed November 2, 2015.

13.Tobey R, Maxwell J, Bateman C, Barron C. Opportunities for whole-
person care in California. John Snow, Inc website. http://jsi.com/JSI-
Internet/Inc/Common/_download_pub.cfm?id=14817&lid=3. Published
September 2014. Accessed November 2, 2015.

14. McGinnisT, Crawford M, Somers SA. A state policy framework for
integrating health and social services. Issue Brief (Commonw Fund).
2014;14:1-9.

15. Weiner BJ. A theory of organizational readiness for change. Imple-
ment Sci. 2009;4:67. doi: 10.1186/1748-5908-4-67.

16. Bielaszka-DuVernay C. Vermont's blueprint for medical homes,
community health teams, and better health at lower cost. Health Aff
(Millwood). 2011;30(3):383-386. doi: 10.1377/hlthaff.2011.0169.

17. Johnson D, Saavedra P, Sun E, et al. Community health workers
and Medicaid managed care in New Mexico. J Community Health.
2012;37(3):563-571. doi: 10.1007/s10900-011-9484-1.

18. Sandberg SF, Erikson C, Owen R, et al. Hennepin Health: a
safety-net accountable care organization for the expanded Medicaid
population. Health Aff (Millwood). 2014;33(11):1975-1984. doi: 10.1377/
hithaff.2014.0648.

19. Community health plan strategies for improving mental health:
case studies in improving care, reducing mental illness stigma. Alli-
ance of Community Health Plans website. http://www.achp.org/publi-
cations/community-health-plan-strategies-improving-mental-health-2/.
Published November 12, 2014. Accessed November 2, 2015.

20. Meyer H. A new care paradigm slashes hospital use and nursing
home stays for the elderly and the physically and mentally disabled.

Health Aff (Millwood). 2011;30(3):412-415. doi: 10.1377/hlthaff.2011.0113.

21. Catov JM, Marsh GM, Youk AO, Huffman VY. Asthma home teach-
ing: two evaluation approaches. Dis Manag. 2005;8(3):178-187.

22. Grimes KE, Mullin B. MHSPY: a children’s health initiative for
maintaining at-risk youth in the community. J Behav Health Serv Res.
2006;33(2):196-212.

23.The Menges Group. Positively impacting social determinants of
health: how safety net health plans lead the way. Association for
Community Affiliated Plans website. http://www.communityplans.net/
Portals/0/Fact%20Sheets/ACAP_Plans_and_Social_Determinants_of_
Health.pdf. Published June 2014. Accessed April 22, 2016.

24. Craig C, Eby D, Whittington J. Care coordination model: better care
at lower cost for people with multiple health and social needs. Institute
for Healthcare Improvement website. http://www.ihi.org/resources/
pages/ihiwhitepapers/ihicarecoordinationmodelwhitepaper.aspx.
Published 2011. Accessed April 22, 2016.

25. Eyster L, Bovbjerg RR. Promising approaches to integrating com-
munity health workers into health systems: four case studies.The
Urban Institute website. http://www.urban.org/research/publication/
promising-approaches-integrating-community-health-workers-health-
systems-four-case-studies. Published March 26, 2014. Accessed April
22, 2016.

26. Burke G, Cavanaugh S.The Adirondack Medical Home Demonstra-
tion: a case study. United Hospital Fund website. http://www.uhfnyc.
org/assets/888. Published 2011. Accessed November 2, 2015.

27. ACAP fact sheet: safety net health plan efforts to reduce avoidable
emergency department utilization. Association for Community Affili-
ated Plans website. http://www.communityplans.net/Portals/0/Fact%20
Sheets/ACAP-Reducing_Avoidable_ER_Utilization.pdf. Published 2014.
Accessed November 2, 2015.

28. Health Homes. Medicaid.gov website http://www.medicaid.gov/
Medicaid-CHIP-Program-Information/By-Topics/Long-Term-Services-
and-Supports/Integrating-Care/Health-Homes/Health-Homes.html.
Accessed October 21, 2015.

29. What is a Health Home program? Washington State Health Care
Authority website. http://www.hca.wa.gov/medicaid/health_homes/
Pages/index.aspx. Accessed January 30, 2015. l

www.ajmc.com Full text and PDF

376 = www.ajmc.com m

MAY 2016



eAppendix

Search terms for “social determinants of health”:

“social determinant®” OR “social service*” OR “socioeconomic factors*” OR
“patient advocacy*” OR “social welfare*” OR “educational status” OR
“employment” OR “food” OR “housing” OR “domestic violence” OR “child,

preschool” OR “public assistance”

Search terms for “health care settings”:

“health care” OR “primary health care” OR “primary care” OR “medical care”
OR “medical home” OR “patient-centered care*”” OR “health services needs and
demand” OR “patient care team” OR “urban health services*” OR “delivery of
health care, integrated” OR “community health services” OR “patient-centered

medical home”

Search terms for “interventions”:
“interventions®*” OR “organizational case studies” OR “program
development/methods” OR “referral and consultation/utilization” OR "pilot

projects*" OR “needs assessment”



Table 1. Interventions and Programs Addressing Social Determinants of Health in Clinical Settings

Target Social Intervention Intervention Evaluation
Determinant(s) Name Description Staff/Workforce Target Population Metrics Outcomes
Employment Employment of Health plan employs Health plan staff HIV-positive Not presented N/A
Enrollees as enrollees to serve in members
Outreach Staff’ community-support
roles (peer specialists,
community health
outreach workers,
health navigators and
Member Advisory
Council participants)
Food Diabetic Food Care management Patient navigators, High-risk members Patient satisfaction Preliminary descriptive survey data
Pack Program1 team provides diabetic primary case with diabetes (type results of 80 patients were reported.
friendly food pack at manager, diabetes not specified) 88% of participants were satisfied or
quarterly visits disease management extremely satisfied with diabetic
nurses food pack; 65% of participants were
satisfied or extremely satisfied with
education given in conjunction with
food pack; 72% of participants were
satisfied or extremely satisfied with
variety of food provided; and 64%
were satisfied or extremely satisfied
with the quality of food provided.
Food Food Rx Physicians provide Physicians Food insecure Not presented N/A
Program' members with food members and/or
vouchers and members with
education around chronic health issues
shopping for and related to diet
preparing nutritious
food
Housing Asthma Home Respiratory therapist Respiratory Medicaid-managed Administrative Two quasi-experimental studies
Teaching2 conducts home therapist care asthma patients data (demographic reported mixed findings. One group
environment considered high risk enrollment data, pre/posttest design on enrolled

assessments for asthma
triggers, provides
intensive education
about asthma and self-

medical claims)
were used for
analysis were
compared at

members found significant

reductions in ED visits and hospital
admissions (P <.001). An additional
treatment-control group comparison




management and

baseline and up to

study with pre/post tests found no

works with physician 12 months overall difference in hospital
to create action plans following admissions, ED, PCP or specialist
completion of the visits between groups.
intervention
Housing Community Nurses or community Nurses, community Low-income Not presented N/A
Asthma health workers assess health workers children with
Initiative’ the families’ homes for asthma
asthma triggers,
provide asthma
remediation items (eg,
HEPA vacuum,
bedding encasements),
and connect families to
community-based
services.
Housing Community Community-based Health Plan of San Health plan Not presented N/A
Care Settings' organization partners Mateo, staff of members living in
assist health plan skilled nursing institutions, such as
members to transition facilities skilled nursing
to less-restrictive facilities, and who
residential settings. could live in the
community with
adequate supports
Housing Shelter Plus Primary care practice Primary practice Members with a Per-member-per- An observational evaluation of 22
Care (University provides care professionals, high level of need, month (PMPM) enrollees’ utilization patterns for the
of Pittsburgh coordination and registered nurse, including people claims costs six months prior to entering the
Medical Center - | health services. case manager who are frequently associated with program, the first six months in the
UPMC For Housing subsidies hospitalized and utilization patterns. program, and the next six-month
You)' provided by HUD who meet criteria period (7-12 months) showed a 23%
for homelessness (as reduction in PMPM claims costs.
defined by Program enrollees averaged PMPM
Community Health costs of roughly $4100 prior to
Services and the program participation versus PMPM
local Housing and costs of approximately $3200 while
Urban Development enrolled in the program.
authority)
Multiple SDH Client Support Community health Medical director, Members who are ED utilization and Retrospective study of utilization
Assistants® workers (CHW) assess health services high utilizers of payment, inpatient and payment of 448 enrollees from




members’ needs and
provide
training/education,
referrals and linkages
to community and plan
based services

director (RN), care
coordinator,
community health
workers

emergency
departments

utilization and
payment,
prescription counts
and payment,
narcotic counts and
payments, PCP
visits and payment,
specialist (non-PCP)
visits and payment

6-months before to 6-months after
CHW intervention showed a
reduction in costs in all categories.
Additional retrospective analysis of
448 high utilizers who did not
receive intervention also showed a
decline in costs on these measures.
While ED counts and cost
reductions did not differ between the
two groups, there was a larger
decrease in enrolled patients’ in-
patient, prescription and narcotic
counts and costs, and a significantly
larger reduction in resource
utilization in each category. Office
visits to PCPs and to specialists
declined in the non-CHW group by
about 50%, but showed no
significant change in the CHW

group.

Multiple SDH Care Case management Registered nurse, High-risk Medicaid Not presented N/A
Coordination team provides behaviorist, managed care and
Model: training/education, healthcare guide dual eligible
CareOregon’ service coordination (primary staff members
and assists with access person dependent on
to care nature of member’s
challenges)
Multiple SDH Project Connect' Case managers provide | Case managers Medically needy Not presented N/A
outreach and members
assistance experiencing
homelessness
Multiple SDH Community Community health Community health High risk and high Not presented N/A
Health Workers workers identify needs workers (nurses, cost members with
in Durham® and provide social workers, recent hospital
training/education, educators) discharge
referrals/linkages to
community services
and resources
Multiple SDH Complex Care Multidisciplinary care Wraparound clinical Adults and child Not presented (too N/A




Needs’

team provides medical

and support staff

members with

new to evaluate at

and social support multiple chronic the time of
services illnesses, many with publication)
mental health and
substance abuse
needs
Multiple SDH Adirondack Case management Team of providers Members with Not presented N/A
Medical Home team provides care led by a physician chronic diseases
Demonstration® coordination including with whom patient who require ongoing
social services has an ongoing surveillance
consultations relationship
Multiple SDH Individualized Care managers provide Care managers, Child members with Not presented N/A

Family Service
Plan'

link between plan and
members to ensure
access to needed
services

speech therapist,
physical therapist,
occupational
therapist

special needs and
disabilities up to the
age of 26 years

Multiple SDH Hennepin Interdisciplinary care Registered nurse care Low-, intermediate-, | ED visits; outpatient Comparisons of observational data
Health’ coordination teams coordinators, clinical and high-risk visits of enrollees collected over the first
located in primary care social workers, members hospitalizations year showed a 9.1% decrease in ED
clinics assess and community health quality of care for visits; 3.3% increase in outpatient
provide links to workers, housing or patients with chronic | visits; no change in hospitalizations;
nonclinical services social service conditions social 8%-12% increase in optimal chronic
such as housing and navigator, vocational services; satisfaction care delivery; and high patient
vocational assistance services counselor with care. satisfaction scores.
Multiple SDH Disability Care Multidisciplinary care Multidisciplinary Nonelderly adult Number of Unpublished data show cost savings
Program7 team provides social teams members with hospitalizations, associated with the program. The
support services based severe physical monthly medical total monthly costs were $3601 in
on individual patient disabilities, spending 2008 for program patients, versus
needs including congenital $5210 for Medicaid fee-for-service
anomalies, patients with conditions of similar
neuromuscular severity.
disorders, and spinal
cord injuries
Multiple SDH Just For Us® Multidisciplinary care Physician, physician | Homebound elderly Not presented N/A
team identifies social assistant, nurse and disabled
issues and provides practitioner, social members

referrals/linkages to

worker, registered




support services

dietician,
occupational
therapist, and
community health
workers

Multiple SDH

Massachusetts
Mental Health
Services
Program for
Youth
(MHSPY)"?

Case management
includes home visits,
the identification of
social needs and
natural supports such
as teachers, neighbors,
state agency staff who
are linked into care
team

Family coordinator,
care manager

Child members
between the ages of
3and 18

Service utilization:
standard claims
processing
categories and
location of service.
Cost: financial data
on salary, program
operations expense
and individual
service delivery
costs. Participant

Observational and descriptive data
showed a 50% reduction in MHSPY
enrollee days spent in placements
not covered under the MHSPY
benefit (including foster care,
residential, group home, detention,
jail, pre-independent living,
assessment, secure treatment, or
boot camp). Enrollee expenses
averaged 50%-60% less than similar
youth in more restrictive settings.

satisfaction. Approximately 81% of the
graduating youth and 68% of other
MHSPY youth remain in their
homes after leaving the MHSPY
program. High levels of satisfaction
were reported by parents and youth
enrolled in the program.
Multiple SDH Senior Care Case managers Nurse practitioners, Members aged 65+, Number of Unpublished data for Senior Care
Options’ conduct home visits, multidisciplinary most dual eligible hospitalizations, Options from 2007 found the
assess medical, social, teams nursing home number of hospital days per 1000
behavioral and support placements members as equal to 55% of the

needs, and provide
referrals/linkages to
community or plan
based services

number hospital days for
comparable patients cared for in fee-
for-service payment environments.
Senior Care Options also reported
the rate of nursing home placements
as 30% the rate of comparable
seniors in Medicaid fee-for-service
environments from 2005-2009. Total
medical spending in Senior Care
Options for seniors eligible for
nursing home placements from
2004-2009, as well as ambulatory
seniors from 2006-2009, grew by a
much lower annual rate than fee-for-
service growth rates.




Multiple SDH Vermont Multidisciplinary Community health All Medicaid Utilization patterns Utilization patterns and costs from
Blueprint for community health teams vary by members in pilot and costs (hospital one year to the next were analyzed
Health'! teams assess individual | location, but sites admission, ED for the first pilot program. Hospital
social needs and typically include visits per 1000 admissions and ED visits per 1000
provide nurse coordinators, patients, inpatient patients and related PMPM costs
referrals/linkage to behavioral health use and associated decreased significantly. Inpatient use
community based counselors, and costs) decreased by 21% and associated
support services social workers PMPM costs decreased by 22%. ED
use and PMPM costs declined 31%
and 36% respectively. Overall use
and PMPM costs fell 8.9 % and
11.6% respectively.
Multiple SDH, Recuperative Case management Lead case manager Members who are Not presented N/A

including
housing

Care Program’

team provides
immediate housing and
assistance overcoming
social barriers
associated with return
ED visits

with a social work
or emergency
medical technician
background, an
internist, social
work interns, and a
full-time volunteer

medically ready to
leave the hospital,
but have ongoing
recuperation needs
and are experiencing
homelessness

Multiple SDH, CareOregon Health Resilience Health Resilience Severely mentally ill | Hospital inpatient Observational analysis of participant
including Health Specialists conduct Specialist = Social members who are visits and ED utilization patterns showed reductions
housing Resilience home and community- worker high utilizers visits/year in inpatient admissions and ED visits
Program'? based visits to assist after one year of work with a Health
members with unique Resilience Specialist. Prior to
set of challenges enrolling in the program, participants
averaged 3.1 hospital inpatient
admissions and 13.1 ED visits each
year. One year after the initial
intervention, enrollees averaged one
hospital inpatient admission and 5.8
ED visits per year.
Multiple SDH Capital District Case manager creates Behavioral health Severely mentally ill | Inpatient Observational analysis of participant

Physicians’
Health Plan
(CDPHP)"?

collaborative link with
social service and
housing agencies,
mental health case
management programs
and family members
involved in care

case manager

members who are
high utilizers

admissions and ED
visits, cost savings,
ongoing
engagement in
treatment

utilization patterns showed a
reduction in hospital admissions in
the year following enrollment—=83%
of patients engaged in case
management did not have another
hospital admission, and 76% had a
reduction in ED visits; almost half of




whom had no ED visits. An average
cost savings of $1154 per person was
attributed to these reductions. More
than half of referred patients in 2012
engaged in behavioral health
treatment.

Multiple SDH Community Comprehensive case Care managers High-cost/high-need | N/A N/A
Health Plan of management and care members
Washington coordination, including
State Health referrals to social
Homes services
Programs13
Multiple SDH Gold Coast Care coordinators, Lay health workers Members who are N/A N/A
Health Plan assist ED high utilizers high ED, high
Health in accessing primary utilizers
Navigator care services and other

Program13

social service needs
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