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CHAPTER 1

Executive Summary
The conditions in which we are born, live, learn, work,
and play affect health in myriad ways—in some cases
more than the medical care we receive. State Medicaid
agencies have increasingly looked at ways to address
these “social determinants of health” (SDOH) in an
effort to provide more efficient care and improve
health outcomes. They have begun to use a variety of
approaches to support such work, thinking strategically
about how best to align SDOH-related activities
with other reforms, such as value-based purchasing,
care transformation, and the development of larger
partnerships focused on population health.

Managed Care Contracts

In this report, supported by the Association for
Community Affiliated Plans (ACAP), the Center for Health
Care Strategies (CHCS) examines Medicaid managed
care contracts or requests for proposals (RFPs) in 40
states, in addition to 25 approved § 1115 demonstrations.
CHCS compiled incentives and requirements relating
to SDOH, identified common themes in the states’
approaches, and developed recommendations
for federal policymakers, including the Centers for
Medicare & Medicaid Services (CMS).

■■

There is a growing focus on SDOH in state
managed care contracts. States most often
encourage SDOH-related activities in care
coordination and care management requirements,
with some states beginning to integrate SDOH
elements into quality assurance and performance
improvement requirements.

■■

Most states do not provide detail on how MCOs
can use flexibilities under federal law to provide
services that address SDOH. Many state contracts
restated federal authority allowing managed care
plans to provide additional services, but did not
provide additional clarification or detail on how this
authority can be used for SDOH interventions.

■■

Payment incentives linked to SDOH are not yet
commonplace. Some states have created specific
financial incentives to address beneficiaries’ SDOH,
but these activities are not common.

In their contracts, states often require managed care
organizations (MCOs) to screen for social needs and
link members to needed community resources, but
do not often establish specific expectations around
the direct provision of services that address those
needs. Nonetheless, states do have some flexibility
under existing law, and CHCS’ review of managed care
contracts suggests that states have, for the most part,
not taken full advantage of this flexibility. CHCS found
the following themes:

CHCS reviewed SDOH requirements and incentives
through the following lenses:
■■

■■
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Systems and Partnerships. How is the state building
the infrastructure and processes needed to address
the interrelated health and social needs of lowincome Americans? What types of SDOH-related
activities are states requiring or incentivizing?
Authority and Funding. Is the state using an existing
flexibility in federal law, or requesting new, specific
authority to provide traditionally non-covered
services that address SDOH? How does the state
finance SDOH-related work? How has the state
ensured sustainability of this work beyond timelimited investments in delivery system reform?
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§ 1115 Demonstrations

Policy Recommendations

CHCS reviewed key aspects of select § 1115
demonstrations relating to delivery system reform;
healthy behavior incentives; and work or community
engagement requirements. In reviewing these § 1115
demonstrations, CHCS identified a number of common
themes:

States have begun working on ways to address SDOH.
However, additional guidance from CMS would support
creativity and innovation at the state level and advance
this work even further. Building on findings in its scan,
CHCS developed several recommendations for federal
policymakers to support continued development of
SDOH-focused interventions:

■■

■■

■■

■■

There is a focus on enhancing care coordination
and community partnerships to address SDOH.
Delivery system reform demonstrations often
advance projects or programs that encourage
screening for social needs, linkages to community
resources that address SDOH, and partnerships
with social service agencies and community-based
organizations.
Payment incentives are increasingly deployed
to address SDOH. Some delivery system
demonstrations discussed SDOH in the context
of new or developing value-based payment (VBP)
initiatives.
Healthy behavior incentives are not typically
linked to SDOH. Demonstrations that refer to healthy
behavior incentives largely do not discuss the ways
in which MCOs or the state can address the SDOH
that influence health behaviors.
Two states allow health plans to help members
meet eligibility requirements related to work and
community engagement. Demonstrations with
work and community engagement requirements
included standard requirements on connecting
beneficiaries to community resources, but only
two demonstrations allowed members to satisfy
community engagement requirements through
participation in an activity likely to be sponsored by a
health plan.

1. Make it easier for vulnerable populations to access
needed health services and care coordination.
Effective SDOH strategies require health care
organizations to engage beneficiaries over a
sustained period of time. During its review and
approval processes, CMS can suggest modifications
to § 1115 demonstrations to help reduce eligibility
churn and improve member engagement.
2. Enhance agency collaboration at the federal level.
Targeted federal partnerships and cross-agency
councils, such as the United States Interagency
Council on Homelessness, can make collaboration
on SDOH more commonplace.
3. Provide additional guidance on addressing SDOH.
When CMS issues guidance to Medicaid agencies,
states listen. States would benefit from guidance
on ways to use in lieu of services and value-added
services to provide upstream SDOH interventions;
how to develop rates to address premium slide
concerns; and how states can direct plans to use the
quality assurance and performance improvement
processes to test effective SDOH strategies.
4. Approve § 1115 demonstrations that test strategies
to address SDOH. CMS can approve state § 1115
demonstrations that test the impact of targeted
SDOH interventions in managed care.
5. Support outcomes-based payment for SDOH
interventions. Pay-for-success models allow states
and MCOs to pay only for “what works.” Building
on precedent established by the Social Impact
Partnerships to Pay for Results Act (SIPPRA), CMS can
identify ways in which the pay for success model can
be adapted to Medicaid managed care and enable
investments in SDOH.
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CHAPTER 2

Introduction
SDOH disproportionately affect low-income individuals,
many of whom are served by Medicaid.1 Consequently,
Medicaid health plans, providers, and state agencies
increasingly recognize the importance of SDOH as key
drivers to patients’ health status and health care costs.
Innovative Medicaid health plans are at the forefront of
examining how they can leverage their considerable
flexibility to help their members and providers address
these factors. Plans can link to existing community
resources and invest in new ones, like housing, that will
better meet members’ needs.
Within this context, state Medicaid agencies are using
policy levers to drive the adoption of strategies that
will address SDOH, improve outcomes, and lower
costs. Two key levers used by Medicaid include: (1)
demonstration projects under Social Security Act §
1115 (“§ 1115 demonstrations”); and (2) managed care
contracts that deploy a variety of requirements and
direct or indirect financial incentives to drive the uptake
of SDOH interventions.
For this project, CHCS examined how, through
managed care contracts and § 1115 demonstrations,
states required or incentivized different entities—
regional partnerships, hospitals, provider organizations,
MCOs, and ACOs—to address SDOH. CHCS reviewed
managed care contracts and approved § 1115
demonstrations, current as of November 2018, and
catalogued the requirements and incentives. In doing
so, CHCS used the following lenses:
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■■

Systems and Partnerships. How is the state building
the infrastructure and processes needed to address
the interrelated health and social needs of lowincome Americans? What types of SDOH-related
activities are states requiring or incentivizing?

■■

Authority and Funding. Is the state using an existing
flexibility in federal law, or requesting new, specific
authority to provide traditionally non-covered
services that address SDOH? How does the state

finance work related to SDOH? How has the state
ensured sustainability of this work beyond timelimited investments in delivery system reform?
ACAP and CHCS intend for this report to accelerate
and strengthen the numerous innovative efforts
currently underway by health plans, states, provider
organizations, and policymakers. While many reports
and resources aim to help providers design work flows
and tools for innovative SDOH approaches, this report
addresses how states have implemented policies to
incentivize this work and what federal policymakers can
do to pave a path for this work—with an emphasis on
managed care contracts and § 1115 demonstrations.

Methodology
CHCS reviewed managed care contracts in all 39 states
with risk-based managed care programs, in addition to
one state about to implement a managed care program
in November 2019: North Carolina. In states with
multiple managed care products, CHCS reviewed the
most general model managed care contract that was
publicly available or available through CHCS or ACAP
contacts in the state. In some cases, such as for review
of managed care documents in North Carolina and
Washington, D.C., CHCS reviewed requests for proposal
(RFP) relating to an operational date in the future. In
states with separate behavioral health and physical
health managed care programs, CHCS reviewed
the physical health contract, which tends to be more
comparable to fully-integrated managed care contracts.
CHCS did not review dental managed care contracts,
behavioral health organization contracts, or contracts
that solely relate to managed long-term services and
supports or dual eligible populations.
In addition, CHCS reviewed a subset of approved § 1115
demonstrations:
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■■

§ 1115 demonstrations related to delivery system
reform. CHCS used Kaiser Family Foundation’s
waiver tracker2 to identify this initial pool of
demonstration projects, reviewing only those
demonstrations in states with Medicaid managed
care.

Note, this is not an exhaustive review. CHCS relied
solely on the examined documents and did not contact
state officials to verify the information collected. Given
the nature of the documents examined and the unique
terminology in each state Medicaid program, CHCS may
have inadvertently excluded some SDOH-related items.

■■

Additional § 1115 demonstrations that implemented
a managed care model. CHCS reviewed § 1115
demonstrations in Hawaii and Delaware because
each implemented managed care models.

Exclusions

■■

§ 1115 demonstrations that implemented incentives
for healthy behavior. Although health behaviors and
SDOH are distinct concepts, CHCS reviewed these
demonstrations because of the relationship between
SDOH and health behaviors.

■■

§ 1115 demonstrations that implemented
community engagement and work requirements.
CHCS reviewed these demonstrations for specific
references to health plan activities that would help
members meet community engagement and work
requirements.

■■

The Demonstration Project for Case Management
Services in Flint, Michigan. CHCS reviewed this
§ 1115 demonstration because of its focus on lead
poisoning.

For a full list of reviewed § 1115 demonstrations and
managed care contracts, see Appendix 1.

CHCS chose to focus on activities outside the provision
of established Medicaid-covered services. Therefore,
CHCS excluded requirements related to Medicaid
benefit categories that address SDOH, including:
■■

Home- and Community-Based Services (HCBS).
This category includes HCBS programs and
services that have been implemented—or largely
could have been implemented—through a waiver
under Social Security Act § 1915(c) or a state plan
amendment under Social Security Act § 1915(i) or §
1915(k). These HCBS programs can target individuals
with an institutional level of care or target a specific
population, such as individuals experiencing
homelessness, substance use disorder (SUD), or
serious mental illness. HCBS programs may include
services such as supportive housing services (absent
room and board expenses), employment services,
home modifications, and home-delivered meals.

■■

Case Management Services. Defined under Social
Security Act § 1915(g)(2), this category of state plan
services assists individuals in gaining access to
needed medical, social, educational, and other
services. To the extent that § 1115 demonstrations
create specific case management programs with an
SDOH focus, CHCS reviewed those programs.

■■

Health Homes. Health home services, authorized
under Social Security Act § 1945, include referral to
community and social support services, if relevant.
States typically provide health home services
through a state plan amendment.

■■

Non-emergency medical transportation (NEMT).
Under 42 C.F.R. § 431.53, state Medicaid programs
must provide NEMT services. To the extent that a
demonstration project or managed care contract

CHCS reviewed activities related to care coordination,
partnerships, and traditionally non-covered services that
address SDOH. During each review, CHCS searched for
key terms, such as:
■■
■■
■■
■■
■■
■■
■■
■■
■■
■■

Social needs;
Social determinants of health;
Community resources;
Community and social supports;
Housing;
Homeless;
Food;
Population health;
In lieu of services; and
Value-added services.
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discusses transportation outside of the established
NEMT benefit, CHCS reviewed those provisions.
CHCS did not track waivers of NEMT requirements.

■■

Accountable Health Communities Model. CMS is
currently operating a five-year program providing
support to community bridge organizations to test
promising service delivery approaches aimed at
linking beneficiaries with community services that
may address their health-related social needs (i.e.,
housing instability, food insecurity, utility needs,
interpersonal violence, and transportation needs).
This model may inform other state initiatives. For
example, the model incorporates a health-related
social needs tool.4

■■

MCO incentives that do not specifically refer or
relate to SDOH. CHCS did not review incentive
arrangements that may indirectly influence MCOs to
invest in SDOH, such as incentive measures tied to
health outcomes.

■■

State organization changes related to SDOH.
For example, two states have started state
offices dedicated to SDOH: the Office of Healthy
Opportunities in Indiana and the Bureau of Social
Determinants of Health in New York.

States have implemented many important SDOHrelated programs outside the activities and documents
highlighted in this report. CHCS did not review the
following initiatives, to the extent that they are not
referenced in current managed care contracts and
demonstrations. The scope of CHCS’s review is not
intended to downplay these important efforts:
■■

■■
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Value-based payment (VBP) initiatives
detailed outside of managed care contracts
and demonstrations. For example, Minnesota
published requests for proposals for integrated
health partnerships that discuss requirements and
incentives relating to SDOH. CHCS did not review
these types of RFPs as a part of this project.
State Innovation Model (SIM) inititiatives. For
example, CHCS did not review accountable
communities for health3 initiatives that were
implemented through SIM and not referenced in
§ 1115 demonstrations or managed care contracts.
CHCS did review SIM initiatives that were included
in § 1115 demonstrations, such as Washington’s
accountable communities of health (ACHs).
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CHAPTER 3

Overview:
State Activities Related to SDOH
Table 1 provides an inventory of SDOH-related activities
and domains from the managed care contracts and §
1115 demonstrations reviewed under this project. This
table summarizes the context in which requirements and
incentives addressed SDOH and which SDOH domains
were referenced in the documents.

■■

Delivery System Reform. In this table, CHCS notes
whether the state has a delivery system reform
demonstration. Footnotes indicate a specific delivery
system reform partnership, project, or incentive
that relates to SDOH, usually with a focus on care
coordination and management.

■■

Healthy Behavior Incentives. In this table, we note
whether the state has a healthy behavior incentive
program implemented through a § 1115 demonstration
or a managed care contract.

SDOH-Related Activities:
Reviewers categorized requirements and incentives
relating to SDOH according to the following categories:
■■

■■

■■

■■

Additional Services: Examples include provisions
relating to value-added services and in lieu of
services, as well as similar types of flexible services
created through § 1115 demonstrations.

MCO Payment Incentive. This category relates to
incentive arrangements, withhold arrangements, and
penalties that directly relate to SDOH.

■■

Partnerships with Community-Based Organizations
(CBOs) and Social Service Agencies. In this table,
CHCS noted when contracts and demonstrations
created partnerships with CBOs and social service
agencies.

Quality Assessment & Performance Improvement
(QAPI). In this table, we note whether the contract or
demonstration requires activities relating to SDOH in
the context of QAPI requirements.

SDOH-Related Topics:

Value-Based Payment (VBP) Initiatives. While many
states include requirements around VBP, CHCS
notes in this table when VBP initiatives expressly
relate to SDOH.

In this table, CHCS notes particular SDOH domain areas
of interest in the state.
■■
■■

■■

■■

Care Coordination and Management. In this
table, CHCS notes whether a state’s managed
care contract includes a care coordination and
management provision relating to SDOH. This
category includes activities related to screening for
social needs and connecting members to community
resources.
Work/Community Engagement Requirements. In
this table, CHCS notes whether the state has an
approved community engagement requirement.
CHCS provides footnotes for those demonstrations
that include qualifying activities that can be provided
by a health plan.

■■
■■
■■
■■

Employment;
Education;
Food;
Housing;
Transportation; and
Violence/Abuse.

Because state contracts often discussed SDOH-related
concepts such as wellness, disparities, and community
health workers, CHCS also notes states with a focus on
these SDOH-related concepts.
■■
■■
■■
■■

Community Health Workers (CHWs);
Disparities;
Justice-Involved Population; and
Wellness.
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Table 1

State Activities Related to SDOH
SDOH-Related
Topics

SDOH-Related Activities

Additional Services

MCO

AR

1115

Partnerships with
CBOs & Social
Service Agencies
MCO

1115

Value-Based
Payment
Initiatives
MCO

Care
Coordination
and
Management

X6

CA

X

CO

X15

Delivery
System Reform
Demonstration

MCO
Payment
Incentive

Quality
Assessment &
Performance
Improvement

X5

SDOH Domains
or SDOH-Related
Concepts

Employment

X7

X8

X9

X11

X12

X13

X16

DC

X18

X19

DE

X21

X22

FL

X23

X24

Healthy
Behavior
Incentives

1115

State does not have risk-based managed care, but uses Medicaid funds for
Qualified Health Plan premiums.

AZ

Work /
Community
Engagement
Requirement

X25

Education,
Housing,
Justice-Involved
Populations,
Wellness,
Violence/Abuse

X10

X14

X17

CHWs, Disparities,
Food, Housing,
Wellness
Wellness

X20

Disparities,
Wellness
Housing, Wellness

X

X26

Food, Wellness

GA

HI

IA

X27

X29

X30 31

X32

X33

X28

X34 35

Housing
Wellness,
Education

State Activities Related to SDOH
SDOH-Related
Topics

SDOH-Related Activities

Additional Services

MCO

1115

IL
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KS

Partnerships with
CBOs & Social
Service Agencies
MCO

1115

Value-Based
Payment
Initiatives
MCO

Care
Coordination
and
Management

X39

X49

MA

X52

X40

X44

MD

X60

MI

X68

MO

MS

X41

X45

X50

X53

X54

Quality
Assessment &
Performance
Improvement

X42

X55

SDOH Domains
or SDOH-Related
Concepts

X

Employment

X46

X47 48

X56

X57

X61

X62

X63 64

X65

X69

X70

Housing

X58

Housing,
Education,
Violence/Abuse

X59

Housing

X66

X67

CHWs, Disparities,
Employment, Food,
Transportation
CHWs, Disparities

X72

X74

CHWs, Food,
Education,
Employment,
Housing,
Transportation,
Violence/Abuse
Wellness

X51

X71

X73

MCO
Payment
Incentive

X38

X

LA

Healthy
Behavior
Incentives

X37

KY

MN

Delivery
System Reform
Demonstration

1115

X36

X43

Work /
Community
Engagement
Requirement
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State Activities Related to SDOH
SDOH-Related
Topics

SDOH-Related Activities

Additional Services

Partnerships with
CBOs & Social
Service Agencies

Value-Based
Payment
Initiatives

MCO

1115

MCO

1115

MCO

1115

NC

X75

X76

X77

X78

X79

X80

ND

X86

NE

X87

X88

Care
Coordination
and
Management

Work /
Community
Engagement
Requirement

X81

Delivery
System Reform
Demonstration

Healthy
Behavior
Incentives

MCO
Payment
Incentive

Quality
Assessment &
Performance
Improvement

X82

X83

X84

X85

X89

SDOH Domains
or SDOH-Related
Concepts

Housing, Food,
Transportation,
Violence/Abuse

Food

NV

NH

NJ

X

90

X94

X

92

X95

NM

NY

X

91

X97

X101

X102

X103

X104

OH

X

X

X96

X

X98

X

X105

X106

X107

OR

X109

PA

X117

X110

X111

X118

X112

X113

X114

X119

CHWs, JusticeInvolved
Populations,
Wellness

93

X115

X99

CHWs, Housing,
Wellness

X100

CHWs, Disparities,
Education, Food,
Housing, Wellness
X108

Disparities,
Wellness

X116

CHWs, Disparities,
Food, Wellness

X120

Housing, Wellness

State Activities Related to SDOH
SDOH-Related
Topics

SDOH-Related Activities

Additional Services

Partnerships with
CBOs & Social
Service Agencies
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MCO

1115

MCO

RI

X121

X122

SC

X129

TN

X132

X133

TX

X137

X138

Value-Based
Payment
Initiatives

1115

MCO

1115

X123

X124

X125

Care
Coordination
and
Management

X126

X139

X141

X144

X145

X147

X155

X128

X140

VA

WV

X127

X

X143

X151

Healthy
Behavior
Incentives

X134

X142

WI

Delivery
System Reform
Demonstration

X130

UT

WA

Work /
Community
Engagement
Requirement

X152

X148

X156

Quality
Assessment &
Performance
Improvement

X131

Wellness

X136

Housing, Food,
Employment,
Wellness
CHWs, Housing,
Food, Wellness

Housing, Violence/
Abuse
CHWs, JusticeInvolved
Populations,
Housing,
Education,
Employment,
Wellness

X150

X

SDOH Domains
or SDOH-Related
Concepts

CHWs, Housing,
Food, Violence/
Abuse, Wellness

X146

X149

X153

X135

MCO
Payment
Incentive

Employment,
Violence/Abuse,
Wellness

X154

X157

Employment,
Wellness

11

CHAPTER 4

Managed Care Contracts: Findings
Thirty-nine, and soon to be 40, states provide services
to Medicaid beneficiaries through risk-based managed
care plans. The parameters of those arrangements
are defined by federal rules, recently updated in
2016.158 Building upon flexibilities in these federal
rules, states have increasingly directed or incentivized
MCOs to address their beneficiaries’ SDOH. Managed
care contracts necessarily incorporate federal rules
and require MCOs to perform care coordination
activities that address SDOH, such as coordination
with community and social support providers.
States, however, can go beyond the language in the
regulations to require MCOs to address SDOH—either
generally or to focus on certain issues that they have
identified as particularly relevant.
CHCS’ scan sought to identify those provisions
specifically related to beneficiaries’ SDOH, and how
states have used contract terms to create incentives
or establish requirements for MCOs to address them.
This inventory includes discrete contract terms such as:
requiring screening for SDOH-related needs; linking
members to providers of non-medical, SDOH-related
services; requiring cooperation with other state and
federal initiatives that address beneficiaries’ SDOH; and
authorizing reimbursement for elements of the health
care workforce that are focused on SDOH.
Through its review of managed care contracts and
RFPs, CHCS noted several broad themes:
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■■

Variation in State Approaches. States’ approaches
to addressing members’ SDOH varied in how much
attention was paid to SDOH, as well as how narrowly
or broadly the contract defined SDOH.

■■

Coordination with Other Initiatives. Fifteen states
engaging in other health care reform efforts cited
that work in their MCO contracts and included
requirements for MCOs to align with those other
initiatives to address their members’ SDOH.

■■

Care Coordination Terms. Thirty-five states built
upon care coordination requirements in federal rule.
These contract sections direct MCOs to screen for
members’ social needs and permit MCOs to engage
in coordination with providers of non-medical, SDOHrelated services.

■■

Quality Assessment and Performance
Improvement (QAPI). Thirteen states also used
their required QAPI terms to focus MCO efforts on
members’ SDOH, which not only allow the MCOs
flexibility to design interventions to address them,
but also support an evidence base for future SDOHfocused work.

■■

Member Engagement, Health Equity, and Other
Approaches. States have also required MCOs
to consider SDOH in a variety of other contexts,
including improving member engagement,
addressing health equity, and providing their services
in a culturally competent manner.

■■

Additional Services. Many contracts restated federal
authority for in lieu of services and value-added
services, but did not provide additional clarification
or detail on how these services could be used to
address SDOH.

■■

Contract Provisions Related to Payment. States are
beginning to require plans to address SDOH through
VBP initiatives and include SDOH-related measures
in MCO incentive and withhold arrangements, but
these activities are not common.

■■

Community Investment. Two states require or
incent plans to invest in local communities with a
percentage of their profits or revenues.

This section contains several tables, including examples
of a state’s use of authority to grant flexibility to MCOs
to address members’ SDOH. The examples show the
range of ways that states address those requirements
in their contracts. Some are notable because they
represent an innovative approach to addressing
members’ SDOH, or focus on a particular question that
is not widely highlighted in contracting. The tables are
not comprehensive of all relevant approaches—rather,
they reflect the variety of contracting approaches that
states have taken, and present the range of contracting
levers that states have used to focus on SDOH.
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Systems and Partnerships
In this section, CHCS explores how states have directed
MCOs to develop systems, processes, and partnerships
that address SDOH. Specifically, CHCS examines
the ways in which states have built upon existing
requirements in federal law to define: (1) how MCOs
should partner with outside organizations that address
SDOH; (2) how services should be coordinated across
disciplines; (3) what obligations MCOs have to screen for
social needs and address SDOH; and (4) how this work
should factor into quality improvement activities.

State approaches vary.
There is substantial variation among states’ MCO
contracts with respect to addressing beneficiaries’
SDOH. Kansas, for example, states that “[t]he goal [of its
2019-2023 reprocurement is] to help Kansans achieve
healthier, more independent lives by providing services
and supports for Social Determinants of Health and
Independence.”159 Kansas Medicaid includes the theme
throughout the RFP, in sections devoted to the various
funding authorities, required care coordination terms,
and the creation of a “community service coordinator,”
who acts as a hub for connecting members to needed
SDOH service providers. On the other hand, Georgia’s
model Medicaid managed care contract includes
language that MCOs “place strong emphasis” on
some services related to SDOH, but does not specify
steps that contractors must take with their providers
and members.160 This is not to say that such work is
not happening—only that Georgia does not address it
through MCO contracting.
States typically discuss SDOH in select areas of
the contract and rarely develop a comprehensive
SDOH strategy. One notable exception is North
Carolina. Its recent RFP directs SDOH activities in
many of the categories discussed in this section: care
coordination and management requirements; quality

and performance improvement; value-based payment;
medical loss ratio (MLR) calculations; and additional
services. In addition, the state creates three specific
tools for MCOs to use: (1) the North Carolina Resource
Platform, a comprehensive database and referral
platform with a “closed loop referral” capacity; (2) the
North Carolina “Hot Spot” Map,161 which uses geographic
information system technology to map resource
needs and other indicators across the state; and (3)
standardized screening questions for “health-related
resource needs,” with targeted questions on food,
housing and utilities, transportation, and interpersonal
safety.162
States also vary in the specificity used to describe
SDOH activities in their MCO contracts. Some states
take broad approaches requiring MCOs to address
SDOH as a whole, or to work with state services
established to address them without specifying
particular SDOH. Others specify areas that they
would like addressed by MCOs. New Mexico’s MCO
contract contains extensive terms requiring MCOs to
maintain a “full-time Supportive Housing Specialist” to
provide training to the MCOs’ care coordination teams.
Minnesota’s contract requires MCOs to coordinate
with the state Department of Health to support the
Minnesota Community Measurement (MNCM) initiative,
and requires MCOs to retain race and ethnicity data and
provide the data to the state to further MNCM’s goals.
States also differ in terms of target populations and
SDOH priorities, and may require MCOs to consider
the social needs of only specific high-cost, high-need
populations. States have used MCO contracting terms to
direct their MCOs’ efforts toward issues of housing, food
insecurity, involvement with the criminal justice system,
racial disparities in health care, and employment,
alongside more broadly defined SDOH initiatives. Table
2 includes several MCO contract terms that relate to
specific SDOH domains.
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Table 2

Examples of Medicaid Managed Care Activities Related to SDOH
Employment
KS163

Encourages MCOs to consider supports to bridge independence, such as job counseling.

WV164

Requires the MCO to assist members with workforce opportunities and identify behavioral health or medical needs preventing
employment, and use care management staff to address barriers to employment.

Housing
MD

Requires the MCO to identify homeless individuals and link them with services.

MA166

Requires the MCO to provide services to homeless individuals through the Community Support Program for Chronically Homeless
Individuals and interface with the Social Innovation Financing for Chronic Homelessness Program, a Housing First model.

NM167

Requires the MCO to employ a full-time Supportive Housing Specialist to provide training and technical assistance to care
coordinators.

RI168

Requires the MCO to connect members with housing supports and develop strategies to identify resources to support members
experiencing homelessness.

165

Food Security
FL

Requires MCOs to offer the “Healthy Start” services. Through “Mom Care” and “Healthy Start Coordinated System of Care”
programs, MCOs provide connections to community resources, including resources related to nutrition, e.g., assistance with
benefits under the Special Supplemental Nutrition Program for Woman, Infants, and Children (WIC) and nutritional counseling.

NE170

Requires the MCO to ensure coordination between its providers and the WIC program.

169

Contracts can encourage coordination with
other state efforts.
Because of the many broader health care reform
efforts taking place at the state level (e.g., value-based
payment initiatives, State Innovation Models awards,
Accountable Communities for Health, Accountable
Care Organization models, etc.), alignment of various
initiatives is a key theme among policymakers and other
stakeholders in the health care sector. These initiatives
frequently focus on addressing beneficiaries’ SDOH,
and states have attempted to link these initiatives
through their MCO contracting. This formal alignment:
(1) empowers the MCOs and other initiatives to bolster
each other’s impact on beneficiaries’ health; (2) allows
the MCOs to support or coordinate with the delivery
of SDOH-related activities that are funded by nonMedicaid funds; and (3) further safeguards against
duplication of services.

Iowa, for example, developed a robust SIM program,
aimed in part at addressing Medicaid beneficiaries’
SDOH through the establishment of Community and
Clinical Care regions to address beneficiaries’ social
needs, and the development of a standard health risk
assessment that incorporates SDOH. Iowa’s managed
care contract requires MCOs to “obtain agency approval
of an approach to support” Iowa’s SIM project. Similarly,
Michigan’s contracts require MCOs to “participate in
[SIM] initiatives,” including coordinating with Community
Health Innovation Regions, a collaborative model
designed to drive population health improvements
that the state developed under SIM. See examples of
additional state partnerships in Table 3.

Table 3

Examples of Partnerships for Delivery System Reform

14

CO171

Requires the MCO to establish and sustain relationships with “Health Neighborhoods” in its region, including establishing referral
processes, promoting utilization, and identifying and addressing access barriers. Additionally, the MCO must demonstrate an
understanding of health disparities and inequities in its region and work with members, providers, and stakeholders to address
these disparities and promote the health of local communities and populations.

MI172

Requires the MCO to participate in State Innovation Model initiatives, including Community Health Innovation Regions.

NC173

Requires the MCO to authorize enrollment into the Opportunities for Health Pilot Program and coordinate with the Lead Pilot
Entity on tracking pilot services.
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Thirty-five states discuss SDOH or SDOHrelated activities in the context of care
coordination and management requirements.
CHCS found that most SDOH-related activities were
in the care coordination and management sections
of state managed care contracts. Most SDOH-related
activities can be categorized as either screening or
linkages (see state examples in Tables 4 and 5).
1. Screening. Under federal rules, an MCO must make
a best effort to conduct an initial screening of each
member’s needs—within 90 days of the effective
date of enrollment for all new members. If the initial
attempt to contact the enrollee is unsuccessful, the
MCO must make other attempts to complete the
screening.174
When individuals have been identified as having
long-term services and supports or special health
care needs, the MCO must “comprehensively
assess” and develop care plans for those
members—a process that often involves an analysis

of social needs. Iowa, for example, requires
that MCOs use a screening tool that “assess[es]
the member’s physical, social, functional, and
psychological status” that will “determine the need
for . . . any other . . . community services” required
by the member.175 Massachusetts requires its
MCOs to develop care plans for their members
that specifically address identified needs, including
housing, employment status, food security, and risk
of abuse.176
Care coordination and management processes
often rely on risk stratification of members, based
on screening information, among other data. For
example, Ohio requires the MCO to consider
SDOH and safety risk factors when developing its
risk stratification level framework for the purpose
of targeting interventions and allocating resources
based on member needs. Similarly, Michigan
requires MCOs to maintain a multi-year plan to
incorporate SDOH into data analytic processes that
support population health management.177

Table 4

Examples of MCO Social Needs Screening Requirements
KS

178

Requires the MCO to provide a plan to assess the health and needs of members, and provides an example of a screening tool.

MO

Requires the MCO to screen for legal issues and assistance in planning for alternative living arrangements for individuals subject
to abuse or abandonment for certain populations, such as pregnant women, children with elevated lead levels, and individuals
with certain chronic conditions.

NC180

Requires the MCO to use standardized screening questions developed by the state to identify members with unmet healthrelated resource needs.

OR181

Requires the MCO to use assessments to understand the member population and ensure that services are provided in a
culturally and linguistically appropriate manner to increase member engagement and positive health outcomes.

179

2. Linkages and Coordination. Under federal rules,
MCOs must also coordinate their services with
those provided by community and social support
agencies.182 Building upon this concept, states
often require MCOs to refer and link members to
community resources, and require MCOs to develop

certain tools to support this function. For example,
Nebraska’s MCO contract requires that MCOs
deploy a “tool accessible to their care management
staff” that manages information on community
resources that can help address their members’
SDOH needs.183

Addressing Social Determinants of Health via Medicaid Managed Care Contracts and Section 1115 Demonstrations

15

Table 5

Linkages, Referrals, and Coordination with Social Service Providers
DE

Requires the MCO to identify members who may benefit from wellness programs, covered by the MCO or available through
community organizations, and to provide appointment assistance and linkages with these services.

IA185

Requires the MCO to coordinate with state agencies and community-based organizations to support community-based efforts.
Examples of partnerships include the Department of Education, Juvenile Justice Services, and community-based agencies.

KS186

Requires the MCO to have a Community Service Coordinator available to members who will act as the single point of contact for
the member and will ensure linkage and referral to community resources and non-Medicaid supports.

MA187

Requires the MCO to contract with the state’s Housing First program, a Social Innovation Financing program.

NH188

Requires the MCO to develop relationships that actively link members with other state, local, and community programs that may
provide or assist with related health and social services to members, including but not limited to justice systems, schools, family
organizations, youth organizations, consumer organizations, faith-based organizations, and the court system.

NJ189

Requires the MCO to establish a Community/Health Education Advisory Committee to solicit representatives from community
agencies that do not offer covered services, but are important to the health and well-being of members.

TX190

Requires the MCO to have a systematic process for working with community organizations and connecting members with
services that will support health and well-being. Also requires the MCO to provide member advocates to assist members in
accessing community resources.

VA191

Requires the MCO to work with other state agencies and community organizations to address population health concerns.

WA192

Requires the MCO to coordinate with and enroll members in social service programs available through other state agencies such
as the Department of Health, Department of Corrections, and Department of Vocational Rehabilitation.

184

States use QAPI terms to address SDOH.
States have also included contract language focusing
on SDOH in the context of QAPI requirements. Federal
rules193 require that states include instructions in their
MCO contracts to “establish and implement an ongoing
comprehensive quality assessment and performance
improvement program.” The federal regulations further
require that the QAPI section of an MCO contract
include a section on performance improvement
projects, which must be designed to “achieve significant
improvement . . . in health outcomes and enrollee
satisfaction,” and must be structured in a way to facilitate
evaluation.

Table 6 includes several examples of innovative state
approaches to quality improvement and describes
briefly how these states incorporated members’ SDOH
into their contracting.

Some states require MCOs to consider SDOH
in health equity and member engagement
strategies.
States have also chosen to engage MCOs in addressing
members’ SDOH through a variety of other means.
Table 7 includes examples of how states have used
member engagement and cultural competency terms to
require MCOs to focus on members’ SDOH.

Thirteen states have used their QAPI requirements
to encourage MCOs to address members’ SDOH.
Washington, D.C.’s RFP contains a section requiring
MCOs to identify disparities in health outcomes
between subpopulations of their members and develop
a plan with measurement and evaluation components
as part of their QAPI programs.194 Michigan leaves more
flexibility for its contracted MCOs, but its contract points
to the state’s Population Health Management efforts
in requiring that MCOs consider the goals of those
activities when designing their QAPI plans.
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Table 6

State SDOH-Related Quality Assessment and
Performance Improvement Measurement Requirements
CA195

Requires the MCO to include proposed interventions that address health disparities in its quality improvement plans.

DC196

Requires the MCO to identify health disparities and SDOH across subpopulations and to develop a plan and timeline
to remediate these disparities through targeted interventions in the MCO’s QAPI program. Also requires a performance
measurement and evaluation component to accompany this plan of action.

MI197

Requires the QAPI plan to (1) analyze data, including SDOH, to determine differences in quality of care and utilization, as well as
the underlying reasons for variations in the provision of care to enrollees; and (2) develop system interventions to address the
underlying factors of disparate utilization, health-related behaviors, and health outcomes, including but not limited to how they
relate to high utilization of emergency services.

NC198

Requires a QAPI plan to include the following elements:
– Mechanisms to assess and address health disparities, including findings from the disparity report that MCOs are required to
develop; and
– The MCO’s contributions to health-related resources must be in in alignment with improvement in particular health outcomes
outlined in the quality strategy.

OH199

Requires a quality indicator that is used when the MCO conducts outreach, educates the member, or makes referrals/
coordination with physical, behavioral, or social services. Also requires the MCO to develop a strategy that tracks performance
indicators for population health, including those related to certain populations (such as women of reproductive age).

OR200

Requires the MCO to commit to addressing population health issues within a specific geographic area and utilizing Certified
Traditional Health Workers and Traditional Health Workers.

Table 7

Health Equity and Member Engagement Provisions in Managed Care Contracts
Member Engagement
AZ

201

Requires the MCO to engage members through web-based applications that can assist members with self-management of health
care needs and social determinants of health.

Cultural Competency
MN

Requires the MCO to utilize race and ethnicity data provided by the state in developing population-informed programming.

OR203

Requires the MCO to carry out health improvement strategies to eliminate health disparities and improve the health and wellbeing of all members. Also requires the MCO to collect social determinants of health-related data and partner with diverse
community organizations to use these data to address the causes of health disparities.

202

Disparities
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Authority and Funding
There are numerous categories of authority under
which MCOs may address their members’ SDOH, each
referencing different parts of the federal regulations and
specifying different parameters under which they may
be used. In this section, CHCS provides an overview
of funding-related items: (1) additional services; (2)
special contract provisions related to payment; and (3)
community reinvestment requirements and incentives.
Medicaid is a state and federal partnership. States
define the services their programs will cover, subject to
limitations in federal statute, and publish descriptions of
those services in a “state plan.” Typically, these services
are medical services, but can include non-medical
services in select benefit categories, such as HCBS.
States that contract with MCOs pay a capitation rate
based on services in the state plan. Under its contract
with a state, an MCO must take on care coordination
duties and ensure that members have access to timely
care via an adequate network of providers. Because
MCOs receive a per-member-per-month rate, they can
provide services that are not defined in the state plan.
However, plans often cite “premium slide” as a barrier
to investing in SDOH. Premium slide refers to the dual
forces that may reduce future MCO capitation rates.
These downward forces arise from the following issues:
(1) SDOH interventions may actually reduce medical
expenditures that are included in the capitation rate; and
(2) services that are not included in the state plan (or
provided as an in lieu of service) are excluded from the
calculation of the capitation rate. In turn, the MCO’s rates
may be lowered in future years, penalizing the plan for
investing in SDOH.

Additional Services
Generally, an MCO’s capitation rate is based on
services in the Medicaid state plan.204 But, new federal
rules explicitly allow the MCO to provide additional
services. These services have different rate setting
implications. However, both categories of services may
be included in the numerator of the MCO’s medical loss
ratio (MLR).205 The MLR measures how much an MCO
spends on claims, quality activities, and fraud prevention
activities, as a percentage of premium revenue.206
Under federal rule, rates must be developed in such
a way that the MCO would reasonably achieve a MLR
standard of at least 85 percent for the rate year.207 A
state’s minimum MLR must be 85 percent or higher.208
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In Lieu of Services and Settings. MCOs may provide
in lieu of services, which are alternative services or
settings that the state determines to be a medically
appropriate and cost-effective substitute for the covered
service or setting under the state plan. 209 Because in
lieu of services are substitutes for covered services or
settings, they are often medical in nature. The approved
in lieu of services are authorized and identified in the
MCO contract, and may be offered to enrollees at the
option of the MCO. The costs of in lieu of services may
be included in the numerator of the MCO’s medical loss
ratio and are also taken into account when developing
the capitation rate paid to the MCO, unless otherwise
noted in rule (e.g., restrictions on “institutions for mental
disease” services).
Value-added Services. In addition to services under the
state plan, MCOs may also provide “any services that
the [MCO] voluntarily agrees to provide,” 210 commonly
referred to as “value-added services.” CMS has explicitly
noted that value-added services may not always be
medical in nature.211 For example, in an informational
bulletin, CMS provided the following examples of valueadded services that could reduce the risk of contracting
Zika, including: mosquito repellents and “non-medical
measures to deter mosquitoes, such as inspections to
determine likely mosquito-breeding locations, aerosol
insecticides (dispensed to the air or environmental
surfaces), protective clothing, window screens, and
other environmental modifications to combat the spread
of the Zika virus.”212 Other examples of value-added
services include safe sleeping spaces for infants, such
as a portable crib, and repairs and cleaning services
to reduce asthma triggers in the home. Costs of valueadded services are included in the numerator of the
MCO’s MLR calculation under either “incurred claims”213
or “activities that improve health care quality,”214 but a
critical difference between value-added services and in
lieu of services is that the costs of value-added services
are not considered when developing MCO capitation
rates.
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Table 8

Examples of In Lieu Of and Value-Added Services
DC

Permits the MCO to provide in lieu of services that are a medically appropriate and cost-effective substitute for a covered
service.

NC216

Encourages the MCO to voluntarily contribute to health-related resources targeted toward high-impact initiatives that improve
health outcomes and the cost-effective delivery of care within the regions and communities it serves. The MCO that voluntarily
contributes to health-related resources may count the contributions toward the numerator of its MLR.

215

Encourages the use of in lieu of services to finance services that improve health through connecting members with resources,
social services, and other supports upon receipt of state approval.
OR217

Requires the MCO to include health-related services to target member wellness and improve population health goals.

TX218

Value-added services can be added or removed only by written amendment of the contract. Value-added services may be actual
health care services, benefits, or positive incentives that the state determines will promote healthy lifestyles and improved health
outcomes among members. Value-added services that promote healthy lifestyles should target specific weight loss, smoking
cessation, or other programs approved by the Texas Health and Human Services Commission. Temporary phones, cell phones,
additional transportation benefits, and extra home health services may be value-added services.
MCOs can also provide “case-by-case” services, additional benefits that are outside the scope of services to individual members
on a case-by-case basis. The MCO does not have to receive state approval for case-by-case services and does not have to
provide such services to all MCO members.

Many contracts restated federal authority for
in lieu of services and value-added services,
but did not provide additional clarification or
detail.
Twenty-four MCO contracts contained some reference
to additional services, frequently just restating the
language from the regulations themselves. However, the
contracts very rarely specify how these services should
be reported in the MLR. Table 8 includes contract
sections that provide examples of terms regarding the
flexibility to provide these additional services.

Payment-Related SDOH Activities
MCO contracts may also have SDOH provisions related
to payment. The provisions may be at the MCO-level, as
with MCO incentive and withhold arrangements, or at
the provider level, as with VBP models.
Many states tie MCO incentives to performance on
quality measures or require MCOs to implement VBP
arrangements with its providers. These activities may
push providers and MCOs to address SDOH in an effort
to provide more quality and efficient care, but do not
directly require MCOs to develop an SDOH strategy. In
its review, CHCS examined requirements and incentives
that specifically referenced SDOH (see Table 9 for
examples of state MCO contract provisions related to
payment).

Five states require plans to address SDOH
through VBP Initiatives.
States may require MCOs to consider SDOH in the
context of their VBP initiatives. States generally may not
direct MCO expenditures within contracts. However, the
state may direct the MCO to implement a certain VBP
model, meet VBP benchmarks, or participate in a multipayer or Medicaid-specific delivery system reform or
performance improvement initiative.219
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Two states include SDOH-related measures
in MCO payment arrangements.
States also have the option to implement incentive
arrangements220 in their contracts that directly
encourage work related to SDOH. Under 42 C.F.R.
§ 438.6(b), states can use incentive and withhold
arrangements to encourage the MCO to meet certain

targets in its contract. In addition to the two states with
specific references in its contracts, one state, North
Carolina, introduces future MCO payment incentives
relating to SDOH in its § 1115 demonstration.

Table 9

State MCO Contract Provisions Related to Payment
Value-Based Payment
AZ

221

Implements the targeted investments incentive program, which can target justice-involved populations.

NM

Establishes a Care Coordination Delegation program where care coordination is delegated, or partially delegated, to a
specific provider as part of a VBP arrangement. Under one option, the MCO can share care coordination functions related to
coordinating referrals and linking members to community services.

RI223

Requires the MCO to work toward incorporating value-based purchasing initiatives that integrate medical care with social
determinants of health and related social services.

222

MCO Incentive Arrangements, Withhold Arrangements, and Penalties
MI

Ties bonuses under the state’s Pay for Performance program to the submission of plans and reports relating to a proposed
population health intervention focused on SDOH, noting the state’s specific interest in housing. Performance bonuses are tied to
a withhold arrangement, under which 1% of capitation payments are withheld. Also includes related SDOH-related focus bonus
programs on low birth weight and emergency department use.

NM225

Incorporates a community health worker (CHW) delivery system improvement performance target: 3% of the MCO’s total
enrollment to be served by CHWs, Community Health Representatives, and Certified Peer Support Workers. This metric is
assigned 20 points out of 100. If targets are not met, the state can impose performance penalties of 1.5% of the capitation rate.

224

Two states require or encourage plans to invest in
local communities with a percentage of their profits or
revenues.
Two states push MCOs to invest in local communities.
For example, Arizona requires its new Complete Care
plans to contribute six percent of their annual profits
to community reinvestment and submit an annual
Community Reinvestment Report. In a less prescriptive
approach, North Carolina requires an MLR of 88
percent, higher than the required 85 percent MLR. If
the MLR is less than the minimum MLR threshold, the
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plan can either remit a rebate back to the state or
“contribute to health-related resources targeted toward
high-impact initiatives that improve health outcomes
and the cost-effective delivery of care within the regions
and communities it serves.” A plan that voluntarily
contributes at least 0.1 percent of its annual capitation
revenue in a region to health-related resources may
be awarded a preference in auto-assignment to
promote enrollment in each region in which the plan
contributes.226
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CHAPTER 5

§ 1115 Demonstrations: Findings
CHCS reviewed three types of § 1115 demonstrations: (1)
delivery system reform demonstrations, many of which—
but not all—are considered delivery system reform
incentive payment (DSRIP) demonstrations; (2) § 1115
demonstrations with healthy behavior incentives; and (3)
§ 1115 demonstrations that included a work or community
engagement requirement. CHCS found the following:

partnerships that change the way care is delivered,
target specific populations, and implement more
collaborative, holistic care coordination processes. To
access DSRIP funds, qualifying hospital providers and
regional partnerships take on projects that relate to
overall delivery system reform goals and report on a
variety of metrics related to those goals.

1. Seven delivery system reform demonstrations
build multi-disciplinary partnerships that include
community-based organizations or social service
agencies.

Systems and Partnerships

2. Ten delivery system reform demonstrations advance
projects or programs that encourage screening for
social needs and linkages to community resources
that address SDOH.

Seven delivery system reform demonstrations
build multi-disciplinary partnerships that
include community-based organizations or
social service agencies.

3. Two § 1115 demonstrations specifically fund Medicaid
ACOs’ capacity to address SDOH.
4. Three § 1115 demonstrations created new types of
services related to SDOH and linked those services
to VBP initiatives.
5. Two DSRIP demonstrations referred to SDOH
in the context of the state’s overall approach to
sustain delivery system reform investments through
managed care and VBP.
6. Demonstrations that refer to healthy behavior
incentives largely do not discuss the ways in which
MCOs or the state can address the SDOH that
influence health behaviors.
7. Demonstrations with work and community
engagement requirements included standard
requirements on connecting beneficiaries to
community resources.

Delivery System Reform
CHCS reviewed all approved § 1115 demonstrations
relating to delivery system reform and inventoried
projects that specifically address SDOH. Delivery
system reform demonstrations establish projects and

Delivery system reform demonstrations create specific
cross-disciplinary regional partnerships or target
specific types of entities, such as hospitals or safety
net providers. These demonstrations often focus on
a specific way to engage parties that can address
SDOH. For example, Washington’s demonstration
features a type of regional partnership: Accountable
Communities of Health (ACHs). ACHs include providers,
MCOs, and “multiple community partners and [CBOs]
that provide social and support services reflective
of the social determinants of health for a variety of
populations in the region,” including representatives
from “transportation, housing, employment services,
education, criminal justice, financial assistance,
consumers, consumer advocacy organizations,
childcare, veteran services, community supports, [or]
legal assistance.”227 California’s § 1115 demonstration
introduces funding for Whole-Person Care (WPC) Pilots,
which can include the following types of participating
entities, in addition to MCOs: human services agencies;
criminal justice/probation entities; housing authorities;
and community-based organizations. North Carolina’s
§ 1115 demonstration authorizes the creation of “Lead
Pilot Entities” (LPEs) in each pilot region. The LPEs will
develop, contract with, and manage a network of CBOs,
social service providers, and health care providers
to deliver case management and services relating
to housing, food, transportation, and interpersonal
violence. The state’s Medicaid health plans must: (1)
participate in the pilot program; (2) authorize, and
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determine eligibility for, services; and (3) work in
collaboration with the LPE to track the provision of pilot
services.
Sometimes, demonstration projects indirectly, and
perhaps unintentionally, limit the extent to which
community-based organizations or entities outside the
target provider organization can share in DSRIP funds.
For example, New York’s performing provider systems
(PPS), which primarily represent safety-net providers, take
on DSRIP projects. Non-safety net providers, such as
community-based organizations, can participate in a PPS,
but can only receive up to five percent of a project’s total
valuation, unless otherwise approved by CMS.228

North Carolina’s § 1115 demonstration includes a pilot
program related to “enhanced case management and
other services,” sometimes rebranded by the state as
“Opportunities for Health” or “Healthy Opportunities.”
The service descriptions often include assistance with
linkages, but can include actual services and support. The
demonstration incorporates an evaluation strategy with
rapid cycle assessments. In December 2023, the state will
submit a plan to CMS outlining “how the state anticipates
it will incorporate effective pilot program services into its
managed care program.” The pilot services include:
■■

Housing. Specific services include: tenancy support
and sustaining services; housing quality and safety
improvement services (e.g., repairs or remediation for
issues such as mold or pest infestation, ramps, rails,
grip bars in bath tubs); legal assistance; payments
that secure housing (i.e., one-time payment for
security deposit and first month’s rent); and posthospitalization housing for a short-term period due to
an individual’s imminent homelessness.

■■

Food. Specific services include Food Support
Services (e.g., assistance with locating food banks,
applications to SNAP and WIC, funding for meal and
food support from food banks or other communitybased food programs, such as “healthy food boxes”),
and Meal Delivery Services.

■■

Transportation. Specific services include “nonemergency health-related transportation,” including
transportation to social services that promote
community engagement and access to communitybased and social services.

■■

Interpersonal Violence (IPV)/Toxic Stress. Specific
services include transportation services to or from
IPV service providers for enrollees transitioning out
of a traumatic situation; linkages to community-based
social service and mental health agencies with IPV
expertise; support resources; legal assistance; and
child-parent support (e.g., evidence-based home
visiting services).

Ten delivery system reform demonstrations
advance projects or programs that encourage
screening for social needs or linkages to
community resources that address SDOH.
Delivery system demonstrations typically include a
menu of potential projects and require the regional
partnerships or certain providers to select projects across
several categories from this menu. In CHCS’ review, the
delivery system reform projects that referenced SDOH
typically involved enhanced care coordination for a target
population or condition, including screening for social
needs and providing linkages to community resources
that address those social needs.
For example, Washington’s ACHs work on projects
related to the following objectives: (1) Health Systems
and Community Capacity Building; (2) Care Delivery
Redesign; and (3) Prevention and Health Promotion.
Under the “Care Delivery Redesign” category are
several potential projects related to SDOH. One
project references care coordination for high-risk
populations “impacted by social determinants of health
such as unstable housing and/or food insecurity,” and
another project is related to “diversion interventions”
that increase access to primary care and social
services. 229 ACHs conduct a “Regional Health Needs
Inventory” to ensure that project selection “responds to
community-specific needs” and “aims to reduce health
disparities.”230 ACHs receive DSRIP funds largely for
meeting outcomes-based metrics related to selected
projects in their project plan, with some pay-forreporting measures. In another example, California’s
Public Hospital Redesign and Incentives in Medi-Cal
(PRIME) program includes several projects related to
SDOH and wellness, such as the Obesity Prevention
and Healthier Foods Initiative and the 1.5 Million Hearts
Initiative.
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Table 10 provides an overview of the specific project
activities related to SDOH; general goals for delivery
system reform projects; and the types of performing
providers and required partnerships, with a specific
focus on social service organizations and CBOs. Table
11 provides examples of projects related to justiceinvolved populations.
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Table 10

Delivery System Reform Partnerships and Projects Related to SDOH
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State

Incentive Program

Focus

Performing Providers /
Lead Entities

MCO
Participants

CBO/Social Service
Participants

Specific References to SDOH/Target Populations
Related to SDOH

CA231

Whole Person Care
Pilots under DSRIP

Integration
(physical health
(PH), behavioral
health (BH),
SDOH)

City, county, a health
or hospital authority, or
consortium of entities
serving a county or region

Yes

Human services agencies,
criminal justice/probation
entities, housing
authorities, and communitybased organizations

WPC Pilots may target individuals at risk of or are
experiencing homelessness who have a demonstrated
medical need for housing or supportive services.
Housing interventions may include tenancy-based
care management services and county housing pools.
County housing pools can incorporate state and local
funds that directly fund support for long-term housing,
including rental housing subsidies. Note that these
funds are not eligible for federal match.

MA232

DSRIP

Integration

Accountable Care
Organizations (ACOs) and
Community Partners (CPs)

Yes

CPs, social service
organizations

ACOs can pay for traditionally non-reimbursed flexible
services to address health-related social needs, and
Community Partners provide care management,
care coordination, assessments, counseling, and
navigational services.

(PH, BH, LTSS,
and health-related
social services).

The state may provide a portion of flexible services
funding directly to social service organizations to help
them build infrastructure and capacity to better support
ACOs in delivering flexible services.
NC233

Enhanced Case
Management and
Other Services
Pilot Program
(“Opportunities for
Health”/ “Healthy
Opportunities”)

Case
Management,
Housing, Food,
Transportation,
Interpersonal
Violence

Lead pilot entity (LPE)

Yes

LPE contracts with CBOs,
social services agencies

Enhanced case management services include housing
support, legal assistance, food support services and
delivery, transportation, and IPV aid and resources.

NH234

DSRIP

Integration
(PH, BH, social
services); SUD

Integrated Delivery
Networks (IDNs)

No, but MCOs
may provide
performancebased IDN
funding
after the
demonstration

CBOs that provide social
and support services
reflective of SDOH, such
as transportation, housing,
and employment services;
peer-based support and/or
community health workers

The IDN partners must together be able to provide the
full spectrum of care and related social services that
might be needed by an individual with a behavioral
health condition.

Demonstration refers to potential projects related to
supportive housing and wellness programs targeting
community-based organizations providing services
related to health and wellness, exercise, nutrition,
smoking cessation, and SDOH.
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Delivery System Reform Partnerships and Projects Related to SDOH
State

Incentive Program

Focus

Performing Providers /
Lead Entities

MCO
Participants

CBO/Social Service
Participants

Specific References to SDOH/Target Populations
Related to SDOH

NY235

DSRIP

Safety Net System
Transformation

Performing Provider
Systems (PPS), made up of
safety net providers

No, but MCOs
may contract
with PPSs and
pay PPSs a
VBP.

Social service providers,
CBOs (optional)

To support the successful engagement of CBOs in
DSRIP, the state will direct 5% of the demonstration
year one administrative costs toward a CBO planning
grant.

RI236

Medicaid
Infrastructure
Incentive Program

Integration (PH,
BH, and social
services)

Accountable Entities

Yes

Social service
organizations, CBOs
(affiliation or working
relationship with AEs)

Infrastructure funds can be used to build relationships
with CBOs and develop capacity to provide services
that address SDOH.

At least 10% of Program Year 1 Incentive funds are
allocated to partners that provide specialized services
to support behavioral health care, substance use
treatment, and/or address social determinants of
health.
WA237

DSRIP

Health Systems
and Community
Capacity; Care
Delivery Redesign;
Prevention and
Health Promotion

Accountable Communities
of Health (ACH)

Yes

Community partners,
including housing,
transportation, education,
criminal justice, etc.

Potential projects for ACHs include:
Care coordination for high-risk populations, such as
those impacted by SDOH; and
Diversion strategies that provide opportunities to
redirect individuals away from high-cost medical and
legal avenues and into community-based health and
social services that offer comprehensive assessment,
care/case planning, and management to produce more
positive outcomes.

Table 11

DSRIP Projects Related to Justice-Involved Populations
238

CA

Transition to Integrated Care: Post-Incarceration. Participating PRIME entities work to improve the transition of care for the
recently incarcerated individuals in this project. Project goals are to increase rates of enrollment into Medi-Cal and successfully
establish coordination across primary care, behavioral health, and social services. Specific objectives include: (1) linking patients
to necessary social services for housing, employment, and other services to reduce risk of recidivism; and (2) identifying a team
member with a history of incarceration (e.g., community health worker) to support system navigation and provide linkages to
needed services (e.g., social services and housing).

NH239

Community Re-entry Program for Justice-Involved Adults and Youth with Substance Use Disorders or Significant Behavioral
Health Issues. The community re-entry project assists adults with mental health conditions and/or substance use disorders who
are leaving correctional facilities in maintaining their health and recovery in the community. The program, which is initiated predischarge and continues for 12 months post discharge, provides them with integrated primary and behavioral health services,
care coordination, and social and family supports. By promoting the stability and recovery of participants, it is designed to
prevent unnecessary hospitalizations and emergency department usage among these individuals.

WA240

Transitional Care. ACH projects target points of transition out of intensive services/settings, such as individuals discharged
from acute care to home or supportive housing, beneficiaries with SMI discharged from inpatient care, or clients returning to
the community from jail or prison. Transitional care services projects provide opportunities to reduce or eliminate avoidable
admissions, readmissions, and jail use through access to reliable care and social services.

Authority and Funding
Section 1115 demonstrations allow states to request
waivers of specific Medicaid requirements. For example,
delivery system reform demonstrations include
common waivers of Medicaid requirements, such as
waivers of “statewideness,” “service comparability,”
and “freedom of choice.” In addition to these waivers,
each demonstration approval usually includes lengthy
“special terms and conditions” (STCs) that provide
specific expectations about the operation of the
program. Throughout the life of the demonstration,
states may submit various documents requiring CMS
approval such as roadmaps, attachments, evaluation
plans, and protocols. These expectations are noted in
the STCs.
Section 1115 demonstrations also give states specific
expenditure authority for otherwise unallowable
expenses. DSRIP demonstrations, for example, often
include specific expenditure authority for a DSRIP
program and funding for designated state health
programs (DSHP),241 such as New York’s Healthy
Neighborhoods Program, which reduces the burden of
housing-related illnesses and injury, and the Childhood
Lead Poisoning Primary Prevention Program. Section
1115 demonstrations must be “budget neutral” to the
federal government, “which means that, during the
course of the project, Federal Medicaid expenditures
will not be more than Federal spending without the
demonstration.”242
States design delivery system reform demonstrations
to drive investment in health care infrastructure and
more holistic models of care for vulnerable populations.
They often offer incentives to regional partnerships and
other entities for meeting performance-based metrics

on specific projects related to these general goals. The
demonstrations may make DSRIP or other targeted
funds available to projects and programs implementing
these care models, including those addressing social
needs.
In addition to the general availability of new funds for
delivery system reform projects, CHCS found that six
delivery system reform demonstrations refer to SDOH
in the context of the state’s overall transition to VBP or
in the implementation of a specific VBP model. CHCS
discusses some specific findings related to VBP and
SDOH below (for further detail, see Table 12).

Two § 1115 demonstrations specifically fund
Medicaid ACOs’ capacity to address SDOH.
Two § 1115 demonstrations, in Rhode Island and
Massachusetts, created Medicaid ACO programs that
specifically funded ACO capacity to address SDOH.
Massachusetts’ ACO program integrates a social
needs screening measure into its ACO measure slate,
which factors into an ACO’s quality score. The state’s
demonstration also supports “Community Partners”
(CPs), community-based organizations that offer
members support and linkages to community resources
that facilitate a “coordinated, holistic approach to
care.” The two types of CPs—Behavioral Health and
Long-Term Services and Supports CPs—receive DSRIP
payments based on “a total number of members that
the CP serves each DSRIP year, as well as other funding
methodologies, such as a needs-based grant program
for infrastructure and capacity building support.” These
payments fund CP activities to help promote integration
across physical health, behavioral health, and healthrelated social needs for members. In addition, the
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demonstration refers to funding for flexible services,
discussed in the next section.
Rhode Island’s demonstration creates funding
opportunities for Accountable Entities (AEs),
multidisciplinary provider organizations responsible
for an attributed population. Rhode Island’s AEs must
develop and demonstrate capacity in integrating social
determinants of health, physical health, and behavioral
health. They receive payment incentives related to
SDOH through two sources: the Medicaid Infrastructure
Incentive Program (MIIP); and the shared savings
program. The MIIP includes incentives for both AEs
and MCOs. AE incentive funds can be used to develop:
defined affiliations with community-based organizations
(CBOs); a full continuum of services, including services
that address SDOH; and an integrated strategic plan for
population health that recognizes SDOH. For example,
AEs must demonstrate that “at least 10% of Program
Year 1 incentive funds are allocated to partners who
provide specialized services to support behavioral
health care, substance abuse treatment, and/or social
determinants.”243 As in Massachusetts, one of the
standard quality measures used in the AEs’ shared
savings arrangements relates to the percentage of
members screened for SDOH. That SDOH screen is
an evaluation of “health-related social needs in order
to determine the need for social service intervention,”
including: housing stabilization and support services;
housing search and placement; food security; support
for those who experience violence; utility assistance;
and physical activity and nutrition.244 An AE’s quality
score, which includes performance on the SDOH screen
measure, determines the share of realized savings the
AE receives.

Services to Address Lead Poisoning
Two § 1115 demonstrations discussed
services that address lead in the
home.
One of Michigan’s § 1115
demonstrations allows the state to
offer targeted services to eligible
children and pregnant women who
were served by the Flint water system
during a specified period. Under the
targeted case management service,
beneficiaries with potential lead
exposure receive assistance with
medical, educational, social, and
other services. They are screened for
lead poisoning, and their homes are
evaluated for lead risks.
Rhode Island’s § 1115 demonstration
authorizes window replacements for
homes that are the primary residence
of children who are lead poisoned.

Table 12
Funding for SDOH Activities -- Examples from Two States with Medicaid ACOs
Massachusetts
■■ ACOs receive a per member per month payment funded by DSRIP

to support the provision of “flexible services” (contingent on CMS
approval of flexible services protocol).
■■ CPs receive funding to support linkages to community resources

and enhanced care coordination.
■■ ACOs report on the rate of screening for social needs. This

measure factors into the ACO’s quality score, which is used to
determine the ACO’s shared savings distribution.
■■ Rate of social service screening is a pay-for-reporting measure

in 2018 and 2019, and a pay-for-performance measure in 2020
through 2022.
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Rhode Island
■■ AEs receive infrastructure incentive funds that can be used

to develop defined affiliations with CBOs; a “full continuum
of services,” including services that address SDOH; and an
integrated strategic plan for population health that recognizes
SDOH.
■■ At least 10 percent of Program Year 1 incentive funds are

allocated to partners who provide specialized services to support
behavioral health care, substance abuse treatment, and/or social
determinants.
■■ AEs report on the rate of screening for social needs. This measure

factors into AE’s quality score, which determines the AE’s shared
savings distribution.
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Three § 1115 demonstrations created new
types of services related to SDOH and linked
those services to VBP initiatives.
Three § 1115 demonstrations created new types of
services related to SDOH and linked those services
to VBP initiatives. Massachusetts’ demonstration
includes support for ACOs to pay for “traditionally nonreimbursed flexible services to address health-related
social needs.” Flexible services include assistance
for maintaining a safe and healthy living environment,
services relating to physical activity and nutrition, and
violence support. ACOs receive a per-member-permonth payment to support the provision of flexible
services. However, CMS has not yet approved the
protocol related to these services.
Oregon’s § 1115 demonstration implements a specific
model of managed care, with a particular focus on
SDOH, VBP, and an evaluation of community needs.
The state’s coordinated care organizations (CCOs)—
sometimes referred to as Medicaid ACOs—must
consider using alternative services, including in lieu
of services and “health-related services.” Healthrelated services “are intended to promote the efficient
use of resources and, in many cases, target social
determinants of health.” They include two types of
services:
1. “Flexible services,” which are cost-effective services
offered as an adjunct to covered benefits; and

North Carolina’s § 1115 demonstration requires the state
to create a “pathway” to VBP for its SDOH-focused
pilot program, “increasingly linking payments for
pilot program services to health and socioeconomic
outcomes based on the pilot services” and “gathering
the required data and experience needed for more
complex risk-based models.” By pilot year five, the LPEs
responsible for pilot program services will be eligible to
receive shared savings from a Medicaid health plan.246

Two DSRIP demonstrations referred to SDOH
in the context of the state’s overall approach
to sustain delivery system reform investments
through managed care and VBP.
DSRIP demonstrations are intended to be timelimited federal investments and require states to
submit documentation demonstrating sustainability
of the delivery system reform work after the § 1115
demonstration has ended. These sustainability plans
typically include a discussion of VBP and managed
care initiatives. This planning exercise is particularly
relevant for states, given that CMS has signaled that
some common practices in DSRIP demonstrations may
be discontinued in favor of more targeted investments.
For example, CMS has noted that it plans to discontinue
funding for DSHP.247 CMS has also revised cost
neutrality guidelines, which may impact how savings
are calculated for use in DSRIP demonstrations in the
future.248

2. “Community benefit initiatives,” which are communitylevel interventions focused on improving population
health and health care quality.
The STCs also note that, unlike in lieu of services,
“health-related services are not substitutes for state plan
services.” CCO expenditures for health-related services
are not considered in setting capitation rates, except to
the extent that such services may result in performancebased incentives or savings. Health-related services that
meet the regulatory definition for “activities that improve
health care quality”245 can be included in the numerator
of the MLR. In an effort to address premium slide
concerns, the demonstration also notes that the state
will develop capitation rates that allow high-performing
CCOs to have a higher percentage of profit margin
than lower performing CCOs, as opposed to a fixed
percentage of premium for each CCO.
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Two § 1115 demonstrations specifically referred to
SDOH in the context of the state’s overall approach
to ensure sustainability of DSRIP investments through
managed care and VBP. New York includes a specific
SDOH initiative in its VBP Roadmap, submitted for CMS
approval in response to demonstration requirements
on sustainability planning.249 One of the guiding
principles for this payment reform initiative is to “[f]
inancially reward, rather than penalize, providers
and plans who deliver high value care through
emphasizing prevention, coordination, and optimal
patient outcomes, including interventions that address
underlying social determinants of health.”250 In
furtherance of this goal, New York requires providers
in advanced VBP agreements to implement at least
one SDOH intervention, with the VBP arrangement
also including at least one CBO. The state offers
providers a comprehensive menu of possible SDOH
interventions, such as a Housing First program to
address homelessness or mold abatement to alleviate
respiratory issues. MCOs must provide a funding
advance for providers investing in the required
intervention, as well as bonuses to providers in lessadvanced VBP arrangements that invest in an SDOH
intervention voluntarily.
In an effort to prepare providers to sustain
transformation efforts through VBP and managed care,
Texas will transition from project-based reporting in
its DSRIP program to provider-level reporting.251 In
addition to reporting on quality and system performance
measures, providers will report on “core activities,”
which can include the “provision of services to
individuals that address [SDOH].”252 As this transition
is taking place, Texas will prepare a sustainability
plan that includes milestones relating to “alternative
payment models, the state’s adoption of managed care
payment models, payment mechanisms that support
providers’ delivery system reform efforts, and other
opportunities.”253
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Healthy Behavior Incentives
Some demonstrations seek to incentivize certain healthy
behaviors, such as weight management and access to
preventive services, and deter risky behaviors, such
as substance use and tobacco use. Healthy behavior
incentive programs often involve a health savings
account or the payment of members’ premiums—
concepts that are prevalent in the commercial sector,
but not in Medicaid due to restrictions in federal law. To
enable these premiums or cost-sharing requirements,
these demonstration projects often request a specific
waiver of statutory restrictions on cost sharing and
premiums.

Section 1115 demonstrations that refer to
healthy behavior incentives largely do not
discuss the ways in which MCOs or the state
can address the SDOH that influence healthrelated behaviors.
SDOH and health behaviors are separate and distinct
concepts. Nonetheless, given the interconnectedness
between SDOH and health-related behaviors, CHCS
includes an overview of these demonstrations below
(Table 13). These provisions did not contain specific
references to SDOH, but sometimes refer to MCO
activities that can help beneficiaries with these health
behaviors.
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Table 13

Healthy Behavior Incentive Programs
AZ

254

The state can release funds in a flexible spending account with collected premiums to members who meet preventive health
targets or targets related to managing chronic disease. For example, the member can develop an asthma action plan with their
primary care provider that includes guidance on avoiding asthma triggers.
The state may make the return of the premium conditioned upon incurred expenses for certain health-care related items.

FL

The state must require all managed care plans to have a Healthy Behavior program that addresses at minimum: smoking
cessation, medically directed weight loss, and substance use treatment.

IA256

The state can waive or reduce premiums for beneficiaries who make progress on Healthy Behaviors targets, including measures
that address tobacco use and obesity.

IN257

Beneficiaries enrolled in HIP Plus who are identified as tobacco users will have a tobacco user surcharge applied to their POWER
Account contribution amount. This amount will be equal to a 50 percent increase in individual contribution amount. The Healthy
Indiana Plan MCO will identify tobacco users and apply the surcharge as a distinct line item separate from the regular POWER
Account contribution amount in the monthly invoice.

255

The tobacco surcharge will be waived for the first year of enrollment in order to provide the individual the opportunity to take
advantage of tobacco cessation benefits offered through HIP.
KY258

Beneficiaries will receive incentives for healthy behaviors and community engagement in their My Rewards Account. The
incentives have a dollar value equivalent and can be used to obtain additional benefits: vision benefits, dental benefits, over-thecounter medications, and limited fitness-related services, such as a gym membership.

MI259

Managed care members who complete a health risk assessment (HRA) with a primary care provider and agree to address or
maintain healthy behaviors will be eligible for a reduction in copays or a gift card. Members who complete an HRA and initial
appointment and acknowledge that changes are necessary but who have significant physical, mental or social barriers to
addressing them at this time are also eligible for the incentives.
All managed care plans are required to have robust care management programs to assist members in attaining their goals
(e.g., diabetes case management program). The HRA can be used by plans to determine program suitability or referral for other
covered services that will assist members with healthy behaviors.

NM260

Beneficiary Rewards Program allows beneficiaries to earn credits if they participate in state-defined healthy behaviors. Credits
from this program can be used for health-related expenses.

WI261

Certain beneficiaries are eligible for a 50% reduction in premiums if they demonstrate that: (1) they do not engage in behaviors
that increase health risks (“health risk behaviors”); or (2) attest to actively managing their health risk behaviors or related
condition.
To identify beneficiaries who are engaging in health risk behaviors, individuals will be asked to complete an HRA. Health risk
behaviors include, but are not limited to, excessive alcohol consumption, failure to engage in dietary, exercise, and other lifestyle
(or “healthy”) behaviors in attempt to attain or maintain a healthy body weight, illicit drug use, failure to use a seatbelt, and
tobacco use.
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Work and Community
Engagement Requirements
Because CMS has specifically identified employment
as a “determinant of health” in its guidance documents
and approval letters relating to work and community
engagement requirements, CHCS reviewed the five
approved and currently effective demonstrations
with work and community engagement requirements
in the following states: Arkansas, Indiana, Kentucky,
New Hampshire, and Wisconsin. One of these states,
Arkansas, does not have a risk-based Medicaid
managed care program, but provides certain adult
Medicaid beneficiaries with premium assistance to
purchase Qualified Health Plans (QHP) coverage
through the Health Insurance Marketplace.

Two demonstrations referred to potential
health plan activities that could satisfy work
and community engagement requirements.
CHCS specifically sought information on how health
plans are directed to help members meet community
engagement requirements or identify community
resources. Two of the three states with approved
community engagement requirements included
information on potential health plan activities related
to community engagement. Beneficiaries in Arkansas
can satisfy that state’s community engagement
requirement through participation in classes on: health
insurance; using the health system; or healthy living
(up to 20 hours per year). Similarly, MCO employment
initiatives in Indiana can satisfy that state’s work
requirement. In addition, Arkansas Works QHPs are
involved in the development of the Arkansas Works
Interactive Resource Map, which assists beneficiaries
in finding resources to satisfy community engagement
requirements and information on other community
resources such as transportation and public technology.
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Section § 1115 demonstrations with work
and community engagement requirements
included requirements on connecting
beneficiaries to community resources.
In addition, these demonstrations frequently included
standard “state assurances” related to SDOH and
linkages to community resources. For example, these
demonstrations often referred to alignment between
work requirements in other programs, such as SNAP,
and coordination with other agencies to identify and
link members to existing community supports, such as
“available non-Medicaid assistance with transportation,
child care, language access services and other
supports.” In addition, the state typically provided
assurances that it will “assess areas within the state that
experience high rates of unemployment, areas with
limited economies and/or educational opportunities,
and areas with lack of public transportation to determine
whether there should be further exemptions or
alternative compliance standards from the community
engagement requirements and/or additional mitigation
strategies, so that the community engagement
requirements will not be impossible or unreasonably
burdensome for beneficiaries to meet in impacted
areas.”
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CHAPTER 6

Policy Recommendations
Common barriers to social determinants of health work include: (1) premium slide; (2) fragmented, siloed health
and social systems; (3) eligibility and enrollment churn and the reduced incentive for MCOs to invest in upstream
prevention; and (4) the ability or capacity of health care organizations to identify and address social needs. Building
upon the findings in its review, CHCS presents the following recommendations for advancing SDOH work, with a
specific focus on potential approaches at the federal policy level.

Systems and Partnerships
■■ Make it easier for vulnerable populations to access needed health

care services and care coordination.

Authority and Funding
■■ Provide additional guidance on how states can encourage and

incent MCOs to invest in SDOH.

■■ Enhance agency collaboration at the federal level.

■■ Approve § 1115 demonstrations that test strategies to address

SDOH.
■■ Support outcomes-based payment for SDOH interventions.

Systems and Partnerships
CHCS’ review captured states’ attempts to remedy
barriers to SDOH-related services and enhance care
coordination across disciplines through cross-sector
partnerships, infrastructure and workforce investments,
and value-based payment. Many states took similar
approaches, but placed more emphasis on policies to
incentivize work and healthy behaviors at the member
or beneficiary level. To help these reforms succeed,
CMS could assess ways to make health care more
accessible and responsive to the needs of low-income
populations.

Make it easier for vulnerable
populations to access needed health
services and care coordination.
An effective SDOH strategy often requires health care
organizations to engage members over a sustained
period of time. States have built on this general concept
both by building a specialized workforce for care
coordination, such as community health workers, and
introducing whole-person approaches to care.

coverage. These policies can exacerbate existing
issues in Medicaid programs such as eligibility churn
and member engagement. To the extent that CMS
is committed to approving community engagement
demonstration projects, CMS could consider the
important role MCOs can play in helping members
maintain their eligibility and satisfy community
engagement requirements.

Enhance agency collaboration at the
federal level.
In a recent report funded by CMS,262 the National
Quality Forum recommended increased information
sharing among state government agencies as a way to
address food insecurity and housing instability. Similarly,
federal agencies could continue to collaborate on
ways to coordinate federal health and social programs,
prioritizing easier navigation for beneficiaries. Targeted
partnerships and cross-agency councils, such as the
United States Interagency Council on Homelessness,
can make collaboration on SDOH more commonplace.

In this spirit, CMS may wish to carefully review and
suggest revisions to § 1115 demonstrations that make
access to, and eligibility for, health care and coverage
more complex and, in so doing, cause lapses in

Addressing Social Determinants of Health via Medicaid Managed Care Contracts and Section 1115 Demonstrations

31

Authority and Funding
Currently, the bulk of SDOH-related requirements
and incentives in § 1115 demonstration projects and
MCO contracts relate to care coordination and care
management. In their contracts, states may require
MCOs to screen for social needs and link members
to needed community resources, but do not often
establish specific expectations around the direct
provision of services that address those needs. Through
§ 1115 demonstration projects, provider organizations
and MCOs take on projects with specific target
populations and programmatic goals, but those projects
again focus on linkages to community resources—not
the provision of actual SDOH interventions. This focus
on care coordination has developed familiarity with
SDOH, but may not drive adequate investment in the
SDOH interventions themselves.
Because many SDOH interventions may be outside
the scope of traditional Medicaid services (as defined
in statute263 and state plans), CMS has historically been
less comfortable with funding the actual provision of
services that address SDOH. For example, Medicaid can
pay for housing-related activities and services through
discrete HCBS programs, but not room and board.264
Similarly, an MCO’s capitation rate must be based only
upon those services covered under the state plan,
with few exceptions.265 Nonetheless, states do have
some flexibility under existing law, and CHCS’ review of
managed care contracts suggests that states have, for
the most part, not taken full advantage of this flexibility.

Provide additional guidance on how
states can encourage and incent MCOs
to invest in SDOH.
When CMS puts out guidance on Medicaid flexibilities,
states listen. Most recently, states responded to specific
guidance on work requirements266 by submitting 14
related demonstration applications. In response to
another letter to state Medicaid directors on strategies
to address the opioid epidemic,267 states responded
similarly, submitting § 1115 demonstration projects
targeting behavioral health and substance use disorder.
If CMS published guidance on how states could address
SDOH through their Medicaid managed care programs
and value-based payment initiatives, states would
be more inclined to build upon these flexibilities in
demonstration projects and contracts. This guidance
could help states design programs that address
perceived barriers to investment in SDOH, such as
premium slide.
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Sometimes, states and MCOs just need a roadmap—
an assurance that CMS will be receptive to their more
innovative proposals. States would benefit from specific
guidance on the following:
Upstream Services and In Lieu of Authority. CMS could
publish additional clarification on in lieu of services
relating to SDOH. Some SDOH-related services are
evidence-based, cost-effective interventions that
improve health outcomes, but may typically be provided
in addition to, and not as a substitute for, a covered
service. For example, environmental remediation of
asthma triggers or lead paint improves health outcomes,
but is not typically provided in lieu of medical services—
except to the extent that the service is inherently
preventive. CMS could clarify whether in lieu of authority
can be used for an upstream service that has been
proven to reduce expenditures on state plan services,
but is nonetheless not a direct substitute for a state plan
service. In addition, CMS could also clarify that services
that do not qualify as in lieu of services can nonetheless
be value-added services, included in the numerator of
the MLR under either “incurred claims” or “activities that
improve health care quality.”268
Rate-setting. CMS can signal acceptance of innovative
state models by approving relevant contracts and rates,
but states would also benefit from proactive guidance
or technical assistance on rate-setting approaches that
address premium slide concerns and incent investments
in SDOH. CMS has provided similar support through the
Innovation Accelerator Program (IAP) and could consider
creating a targeted IAP for this purpose.
QAPI. Given CMS’ focus on evaluation for various health
care reforms, states many benefit from CMS guidance
that illustrates how QAPI can be used to develop an
evidence base for a particular SDOH intervention. Many
states have incorporated SDOH into the required QAPI
terms of their contracts, and the QAPI process requires
that the impact of the performance improvement
program be formally assessed. Explanation of how
states are authorized to use the QAPI process to
address members’ SDOH would encourage innovation
at the state and plan level to develop interventions, and
would create a body of knowledge on the effectiveness
of SDOH-related interventions to improve the quality of
members’ health. This evidence base could, in turn, be
used to fulfill the requirements for other managed care
authorities, such as in lieu of services, which require
that the intervention be medically appropriate and
cost-effective.
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Approve § 1115 demonstrations that test
strategies to address SDOH.

Support outcomes-based payment for
SDOH interventions.

The purpose of § 1115 demonstrations is to test
innovations that promote objectives of the Medicaid
program. CMS has approved many demonstrations
that include projects related to care coordination
and linkages to social services, as well as community
engagement demonstrations that require states to
provide assurances regarding linkages to community
resources. In addition, CMS will test, through the
Accountable Health Communities model, “whether
systematically identifying and addressing the healthrelated social needs of Medicare and Medicaid
beneficiaries’ through screening, referral, and
community navigation services will impact health care
costs and reduce health care utilization.”269 However,
with the exception of some elements in North Carolina’s
and Massachusetts’ demonstrations, CMS does not
typically approve direct funding for SDOH interventions
outside the confines of HCBS programs.

Pay for Success is a set of tools that allows entities
to pay for the outcomes associated with SDOH
interventions, rather than paying for actual services.
The Social Impact Partnerships to Pay for Results
Act (SIPPRA) will enable federal funding of outcomes
payments for health-related projects, including: (1)
improving birth outcomes and early childhood health
and development among low-income families and
individuals; (2) reducing rates of asthma, diabetes, or
other preventable diseases among low-income families
and individuals to reduce the utilization of emergency
and other high-cost care; (3) reducing the rate of
homelessness among the most vulnerable populations;
(4) improving the health and well-being of those with
mental, emotional, and behavioral health needs; and (5)
improving the educational outcomes of special-needs or
low-income children.

To build on this portfolio, CMS may consider approving
demonstrations that increase investment in, and access
to, targeted SDOH interventions and work-related
supportive services. This focus is consistent with the
general push toward VBP, upstream prevention, and
cross-sector collaboration.
Experimentation at the intersection of managed
care and SDOH particularly makes sense; § 1115
demonstrations must be budget neutral, and managed
care programs infuse more flexibility and budgetary
certainty into Medicaid programs through the use of
capitation payments. For example, a state may wish to
include expenses related to select SDOH interventions
in the calculation of the capitation rate, but closely
monitor cost growth and health outcomes—tackling
premium slide head on.

CMS could consider building upon this precedent—
through approval of § 1115 demonstrations or guidance
on appropriate use of these outcomes-based payments
in the managed care environment. For example, in a
recent informational bulletin, CMS noted that states
could require MCOs to institute multi-year payment
arrangements for delivery system reform. This guidance
was a significant clarification of an existing rule, and
could help states design payment programs that
accommodate the longer time frames in which SDOH
interventions generate health outcomes.270 To the extent
that this authority could be used to advance outcomesbased payment for select SDOH interventions, CMS
could proactively present this as an option to states.
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CHAPTER 7

Conclusion
In an effort to improve health outcomes and provide
more efficient care, states have increasingly
incentivized or required Medicaid MCOs and other
health care organizations to develop specific systems
and processes to address social needs and build
partnerships with CBOs and social service agencies.
States have used specific authority in federal managed
care rules and § 1115 demonstrations to advance this
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work and open up new funding streams. As state
Medicaid agencies and innovative health plans continue
to experiment with ways to realign incentives and
advance value-based care, many Medicaid stakeholders
will continue to test innovative SDOH strategies, while
watching for signals from CMS and other federal
policymakers.
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Appendix 1
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Included § 1115
Demonstrations
1

2

3

4

5

6

7

8

9

10
11

12

13

14

15

Arizona Health Care Cost Containment System (AHCCCS) (December
2017). Arizona Medicaid Section 1115 Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8142
Arkansas Department of Human Services. (March 2018).
Arkansas Works Section 1115 Demonstration. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=15033
California Health and Human Services (June 2018).
California Medi-Cal 2020 Demonstration. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8157
Delaware Department of Health & Social Services (December
2017). Delaware Diamond State Health Plan. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8408
Florida Agency for Health Care Administration (June 2018).
Managed Medical Assistance Program. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8450
Hawaii Department of Human Services (October 2018). QUEST
Integration Medicaid Section 1115 Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8541
Indiana Family and Social Services Administration (FSSA)
(February 2018). Healthy Indiana Plan (HIP). Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=25478
Iowa Department of Human Services (October 2017). Iowa
Wellness Plan Section 1115 Demonstration. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=15143
Department for Medicaid Services, Commonwealth of Kentucky
(November 2018). Kentucky HEALTH. Accessed from: https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/ky/ky-health-ca.pdf.
Kansas Department of Health and Environment (January 2014).
KanCare. Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8427
Massachusetts Executive Office of Health and Human Services
(October 2018). MassHealth Medicaid Section 1115 Demonstration.
Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8502
Michigan Department of Health and Human Services (August
2017). Healthy Michigan Section 1115 Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8517
Michigan Department of Health and Human Services (August
2017). Flint Michigan Section 1115 Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=36613
North Carolina Department of Health and Human Services (October
2018). North Carolina Medicaid Reform Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=38522
New Hampshire Department of Health and Human Services
(February 2017). New Hampshire Building Capacity for
Transformation. Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=24734
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18
19

20
21

22

23

24

25

New Hampshire Department of Health and Human Services
(May 2018). New Hampshire Health Protection Program
Premium Assistance 1115 Demonstration. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=29927
New Jersey Department of Human Services Division of Medical
Assistance and Health Services (November 2017). New Jersey
FamilyCare Comprehensive Demonstration. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8017
New Mexico Human Service Department (November 2014).
Centennial Care. Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8029
New York State Department of Health (January 2017).
Medicaid Redesign Team Section 1115. Accessed from
https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8059
Oregon Health Authority (January 2017). Oregon Health Plan
(OHP). Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8354
Rhode Island Executive Office of Health and Human Services
(September 2018). Rhode Island Comprehensive Demonstration.
Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=9214
Tennessee Department of Finance and Administration (October
2018). TennCare II Medicaid Section 1115 Demonstration. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=8387
Texas Health and Human Services Commission (February 2018).
Texas Healthcare Transformation and Quality Improvement
Program. Accessed from https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8393
Washington State Health Care Authority (October 2018).
Washington State Medicaid Transformation Project. Accessed
from https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=35120
Wisconsin Department of Health Services (October 2018). Wisconsin
BadgerCare Reform. Accessed from https://www.medicaid.gov/
Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/wi/wi-badgercare-reform-ca.pdf

Included Managed
Care Contracts
CHCS analyzed model managed care contracts when
available. If a model contract was not accessible, the
most standardized version of the contract was sought
out for analysis. Only publicly-available contracts have
been linked below.
1

2

Arizona Health Care Cost Containment System (effective October
2018). Arizona Complete Care (all ACC except for Magellan).
Accessed from https://www.azahcccs.gov/Resources/Downloads/
ContractAmendments/ACC/ACC_Contract_Amend_1.pdf
California Department of Health Care Services. Imperial/Regional/
San Benito/Two Plan Boilerplate (updated March 2014). Accessed
from https://www.dhcs.ca.gov/provgovpart/Documents/
ImpRegSB2PlanBp32014.pdf
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3

4
5
6
7

8

9
10

11
12
13
14

15
16

17
18

19
20
21
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Colorado Department of Health Care Policy & Financing (effective
2018). Rocky Mountain Health Plan. Accessed from https://www.
colorado.gov/pacific/sites/default/files/Rocky%20Mountain%20
Health%20Plan%20%28Region%201%29_1.pdf
Delaware Health and Social Services (effective 2018). Diamond State
Health Plan (DSHP), DSHP Plus, DSHP Plus LTSS. Accessed from
https://dhss.delaware.gov/dhss/dmma/files/mco_msa2018.pdf
District of Columbia (2018 RFP), Solicitation Number
DCHT-2018-R-0079.
Florida Agency for Health Care Administration (effective February
2018). Statewide Medicaid Managed Care. Accessed from http://www.
fdhc.state.fl.us/medicaid/statewide_mc/plans.shtml
Georgia Department of Community Health (effective February
2018). Georgia Families. Accessed from https://dch.georgia.
gov/sites/dch.georgia.gov/files/imported/vgn/images/portal/
cit_1210/27/43/164261788CMO_Restatement_12-General.pdf
State of Hawaii Department of Human Services (effective 2014).
QUEST Integration (QI) Managed Care to Cover Medicaid and Other
Eligible Individuals (RFP-MQD-2014-005). Accessed from https://
medquest.hawaii.gov/content/dam/formsanddocuments/resources/
RFP/QI-RFP-MQD-2014-005-20130805-FINAL-AmendmentsSupplement-7-Clean6-16-17-kk.pdf
State of Illinois Department of Healthcare and Family Services
(effective 2018). Furnishing Health Services by a Managed Care
Organization.
Indiana Family and Social Services Administration (effective 2017).
Hoosier Healthwise and Healthy Indiana Plan. Accessed from https://
fs.gmis.in.gov/IDOAcontracts/public/100736-000.pdf
•
Note: Amendment 1 also included in review: Indiana Family and
Social Services Administration (effective 2017. Amendment 1
(contract with Midwise). Accessed from https://fs.gmis.in.gov/
IDOAcontracts/public/100736-001.pdf
Iowa Department of Human Services (effective January 2016). Iowa
Health Link (contract with AmeriGroup). Accessed from https://dhs.
iowa.gov/sites/default/files/AmeriGroup_Contract.pdf
Kansas Department of Administration (effective 2019).
KanCare 2.0 RFP. Accessed from https://admin.ks.gov/offices/
procurement-and-contracts/kancare-award
Commonwealth of Kentucky (effective July 2018). Medicaid Managed
Care. Accessed from https://chfs.ky.gov/agencies/dms/dpqo/
Documents/MCO%20Contract%20Final%20July%2018-June19.pdf
Louisiana Department of Health (effective January 2015). Medicaid
Managed Care (contract with Aetna). Accessed from http://ldh.la.gov/
index.cfm/page/2236
•
Note: Amendment 11 also included in review: Louisiana
Department of Health (effective January 2018). Amendment 11
(contract with Aetna). Accessed from http://ldh.la.gov/assets/
docs/BayouHealth/Contract_Amendments/2015Contracts/
Amd11ABH.pdf
Maryland Department of Health (effective 2019). Maryland
HealthChoice Program.
Massachusetts Executive Office of Health and Human Services
(March 2018). MassHealth Managed Care Contract. Accessed from
https://www.commbuys.com/bso/eXternal/bidDetail.sdo?docId=BD17-1039-EHS01-EHS01-10209&eXternal=true&parentUrl=
bid.
Michigan Department of Health & Human Services (effective July
2018). Comprehensive Health Care Program. Accessed from https://
www.michigan.gov/documents/contract_7696_7.pdf
Minnesota Department of Human Services (effective 2018). Minnesota
Care. Accessed from https://mn.gov/dhs/partners-and-providers/
news-initiatives-reports-workgroups/minnesota-health-careprograms/managed-care-reporting/contracts.jsp
Mississippi Division of Medicaid (effective 2017). MississippiCAN.
Accessed from https://medicaid.ms.gov/wp-content/
uploads/2018/03/MSCAN-Contract-Jul2017-June2020-UHC.pdf
Missouri Department of Social Services (effective May 2017). MO
HealthNet Managed Care. Accessed from https://dss.mo.gov/
business-processes/managed-care/
Nebraska Department of Health & Human Services (effective January
2017). Heritage Health RFP. Accessed from http://dhhs.ne.gov/
medicaid/Pages/med_ManagedCare2.aspx
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23

24
25

26

27

28
29

30
31
32
33

34
35

36
37

38

39

40

Nevada Department of Administration Purchasing Division
(effective July 2017). Request for Proposal: 3260 For Managed
Care Organizations. Accessed from http://purchasing.nv.gov/
uploadedFiles/purchasingnvgov/content/Notices/Documents/
RFP3260(1).pdf
New Hampshire Department of Health and Human Services (effective
July 2012 Medicaid Care Management (contract with Granite State
Health Plan, Boston Medical Center Health Plan, and Granite Care).
Accessed from https://www.dhhs.nh.gov/ombp/caremgt/contracts.
htm
North Dakota Department of Human Services (effective 2013).
Medicaid Managed Care (contract with Sanford Health Plan).
State of New Jersey Department of Human Services: Division of
Medical Assistance & Health Services (effective 2018). NJ Family
Care. Accessed from https://www.state.nj.us/humanservices/dmahs/
info/resources/care/hmo-contract.pdf
New Mexico Human Services Department (effective January 2018).
Centennial Care 2.0 (contract with BCBS). Accessed from http://www.
hsd.state.nm.us/LookingForInformation/medical-assistance-division.
aspx
New York State Department of Health (effective March 2014).
Medicaid Managed Care. Accessed from https://www.health.ny.gov/
health_care/managed_care/docs/medicaid_managed_care_fhp_
hiv-snp_model_contract.pdf
North Carolina Department of Health and Human Services (effective
November 2019). Medicaid Managed Care Prepaid Health Plan (RFP).
Accessed from https://www.ncdhhs.gov/request-information
Ohio Department of Medicaid (effective 2018). Managed Care Plan
(MCP). Accessed from https://medicaid.ohio.gov/Portals/0/Providers/
ProviderTypes/Managed%20Care/Provider%20Agreements/
ManagedCare-PA-201807.pdf
Oregon Health Authority (effective January 2018). Coordinated Care
Organization (contract with Health Share of Oregon). Accessed from
https://multco.us/file/69710/download
Pennsylvania Department of Human Services (effective January 2017).
HealthChoices. Accessed from http://www.dhs.pa.gov/cs/groups/
webcontent/documents/document/p_040149.pdf
State of Rhode Island Executive Office of Health and Human Services
(effective March 2017). RIte Care (contract with Neighborhood Health
Plan of Rhode Island).
South Carolina Department of Health and Human Services
(effective July 2018). South Carolina Healthy Connections Program.
Accessed from https://msp.scdhhs.gov/managedcare/sites/default/
files/2018%20MCO%20Contract%20-%20Final.pdf
Division of TennCare (effective July 2018). TennCare. Accessed
from https://www.tn.gov/content/dam/tn/tenncare/documents/
MCOStatewideContract.pdf
Texas Health & Human Services Commission (effective September
2018). Uniform Managed Care Contract. Accessed from https://hhs.
texas.gov/sites/default/files/documents/services/health/medicaidchip/programs/contracts/uniform-managed-care-contract.pdf
Utah Bureau of Managed Health Care (effective July 2014).
Accountable Care Organizations. Accessed from https://sites.google.
com/a/utah.gov/cqm/aco-model-contract
Commonwealth of Virginia Department of Medical Assistance
Services (effective August 2018). Medallion 4.0 Managed Care.
Accessed from http://www.dmas.virginia.gov/files/links/1566/
Medallion%204.0%20Contract%20(07.26.2018).pdf
Washington State Health Care Authority (effective July 2018).
Washington Apple Health Managed Care Model Contract (Fully
Integrated). Accessed from https://www.hca.wa.gov/assets/billersand-providers/ipbh_fullyintegratedcare_medicaid.pdf
State of West Virginia Department of Health and Human
Resources Bureau for Medical Services (effective July 2018).
Managed Care Organization. Accessed from https://dhhr.wv.gov/
bms/Members/Managed%20Care/MCOcontracts/Documents/
LEWINVWVSFY19MCOModel_Contract.pdf
Wisconsin Department of Health Services Division of Medicaid
Services (effective July 2018). Family Care Program. Accessed from
https://www.dhs.wisconsin.gov/familycare/mcos/2018-generic-final.
pdf
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at: https://www.medicaid.gov/medicaid/section-1115-demo/
demonstration-and-waiver-list/?entry=15143.
Illinois Medicaid Managed Care Contract, Attachment XXI, Section
2.1.4
Illinois Medicaid Managed Care Contract, Section 5.12.2, 5.15, and
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Illinois Medicaid Managed Care Contract, Section 2.7.2.
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5.3.2 and 5.3.3. Available at: https://admin.ks.gov/offices/
procurement-and-contracts/kancare-award.
KanCare 2.0 RFP, Kansas Managed Care RFP, Section 5.19.2.
Available at: https://admin.ks.gov/offices/procurement-and-contracts/
kancare-award.
KanCare 2.0 RFP, Kansas Managed Care RFP, Section 5.4.1-5.4.4.
Available at: https://admin.ks.gov/offices/procurement-and-contracts/
kancare-award.
KanCare 2.0 RFP, Kansas Managed Care RFP, Section 5.9.3. Available
at: https://admin.ks.gov/offices/procurement-and-contracts/
kancare-award.
Kentucky Medicaid Managed Care Contract, Section 42.15. Available
at: https://chfs.ky.gov/agencies/dms/dpqo/Documents/MCO%20
Contract%20Final%20July%2018-June19.pdf.
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Kentucky HEALTH, Kentucky § 1115 Demonstration, STC 29(c).
Available at: https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Waivers/1115/downloads/ky/ky-health-ca.pdf
Louisiana Managed Care Contract (Aetna 2015 Contract), Amendment
11, Section 6.26. Available at: http://ldh.la.gov/index.cfm/page/2236.
Louisiana Managed Care Contract (Aetna 2015 Contract), Amendment
11, Section 6.4.5.1. Available at: http://ldh.la.gov/index.cfm/page/2236.
Louisiana Managed Care Contract (Aetna 2015 Contract), Amendment
11, Section 6.39.1. Available at: http://ldh.la.gov/index.cfm/page/2236
MassHealth, Massachusetts Managed Care Contract, Section 2.6(A)
(9). Available at: https://www.commbuys.com/bso/external/bidDetail.
sdo?docId=BD-17-1039-EHS01-EHS01-10209&external=true&parentU
rl=bid.
MassHealth, Massachusetts § 1115 Demonstration, STC 63. Available
at: https://www.medicaid.gov/Medicaid-CHIP-Program-Information/
By-Topics/Waivers/1115/downloads/ma/ma-masshealth-ca.pdf.
MassHealth, Massachusetts Managed Care Contract, Section 2.5(B)
(4) and 2.7(F). Available at: https://www.commbuys.com/bso/external/
bidDetail.sdo?docId=BD-17-1039-EHS01-EHS01-10209&external=true
&parentUrl=bid.
MassHealth, Massachusetts § 1115 Demonstration, STC 60, 63,
and 66. Available at: https://www.medicaid.gov/Medicaid-CHIPProgram-Information/By-Topics/Waivers/1115/downloads/ma/
ma-masshealth-ca.pdf.
MassHealth, Massachusetts § 1115 Demonstration, STC 66. Available
at: https://www.medicaid.gov/Medicaid-CHIP-Program-Information/
By-Topics/Waivers/1115/downloads/ma/ma-masshealth-ca.pdf.
MassHealth, Massachusetts Managed Care Contract, Section 2.5.
Available at: https://www.commbuys.com/bso/external/bidDetail.
sdo?docId=BD-17-1039-EHS01-EHS01-10209&external=true&parentU
rl=bid.
MassHealth, Massachusetts § 1115 Demonstration, STC 60, 63,
and 66. Available at: https://www.medicaid.gov/Medicaid-CHIPProgram-Information/By-Topics/Waivers/1115/downloads/ma/
ma-masshealth-ca.pdf.
MassHealth, Massachusetts Managed Care Contract, Section 2.1.4(E).
Available at: https://www.mass.gov/files/documents/2017/11/17/mcoadministered-aco-model-contract.pdf.
HealthChoice, Maryland Managed Care Contract, Section D.1.d and
Appendix F.
HealthChoice, Maryland Managed Care Contract, Section G.1.c.iv.
HealthChoice, Maryland Managed Care Contract, Section I. G; see
also COMAR 10.09.65.09.
Comprehensive Health Care Program, Michigan Managed Care
Contract, Section X.B. Available at: https://www.michigan.gov/
documents/contract_7696_7.pdf.
Comprehensive Health Care Program, Michigan Managed Care
Contract, Section IX.B.3. Available at: https://www.michigan.gov/
documents/contract_7696_7.pdf.
Comprehensive Health Care Program, Michigan Managed Care
Contract, Section X.A, X.B, and X.D. Available at: https://www.
michigan.gov/documents/contract_7696_7.pdf.
Healthy Michigan, Michigan § 1115 Demonstration, Attachment B:
Demonstration Evaluation Plan and Attachment D Healthy Behaviors
Incentives Program Protocol. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/mi/mi-healthy-michigan-ca.pdf.
Comprehensive Health Care Program, Michigan Managed Care
Contract, Section IX. Available at: https://www.michigan.gov/
documents/contract_7696_7.pdf.
Minnesota Department of Human Services Contract for Prepaid
Medical Assistance and MinnesotaCare, Minnesota Managed Care
Contract, Section 6.4. Available at: https://mn.gov/dhs/assets/2018-fcmodel-contract_tcm1053-323610.pdf.
Minnesota Department of Human Services Contract for Prepaid
Medical Assistance and MinnesotaCare, Minnesota Managed Care
Contract, Section 6.25. Available at: https://mn.gov/dhs/assets/2018fc-model-contract_tcm1053-323610.pdf.
Minnesota Department of Human Services Contract for Prepaid
Medical Assistance and MinnesotaCare, Minnesota Managed Care
Contract, Section 6.1.5(I). Available at: https://mn.gov/dhs/assets/2018fc-model-contract_tcm1053-323610.pdf.
Missouri Managed Care Contract, Section 2.1.7(c). Available at: https://
dss.mo.gov/business-processes/managed-care/.
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Missouri Managed Care Contract, Section 2.1.7(a)(1). Available at:
https://dss.mo.gov/business-processes/managed-care/.
MississippiCAN (UnitedHealthcare Contract), Mississippi Managed
Care Contract, Section 5.I. Available at: https://medicaid.ms.gov/
wp-content/uploads/2018/03/MSCAN-Contract-Jul2017-June2020UHC.pdf.
MississippiCAN (UnitedHealthcare Contract), Mississippi Managed
Care Contract, Section 9. Available at: https://medicaid.ms.gov/
wp-content/uploads/2018/03/MSCAN-Contract-Jul2017-June2020UHC.pdf.
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.C.8. Available at: https://www.ncdhhs.
gov/request-information.
North Carolina Medicaid Reform Demonstration, North Carolina §
1115 Demonstration, Attachment G, STC 21(P). Available at: https://
www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/nc/nc-medicaid-reform-ca.pdf.
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.C.2, V.C.6, V.C.6, V.F.2. Available at:
https://www.ncdhhs.gov/request-information.
North Carolina Medicaid Reform Demonstration, North Carolina
§ 1115 Demonstration, p. 22. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/nc/nc-medicaid-reform-ca.pdf.
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.C.8, Available at: https://www.ncdhhs.
gov/request-information.
North Carolina Medicaid Reform Demonstration, North Carolina §
1115 Demonstration, STC 21(P). Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/nc/nc-medicaid-reform-ca.pd
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.C.6, V.C.8. Available at: https://www.
ncdhhs.gov/request-information.
North Carolina Medicaid Reform Demonstration, North Carolina §
1115 Demonstration, STC 21(P), Attachment G. Available at: https://
www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/nc/nc-medicaid-reform-ca.pdf.
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.B.3. Available at: https://www.ncdhhs.
gov/request-information.
North Carolina Medicaid Reform Demonstration, North Carolina §
1115 Demonstration, STC 21(P), pp. 27-28, Available at: https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/nc/nc-medicaid-reform-ca.pdf.
Medicaid Managed Care Prepaid Health Plan, 2018 North Carolina
Managed Care RFP, Section V.8.d.ii. Available at: https://files.nc.gov/
ncdhhs/30-19029-DHB-1.pdf.
North Dakota Managed Care Contract (Sanford Health Plan contract),
Amendment I, Section 4.2.1(c).
Heritage Health, Nebraska Medicaid Managed Care Contract,
Section IV.E.6. Available at: http://dhhs.ne.gov/medicaid/Pages/
med_ManagedCare2.aspx.
Heritage Health, Nebraska Medicaid Managed Care Contract,
Section IV.L.5. Available at: http://dhhs.ne.gov/medicaid/Pages/
med_ManagedCare2.aspx.
Heritage Health, Nebraska Medicaid Managed Care Contract, Section
IV.L.1.f, IV.L.1.g, IV.L.4, and IV.L.5d. Available at: http://dhhs.ne.gov/
medicaid/Pages/med_ManagedCare2.aspx.
Medicaid Care Management, New Hampshire Managed Care
Contract, Section 10.9. Available at: https://www.dhhs.nh.gov/ombp/
caremgt/contracts.htm.
Building Capacity for Transformation, New Hampshire § 1115
Demonstration, p, 189. Available at: https://www.medicaid.gov/
Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/nh/nh-building-capacity-transformation-ca.pdf.
Medicaid Care Management, New Hampshire Managed Care
Contract, Section 10.9. Available at: https://www.dhhs.nh.gov/ombp/
caremgt/contracts.htm.
Building Capacity for Transformation, New Hampshire § 1115
Demonstration, pp. 66, 67, 71, 155, 171. Available at: https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/nh/nh-building-capacity-transformation-ca.
pdf.
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NJ Family Care, New Jersey Managed Care Contract, Section IV.W.
Available at: https://www.state.nj.us/humanservices/dmahs/info/
resources/care/hmo-contract.pdf.
NJ Family Care, New Jersey Managed Care Contract, Section IV
4.6.2.AA. Available at: https://www.state.nj.us/humanservices/dmahs/
info/resources/care/hmo-contract.pdf.
NJ Family Care, New Jersey Managed Care Contract, Section 4.5.1.A.
Available at: https://www.state.nj.us/humanservices/dmahs/info/
resources/care/hmo-contract.pdf.
Centennial Care 2.0 (BCBS Contract), New Mexico Managed
Care Contract, Section 4.4.19.1. Available at: http://www.hsd.state.
nm.us/uploads/files/Looking%20For%20Information/General%20
Information/Contracts/Medical%20Assistance%20Division/
MCO’s%20Centennial%20Care%202.0/BCBS%20Contract%20
PSC%2018-630-8000-0033%20A1.pdf.
Centennial Care 2.0 (BCBS Contract), New Mexico Managed Care
Contract, Sections 4.4.1.6, 4.4.5.5, 4.4.9.6, 4.4.19.1, 4.4.19.2. Available
at: http://www.hsd.state.nm.us/uploads/files/Looking%20For%20
Information/General%20Information/Contracts/Medical%20
Assistance%20Division/MCO’s%20Centennial%20Care%202.0/
BCBS%20Contract%20PSC%2018-630-8000-0033%20A1.pdf/
New Mexico Centennial Care, New Mexico § 1115 Demonstration,
STC VII.32-35. Available at: https://www.medicaid.gov/medicaid/
section-1115-demo/demonstration-and-waiver-list/?entry=8029.
Centennial Care 2.0 (BCBS Contract), New Mexico Managed
Care Contract, Attachment 3. Available at: http://www.hsd.state.
nm.us/uploads/files/Looking%20For%20Information/General%20
Information/Contracts/Medical%20Assistance%20Division/
MCO’s%20Centennial%20Care%202.0/BCBS%20Contract%20
PSC%2018-630-8000-0033%20A1.pdf/.
New York Managed Care Contract, Section 10.43. Available at: https://
www.health.ny.gov/health_care/managed_care/docs/medicaid_
managed_care_fhp_hiv-snp_model_contract.pdf.
New York Managed Care Contract, Section 10.31. Available at: https://
www.health.ny.gov/health_care/managed_care/docs/medicaid_
managed_care_fhp_hiv-snp_model_contract.pdf.
Medicaid Redesign Team, New York § 1115 Demonstration, VBP
Roadmap, p. 46. Available at: https://www.medicaid.gov/MedicaidCHIP-Program-Information/By-Topics/Waivers/1115/downloads/
ny/medicaid-redesign-team/ny-medicaid-rdsgn-vbp-roadmapapprvl-07062018.pdf
Medicaid Redesign Team, New York § 1115 Demonstration, VBP
Roadmap, pp. 6, 46. Available at: https://www.medicaid.gov/
Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/ny/medicaid-redesign-team/ny-medicaid-rdsgn-vbproadmap-apprvl-07062018.pdf
New York Managed Care Contract, Section 10.31. Available at: https://
www.health.ny.gov/health_care/managed_care/docs/medicaid_
managed_care_fhp_hiv-snp_model_contract.pdf.
Medicaid Redesign Team, New York § 1115 Demonstration, Appendix
L, p. 240, Attachment J, p. 183. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/ny/ny-medicaid-rdsgn-team-ca.pdf.
Ohio Managed Care Plan (MCP), Ohio Managed Care Contract,
Appendix K: Quality Care. Available at: https://medicaid.ohio.gov/
Portals/0/Providers/ProviderTypes/Managed%20Care/Provider%20
Agreements/ManagedCare-PA-201807.pdf.
Ohio Managed Care Plan (MCP), Ohio Managed Care Contract,
Appendix K: Quality Care. Available at: https://medicaid.ohio.gov/
Portals/0/Providers/ProviderTypes/Managed%20Care/Provider%20
Agreements/ManagedCare-PA-201807.pdf.
Coordinated Care Organization (Health Share Oregon Contract),
Oregon Managed Care Contract, Exhibit B, pp. 46-8. Available at:
https://multco.us/file/69710/download.
Oregon Health Plan, Oregon § 1115 Demonstration, Attachment B, p.
84. Available at: https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Waivers/1115/downloads/or/or-health-plan2-ca.
pdf.
Coordinated Care Organization (Health Share Oregon Contract),
Oregon Managed Care Contract, Exhibit B, pp. 29-30. Available at:
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/
By-Topics/Waivers/1115/downloads/or/or-health-plan2-ca.pdf.
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Oregon Health Plan, Oregon § 1115 Demonstration, Attachment H, p.
173. Available at: https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Waivers/1115/downloads/or/or-health-plan2-ca.
pdf.
Oregon Health Plan, Oregon § 1115 Demonstration, STC 82. Available
at: https://www.medicaid.gov/Medicaid-CHIP-Program-Information/
By-Topics/Waivers/1115/downloads/or/or-health-plan2-ca.pdf.
Oregon Health Plan, STC 23, 34, 52. Available at: https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/or/or-health-plan2-ca.pdf.
Coordinated Care Organization (Health Share Oregon Contract),
Oregon Managed Care Contract, Exhibit B, p. 31. Available at: https://
multco.us/file/69710/download.
Coordinated Care Organization (Health Share Oregon Contract),
Oregon Managed Care Contract, Exhibit B, pp. 86, 121. Available at:
https://multco.us/file/69710/download.
HEALTHCHOICES, Pennsylvania Managed Care Contract, Section
V(A)(4). Available at: http://www.dhs.pa.gov/cs/groups/webcontent/
documents/document/p_040149.pdf.
HEALTHCHOICES, Pennsylvania Managed Care Contract, Section
V(A)(19). Available at: http://www.dhs.pa.gov/cs/groups/webcontent/
documents/document/p_040149.pdf.
HEALTHCHOICES, Pennsylvania Managed Care Contract, Sections
V(A)(16)(b), V(F)(13), V(P)(1). Available at: http://www.dhs.pa.gov/cs/
groups/webcontent/documents/document/p_040149.pdf.
HEALTHCHOICES, Pennsylvania Managed Care Contract, Section
V(G)(3). Available at: http://www.dhs.pa.gov/cs/groups/webcontent/
documents/document/p_040149.pdf.
Contract for Medicaid Managed Care Services (Neighborhood Health
Plan Contract – NHP 2017-01), Rhode Island Managed Care Contract,
Section 2.06.01.10, Attachment A, p. 251. Amended May 1, 2018.
Rhode Island Comprehensive Demonstration, Rhode Island § 1115
Demonstration, Attachment A (referring to additional services related
to nutrition and lead-related window replacements). Available at:
https://www.medicaid.gov/Medicaid-CHIP-Program-Information/
By-Topics/Waivers/1115/downloads/ri/ri-global-consumer-choicecompact-ca.pdf.
Rhode Island Comprehensive Demonstration, Rhode Island § 1115
Demonstration, AE Roadmap, p. 207. Available at: https://www.
medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/ri/ri-global-consumer-choice-compact-ca.
pdf
Contract for Medicaid Managed Care Services (Neighborhood Health
Plan Contract – NHP 2017-01), Sections 2.01, 2.08.02. Amended May
1, 2018.
Rhode Island Comprehensive Demonstration, Rhode Island § 1115
Demonstration, Attachment B. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/ri/ri-global-consumer-choice-compact-ca.pdf.
Contract for Medicaid Managed Care Services (Neighborhood Health
Plan Contract – NHP 2017-01), Rhode Island Managed Care Contract,
Sections 2.06.05.04 & 2.06.05.04, Attachment R: Communities of
Care. Amended May 1, 2018.
Rhode Island Comprehensive Demonstration, Rhode Island § 1115
Demonstration, EOHHS Medicaid Infrastructure Incentive Program:
Attachment L 2: Requirements for Medicaid Managed Care
Organizations and Certified Accountable Entities. Available at: https://
www.medicaid.gov/Medicaid-CHIP-Program-Information/By-Topics/
Waivers/1115/downloads/ri/ri-global-consumer-choice-compact-ca.
pdf.
Rhode Island Comprehensive Demonstration, Rhode Island § 1115
Demonstration, STC 91-101. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/ri/ri-global-consumer-choice-compact-ca.pdf.
South Carolina Healthy Connections Program, South Carolina
Managed Care Contract, Section 4.3. Available at: https://msp.scdhhs.
gov/managedcare/sites/default/files/2018%20MCO%20Contract%20
-%20Final.pdf.
South Carolina Healthy Connections Program, South Carolina
Managed Care Contract, Sections 4.2.27, 5.1.4, 5.5.2, 5.5.3.3.
Available at: https://msp.scdhhs.gov/managedcare/sites/default/
files/2018%20MCO%20Contract%20-%20Final.pdf.
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South Carolina Healthy Connections Program, South Carolina
Managed Care Contract, Section 15.1.10.1. Available at: https://msp.
scdhhs.gov/managedcare/sites/default/files/2018%20MCO%20
Contract%20-%20Final.pdf.
TennCare, Tennessee Managed Care Contract, Sections A.2.6.5,
2.8.4.1.2. Available at: https://www.tn.gov/content/dam/tn/tenncare/
documents/MCOStatewideContract.pdf.
TennCare, Tennessee Managed Care Contract, Section 2.11.6.7.
Available at: https://www.tn.gov/content/dam/tn/tenncare/
documents/MCOStatewideContract.pdf.
TennCare, Tennessee Managed Care Contract, Sections 2.9.6.1.3,
2.9.6.1.4, 2.9.6.5.2.2, 2.9.6.6.2.4.20, A.2.8. Available at: https://www.
tn.gov/content/dam/tn/tenncare/documents/MCOStatewideContract.
pdf.
TennCare, Tennessee Managed Care Contract, Section 2.6.6.2.
Available at: https://www.tn.gov/content/dam/tn/tenncare/
documents/MCOStatewideContract.pdf.
TennCare, Tennessee Managed Care Contract, Section 20.30.22.4.2,
2.11.6.7. Available at: https://www.tn.gov/content/dam/tn/tenncare/
documents/MCOStatewideContract.pdf.
Uniform Managed Care Contract, Texas Managed Care Contract,
Sections 8.1.2.1, 8.1.2.2. Available at: https://hhs.texas.gov/sites/
default/files/documents/services/health/medicaid-chip/programs/
contracts/uniform-managed-care-contract.pdf.
Uniform Managed Care Contract, Texas Managed Care Contract,
Section 8.1.4.2. Available at: https://hhs.texas.gov/sites/default/files/
documents/services/health/medicaid-chip/programs/contracts/
uniform-managed-care-contract.pdf.
Texas Healthcare Transformation and Quality Improvement Program,
STC 34; Attachment R, pp. 7-11. Available at: https://www.medicaid.
gov/Medicaid-CHIP-Program-Information/By-Topics/Waivers/1115/
downloads/tx/tx-healthcare-transformation-ca.pdf.
Uniform Managed Care Contract, Texas Managed Care Contract,
Sections 8.2.2.4, 8.1.5.7, 8.3.2.4, 8.2.2.3.5, 8.3.9.2, 8.2.6.9. Available at:
https://hhs.texas.gov/sites/default/files/documents/services/health/
medicaid-chip/programs/contracts/uniform-managed-care-contract.
pdf.
Texas Healthcare Transformation and Quality Improvement
Program, STC 34-36; Attachment J, 11(c); Attachment R, pp. 7-11.
Available at: https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Waivers/1115/downloads/tx/tx-healthcaretransformation-ca.pdf.
Utah Accountable Care Organizations, Utah Managed Care Contract,
Section 4.13.4. Available at: https://sites.google.com/a/utah.gov/cqm/
aco-model-contract.
Utah Accountable Care Organizations, Utah Managed Care Contract,
Section 4.13.4. Available at: https://sites.google.com/a/utah.gov/cqm/
aco-model-contract.
Medallion 4.0 Managed Care Contract, Virginia Managed Care
Contract, Section 5.12.B, 5.12.C. Available at: http://www.dmas.virginia.
gov/files/links/1566/Medallion%204.0%20Contract%20(07.26.2018).
pdf.
Medallion 4.0 Managed Care Contract, Virginia Managed Care
Contract, Section 8.9, 8.2.W, 8.64, 8.2.Y.h.g. Available at: http://www.
dmas.virginia.gov/files/links/1566/Medallion%204.0%20Contract%20
(07.26.2018).pdf.
Medallion 4.0 Managed Care Contract, Virginia Managed Care
Contract, Section 7.6. Available at: http://www.dmas.virginia.gov/files/
links/1566/Medallion%204.0%20Contract%20(07.26.2018).pdf.
Fully Integrated Managed Care Contract (FIMC), Washington State
Managed Care Contract, Section 14.10, Available at: https://www.
hca.wa.gov/assets/billers-and-providers/ipbh_fullyintegratedcare_
medicaid.pdf.
Medicaid Transformation Project, Washington § 1115 Demonstration,
STC 19. Available at: https://www.medicaid.gov/Medicaid-CHIPProgram-Information/By-Topics/Waivers/1115/downloads/wa/
wa-medicaid-transformation-ca.pdf
Fully Integrated Managed Care Contract (FIMC), Washington State
Managed Care Contract, Sections 14.5.1.3, 14.5.3, 14.5.4, 14.5.6.3,
5.8.1.5, 5.8.7.2, 5.11, Available at: https://www.hca.wa.gov/assets/
billers-and-providers/ipbh_fullyintegratedcare_medicaid.pdf.

150 Medicaid Transformation Project, Washington § 1115 Demonstration,
STC 9, 15,17, 19, 20, 21 64, Attachment C, Attachment E, Attachment
H, Attachment J. Available at: https://www.medicaid.gov/MedicaidCHIP-Program-Information/By-Topics/Waivers/1115/downloads/wa/
wa-medicaid-transformation-ca.pdf.
151 Family Care, Wisconsin Managed Care Contract, Article VII: Services,
p. 96. Available at: https://www.dhs.wisconsin.gov/familycare/
mcos/2018-generic-final.pdf.
152 Family Care, Wisconsin Managed Care Contract, Article V: Care
Management, p. 70. Available at: https://www.dhs.wisconsin.gov/
familycare/mcos/2018-generic-final.pdf.
153 Family Care, Wisconsin Managed Care Contract, Article V: Care
Management, Article VII: Services. Available at: https://www.dhs.
wisconsin.gov/familycare/mcos/2018-generic-final.pdf.
154 BadgerCare Reform, Wisconsin § 1115 Demonstration, STC 35,
Available at: https://www.medicaid.gov/Medicaid-CHIP-ProgramInformation/By-Topics/Waivers/1115/downloads/wi/wi-badgercarereform-ca.pdf.
155 West Virginia Managed Care Organization, West Virginia Managed
Care Contract, Section 3.1, 3.5.2, Appendix A-1. Available at: https://
dhhr.wv.gov/bms/Members/Managed%20Care/MCOcontracts/
Documents/LEWINVWVSFY19MCOModel_Contract.pdf.
156 West Virginia Managed Care Organization, West Virginia Managed
Care Contract, Section 3.1, 3.5.2, Appendix A-1. Available at: https://
dhhr.wv.gov/bms/Members/Managed%20Care/MCOcontracts/
Documents/LEWINVWVSFY19MCOModel_Contract.pdf.
157 West Virginia Managed Care Organization, West Virginia Managed
Care Contract, Appendix H-6. Available at: https://dhhr.wv.gov/
bms/Members/Managed%20Care/MCOcontracts/Documents/
LEWINVWVSFY19MCOModel_Contract.pdf.
158 Centers for Medicare & Medicaid Services. (2016). Medicaid and CHIP
Managed Care Final Rule. Available at: https://www.medicaid.gov/
medicaid/managed-care/guidance/final-rule/index.html (last checked
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