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tate Medicaid agencies increasingly recognize the importance 

of implementing policies that address health-related 

social needs (HRSN) to improve health outcomes and 

advance health equity for enrollees. Social needs screening 

and screening follow-up are crucial for identifying and 

responding to unmet HRSN and are often critical components 

of broader state-level health equity strategies. Screening has 

the potential to promote individual- and population-level 

impacts including: 

• Ensuring enrollees are connected to resources that can 

address HRSN; 

• Improving the quality of care by ensuring that diagnosis and 

treatment consider enrollees’ HRSN; 

• Strengthening integration between social service and health care 

organizations by creating more visibility around HRSN and the cross-sector 

coordination necessary to address these needs; and 

• Enhancing the social care network by providing deeper insights into the unmet needs in communities. 

This checklist can help state Medicaid agencies advance social needs screening policies and programs. 

It outlines key decision points for developing or improving screening policies, along with state examples to 

illustrate implementation. In many cases, Medicaid agency’s current screening policies may lack clear 

implementation guidance, leaving entities responsible for screening to set their own implementation 

approaches. This checklist can help guide policy development. Note, it does not offer insights into clinical 

implementation.  

ABOUT THIS TOOL 

This tool was informed by the experiences of nine states participating in the Medicaid Health-Related 

Social Needs Implementation Learning Series. The learning series is coordinated by the Center for 

Health Care Strategies (CHCS) in partnership with HealthBegins and the Social Interventions Research 

and Evaluation Network (SIREN), through support from the Kaiser Permanente National Community 

Benefit Fund at The East Bay Community Foundation. 

S 

https://onlinelibrary.wiley.com/doi/10.1111/1468-0009.12690
https://nap.nationalacademies.org/catalog/25467/integrating-social-care-into-the-delivery-of-health-care-moving
https://nap.nationalacademies.org/catalog/25467/integrating-social-care-into-the-delivery-of-health-care-moving
https://www.chcs.org/project/medicaid-health-related-social-needs-implementation-learning-series/
https://www.chcs.org/project/medicaid-health-related-social-needs-implementation-learning-series/
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State Social Needs Screening 
Decision Points Checklist 
Following are key considerations and evidence for developing or refining screening 

activities, featuring state examples to illustrate practical strategies. 

1. Engage Stakeholders in Screening Design 
and Implementation 

Engaging stakeholders, such as Medicaid enrollees, community-based organizations (CBOs), managed 

care organizations (MCOs), and health care providers, in the design and continuous improvement of 

social needs screening is critical to ensure that screening is effective, patient-centered, and has the 

desired impact on equity. This stakeholder engagement should include assessing the intersection 

between the proposed Medicaid screening strategy and other screening requirements including the 

Hospital Inpatient Quality Reporting Screening for Social Drivers of Health Measure and the Special 

Needs Plan Annual Social Determinants of Health screening requirement. There is limited research on 

the acceptability of screening among people of color and people whose primary language is not 

English. Engaging these populations may be especially critical to ensure high participation.  

STATE EXAMPLES 

• North Carolina undertook a multi-step stakeholder engagement process to inform efforts to 

standardize HRSN screening statewide including: (a) interviewing key stakeholders; (b) reviewing 

screening best practices; (c) convening a technical advisory group with experts and stakeholders from 

across the state; (d) releasing a policy paper; and (e) testing the social needs screening across 18 

clinical sites with 804 Medicaid enrollees, and gathering input from screened enrollees and clinic staff. 

• Wisconsin engaged with MCOs and their clinic partners to better understand their screening and 

referral practices as part of its managed care Performance Improvement Project (2020-2023) to 

address health disparities in postpartum care. MCOs and clinics completed self-assessments on their 

social needs screening practices, how they acted on collected information, and strategies for sharing 

or incorporating social needs information into enrollees’ care plans. Wisconsin is now working to 

engage partners to identify the best approach to screening. 

  

https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2023_Measure_487_MIPSCQM.pdf
https://www.cms.gov/newsroom/fact-sheets/cy-2023-medicare-advantage-and-part-d-final-rule-cms-4192-f
https://www.cms.gov/newsroom/fact-sheets/cy-2023-medicare-advantage-and-part-d-final-rule-cms-4192-f
https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf
https://www.ncdhhs.gov/nc-screening-questions-report-final-73019/download
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Quality_for_BCP_and_Medicaid_SSI/pdf/PIP_DoH_Toolkit_032021.pdf.spage
https://www.forwardhealth.wi.gov/WIPortal/content/Managed%20Care%20Organization/Quality_for_BCP_and_Medicaid_SSI/pdf/PIP_DoH_Toolkit_032021.pdf.spage
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2. Assign Screening Responsibility 
Medicaid screening policies and programs may incentivize or require different entities to administer 

the screening including: (a) MCOs; (b) providers, such as primary care, behavioral health, specialty care, and 

hospitals; or (c) community care hubs, a community-focused entity that supports a CBO network providing 

services to address HRSN. States can also delineate between entities accountable for aggregating and 

reporting screening results (such as MCOs) and entities responsible for performing the screening (clinical 

providers or community care hubs). 

Emerging evidence from the Centers for Medicare & Medicaid Services’ (CMS) Accountable Health 

Communities Model shows that centralizing the screening process at bridge organizations — centralized 

organizations responsible for a geographic area — alleviated provider burdens and resulted in higher screening 

rates. Some states in the Medicaid Health-Related Social Needs Implementation Learning Series report that 

screening rates are lower than anticipated and multiple strategies may be necessary to screen broadly.  

STATE EXAMPLES 

• Massachusetts’  Accountable Care Organizations (ACOs) are responsible for annually reporting HRSN 

screening rates. ACOs can require their contracted primary care practices to perform the HRSN screening 

or screen their members directly. 

• Under the New York 1115 waiver, approved in 2024, regional Social Care Networks are responsible for 

screening all Medicaid members. 

• North Carolina requires MCOs to screen all their members as part of their care management approach.  

3. Identify Population 
States will need to consider whether to screen all enrollees or only specific groups of enrollees defined by 

health care utilization, eligibility category, or other factors. 

Evidence suggests screening all enrollees normalizes the screening process and increases individuals’ 

comfort with screening. Support for universal screening is strengthened by results from CMS’ Accountable 

Health Communities Model evaluation, which found that 37 percent of the screened population (Medicare 

and Medicaid) reported needs related to food, transportation, housing, utilities, or interpersonal violence. 

STATE EXAMPLE 

• New York will require that Social Care Networks partner with CBOs and other regional partners to 

screen all Medicaid members for social needs on an annual basis. 

  

https://www.cms.gov/priorities/innovation/data-and-reports/2023/ahc-second-eval-rpt#page=109
https://www.chcs.org/project/medicaid-health-related-social-needs-implementation-learning-series/
https://www.mass.gov/doc/1st-amended-and-restated-pcaco-contract-c3/download
https://www.mass.gov/doc/1st-amended-and-restated-pcaco-contract-c3/download
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ny-medicaid-rdsgn-team-appvl-01092024.pdf
https://www.medicaid.gov/medicaid/section-1115-demonstrations/downloads/ny-medicaid-rdsgn-team-appvl-01092024.pdf
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/screening-questions
https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf
https://www.cms.gov/priorities/innovation/data-and-reports/2023/ahc-second-eval-rpt
https://www.cms.gov/priorities/innovation/data-and-reports/2023/ahc-second-eval-rpt
https://www.health.ny.gov/health_care/medicaid/redesign/med_waiver_1115/docs/2024-02-16_nyher_overview_slides
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4. Identify Frequency 
States will need to consider the frequency with which enrollees need to be screened. Current state 

approaches vary, including: (a) once upon enrollment; (b) annually; (c) during each provider visit; or 

(d) at other intervals. 

MCOs screen and report data annually under NCQA HEDIS SNS-E requirements. Aligning frequency standards 

can reduce duplication and increase screening rates. 

Provider organizations recognize that individual social needs change over time and screening should be 

repeated at regular intervals. For example, an American Academy of Pediatrics policy statement recommends 

screening at scheduled health maintenance visits.  

Patients seem to share the perspective that screening should be repeated at regular intervals. In a survey of 

1,055 patients in 10 primary care practices and emergency departments across the country (each site had at 

least 30 percent publicly insured or uninsured clients), respondents were asked how often they thought it 

was appropriate to be asked about social and economic needs. Responses were: 

• 34% — Every time I receive care 

• 28% — Once every six-months 

• 25% — Once per year 

STATE EXAMPLES 

• New York and Massachusetts both require that screening be conducted annually. 

• Washington embeds screening in a health risk assessment that MCOs must conduct within 60-

days of enrollment for new members. 

5. Select Screening Tool 
States can: (a) require the use of one standardized tool statewide; (b) allow the screening entity to select 

from a list of state-approved tools; or (c) allow screening entities to develop or choose their own tool. 

Evidence suggests that currently available screening tools are often not evaluated using rigorous methods 

to ensure they accurately and reliably measure what they intend to. Because of this lack of thorough 

evaluation, the development of policies around tool selection can be focused on selecting tools that are 

most likely to support successful implementation and that promote state population health goals around 

data aggregation and analysis. For example, standardized tools that are easy to integrate with clinic-based 

technology (electronic health records (EHR) and patient portals) seem to improve screening rates.  

States may want to consider policy approaches that support the use of screening tools specified by NCQA’s  

Social Needs Screening and Intervention (SNS-E) HEDIS Measure. These include the Accountable Health 

Communities Health-Related Social Needs Screening Tool, AAFP Social Needs Screening Tool, Health Leads 

Screening Panel®1, Hunger Vital Sign, PRAPARE, Safe Environment for Every Kid,  We Care Survey, WellRx 

Questionnaire, Housing Stability Vital Signs, Comprehensive Universal Behavior Screen, PROMIS, and the 

USDA Food Security Survey.  

https://www.ncqa.org/wp-content/uploads/2022/10/FOH-Using-HEDIS-to-Improve-Health-Equity-Oct-6-2022.pdf
https://publications.aap.org/pediatrics/article/136/5/e1431/33896/Promoting-Food-Security-for-All-Children?autologincheck=redirected
https://doi.org/10.1016/j.amepre.2019.07.010
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/2024-01-24_scn_rfa_applicant_webinar.pdf
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/2024-01-24_scn_rfa_applicant_webinar.pdf
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/2024-01-24_scn_rfa_applicant_webinar.pdf
https://www.mass.gov/doc/1st-amended-and-restated-pcaco-contract-c3/download
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf#page=281
https://www.hca.wa.gov/assets/billers-and-providers/ahimc-medicaid.pdf
https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf
https://sirenetwork.ucsf.edu/tools-resources/resources/screening-tools-comparison
https://www.cambridge.org/core/journals/journal-of-clinical-and-translational-science/article/learning-in-real-world-practice-identifying-implementation-strategies-to-integrate-healthrelated-social-needs-screening-within-a-large-health-system/61823A78A913C3876018A1DC61C0FD5F
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.ncqa.org/wp-content/uploads/2022/10/FOH-Using-HEDIS-to-Improve-Health-Equity-Oct-6-2022.pdf
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STATE EXAMPLES 

• New York has a single standardized screening tool for Medicaid members, a New York version 

of the Accountable Health Communities tool.  

• North Carolina mandates that Medicaid plans use a North Carolina-developed standardized 

screening tool as part of the eligibility assessment process for HRSN services. 

• Michigan has encouraged MCOs to use screening instruments endorsed by NCQA’s SNS-E HEDIS 

measure and will require MCOs to report on the measure in 2025. 

6. Support Staff Training 
Medicaid agencies can add requirements to guide training of staff completing screening. Appropriate 

staff training, especially in trauma-informed practices, increases staff comfort in administering screening, 

patients’ acceptance of screening, and screening rates. Training methods like empathic inquiry for social 

needs screening have been demonstrated as feasible in clinical settings and have resulted in positive 

feedback from patients. 

STATE EXAMPLE 

• Oregon requires coordinated care organizations (CCOs) to have a written policy on training for 

CCO staff and staff from partner agencies that conduct screenings. Training must include 

patient engagement, empathic inquiry, motivational interviewing, trauma-informed practices, 

and cultural responsiveness and equitable practices. The state also provides a list of free and 

topic-specific resources for training. 

7. Support Intervention 
In order to achieve the goals of increased connectivity to resources and reduced social needs, 

organizations implementing screening must have a protocol to respond to positive results. To ensure this 

follow-up occurs, states may require that screening entities provide an intervention after a person screens 

positive. The NCQA SNS-E HEDIS Measure adopted the Gravity Project’s eight categories of intervention after 

a positive social needs screen: assessment, assistance, coordination, counseling, education, evaluation of 

eligibility, provision, and/or referral. A review of MCO contracts and other state documents found that most 

state policies focus on requiring that a person who is screened positive is provided information on available 

resources, sometimes called “referrals.”  These requirements could include a resource list provided to the 

enrollee or a referral to a service organization for the need. Referrals may be open-ended, where the outcome 

of the referral is unknown, or closed loop, where the referral’s acceptance is confirmed. 

Closed-loop referrals are defined as coordinating and referring an individual with identified unmet social 

need(s) to available community resources and following up to ensure services were rendered. Closed loop 

referrals can be accomplished through: (a) a care coordination approach, where a care manager manually 

follows up with the enrollee and/or with the service provider; (b) tech-enabled solutions like an online 

screening and referral platform enabling health care and CBOs to exchange referrals and information; or 

(c) a combination of both. Tech-enabled solutions could mean either the use of a statewide platform or 

https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/ahc_hrsn_screening_tool.pdf
https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/ahc_hrsn_screening_tool.pdf
https://www.ncdhhs.gov/documents/sdoh-screening-tool-paper-final-20180405/download
https://www.ncdhhs.gov/documents/sdoh-screening-tool-paper-final-20180405/download
https://www.michigan.gov/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Other-Prov-Specific-Page-Docs/Quality_Strategy_2015_FINAL_for_CMS_112515.pdf?rev=c062404614184b219a8e4b1d6ddd520a
https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC10723089/
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/Social-Needs-Screening-Training-Resources.pdf
https://www.oregon.gov/oha/HPA/dsi-tc/Documents/Social-Needs-Screening-Training-Resources.pdf
chrome-extension://efaidnbmnnnibpcajpcglclefindmkaj/https:/www.ncqa.org/wp-content/uploads/2022/10/FOH-Using-HEDIS-to-Improve-Health-Equity-Oct-6-2022.pdf
https://www.dhcs.ca.gov/CalAIM/Documents/2023-PHM-Policy-Guide-August-Update081723.pdf#page=21
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requiring that each screening entity procure their own platform. Available research suggests that electronic 

screening and referral platforms alone may not improve enrollee connections to community resources. 

States and screening entities should engage CBOs in the design process around referrals and interventions to 

ensure enrollees are connected to available resources. Lack of alignment can result in enrollees being 

referred to services or programs for which they are ineligible, that do not have capacity to serve them, or that 

cannot meet their needs within the context of other needs, such as a person who requires transportation 

assistance to access a food bank. 

STATE EXAMPLES 

• California requires MCOs to meet closed-loop referrals standards. MCOs must establish referral pathways 

with certain entities and MCOs have flexibility in how they meet the requirement for closed-loop referrals. 

• Michigan’s latest managed care contract requires plans to: (a) screen all Medicaid members within 90 

days of enrollment for HRSN; (b) refer members to relevant resources; (c) coordinate care across service 

settings, including for uncovered services; (d) track and report outcomes for social referrals in 

coordination with community health workers, providers, and other social services; and (e) assist 

members in applying for public programs, like SNAP, WIC, and TANF. 

• North Carolina invested in a statewide closed-loop referral system. This secure system allows: (a) 

processing invoices and referrals from CBOs offering health-related services; (b) recording social needs 

assessment results from the initial, three-, and six-month assessments by care managers; (c) sending 

referrals to health plans for authorization and tracking if services were received; (d) capturing screening 

results used by organizations referring or providing services under the Healthy Opportunities Pilots, 

North Carolina’s HRSN program; and (e) documenting in the state system by other clinical sites using 

their own EHR.  

8. Develop Screening Data Sharing Infrastructure 
States have several options for capturing and sharing screening data including: (a) requiring the submission 

of aggregate screening data; (b) requiring submission of Z codes; or (c) requiring screening entities to submit 

screening data to an entity that can support data sharing and social aggregation, such as statewide health 

information exchange, community information exchange, or a closed-loop referral system. To reduce 

administrative burden states may want to align with the Gravity Project’s social determinants of health 

information standards for data documentation and exchange.  

This requirement could ensure states have timely access to screening data, reduce duplicative screening 

efforts, and inform population health management strategies. 

STATE EXAMPLES 

• California recently implemented a statewide population health management service that synthesizes, 

aggregates, and links all available medical, behavioral, and social service data. This service allows health 

care and social care providers to access timely and relevant enrollee data to inform person-centered care 

and services and reduce duplication.  

https://trentonhealthteam.org/projects/harpp-research-project/
https://jamanetwork.com/journals/jamanetworkopen/fullarticle/2817709
https://www.dhcs.ca.gov/CalAIM/Documents/PHM-Policy-Guide.pdf
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Other-Prov-Specific-Page-Docs/FY24-CHCP-FINAL-Contract-Updated-6-2024.pdf?rev=d2bfd854e1534c118e606930db93be63&hash=B8283B077EC070821640FA2E0D2E4D41#pg=64
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/nccare360
https://thegravityproject.net/
https://www.dhcs.ca.gov/CalAIM/Documents/PHM-Policy-Guide.pdf
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• New York has a statewide health information exchange infrastructure, SHIN-NY, wherein participating 

providers (with patient consent), via qualified entities, share and access secured HRSN data. New York 

will require screening and referral data to be submitted to the SHIN-NY and all participating providers will 

have timely access to screening and referral information. 

9. Develop Financial Incentives or Payment 
States can consider financial incentives to encourage the uptake of screening. States can use a variety of 

strategies including: (a) requiring MCOs to reimburse for Z codes; (b) establishing screening-related key 

performance indicator(s); or (c) incorporating screening into value-based payment models. 

One study of four community health centers found that the upfront cost of implementing screening and 

response (inclusive of planning, training, and IT costs, such as EHR integration) ranged between $6,644 and 

$49,087, and the ongoing costs ranged from $9.76 to $47.90 on a per-patient basis. Another model of 

screening in primary care estimated that the cost was $5 per member per month. 

STATE EXAMPLES 

• Massachusetts recently developed a screening measure aligned with CMS’ Merit-Based Incentive 

Payment System Program Screening for Social Drivers of Health Measure. The CMS measure assesses the 

percentage of enrollees screened for HRSN during a performance period. Beyond the CMS measure, 

Massachusetts will also require MCOs to report the percentage of those who screened positive for food, 

housing, utilities, and transportation. The state will incentivize hospitals, ACOs, MCOs, and community 

behavioral health centers to improve their screening rates. 

• Oregon developed a sophisticated social needs screening measure that includes two components for 

its CCOs. The first component is a series of pass-fail elements around screening practices. The second 

component includes the percentage of members screened, members with a positive screen, and 

members with an identified need who received a referral. 

10. Address Special Considerations 
States can consider special requirements for specific subpopulations including, for example, adolescents and 

people experiencing interpersonal violence. 

Requirements around training, partnerships with domestic violence resources, development of evidence-

based policies and procedures, documentation, and quality assurance are important for ensuring effective 

interpersonal violence screening. States can provide guidance to reduce the risk of harm resulting from 

screening by providing: (a) clarity on what support can be provided without parental consent; (b) clarity 

around what necessitates mandatory reporting; and (c) strategies for supporting youth who live 

independently but are legally emancipated. 

https://www.health.ny.gov/health_care/medicaid/redesign/sdh/scn/docs/2024-01-24_scn_rfa_applicant_webinar.pdf
https://sirenetwork.ucsf.edu/tools-resources/resources/direct-clinic-level-cost-implementation-and-use-protocol-assess-and
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2805020
https://jamanetwork.com/journals/jamainternalmedicine/article-abstract/2805020
https://www.mass.gov/doc/mqeip-performance-year-2-technical-specifications-0/download
https://www.mass.gov/doc/mqeip-performance-year-2-technical-specifications-0/download
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2023_Measure_487_MIPSCQM.pdf
https://qpp.cms.gov/docs/QPP_quality_measure_specifications/CQM-Measures/2023_Measure_487_MIPSCQM.pdf
https://www.oregon.gov/oha/HPA/ANALYTICS/CCOMetrics/2025-specs-%28SDOH%29-2024.05.10.pdf
https://www.liebertpub.com/doi/abs/10.1089/jwh.2014.4870?journalCode=jwh
https://ipvhealthpartners.org/prepare/
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Commonly Cited Concerns 
As states prepare to create new or revise existing screening policies, they may hear a variety of concerns. 

Following are commonly cited concerns and relevant evidence to address them:  

• MCOs and providers do not see this as part of their role. HRSN screening is increasingly accepted as 

part of the standard of practice for both MCOs and providers. The Association for Community Affiliated 

Plans 2023 Social Determinants of Health  Benchmark Assessment found that all responding plans 

screen some of their members for social needs. Key findings from SIREN’s report on screening in health 

care settings noted that providers generally believed screening for social needs was within their role and 

appropriate within health care settings. The American Academy of Pediatrics, American Academy of 

Family Physicians, American Diabetes Association, and American College of Obstetricians and 

Gynecologists have all released guidance or tools to support providers in  social needs screening.  

• Patients’ reaction to screening will be negative. In a survey of 969 adult patients and caregivers of 

pediatric patients, 79 percent rated screening as very or somewhat appropriate, and seven percent rated 

it as very or somewhat inappropriate (the remainder were neutral). This study assessed comfort with 

including screening data in the EHR and 64 percent were either very or somewhat comfortable with the 

inclusion of the data in the EHR. In a qualitative analysis of 50 patients, one patient stated “I don’t mind, 

because if I feel like somebody is concerned — really concerned — about me, I will answer the question.” 

• Screenings will be duplicative with enrollees screened multiple times. Available data indicates that 

duplication may be relatively uncommon. The Western Colorado Accountable Health Communities 

Model screened 48,862 people in four years at over 70 clinical sites. Many of the participating behavioral 

health clinics, primary care clinics, and hospitals were screening every patient at every visit; but, despite 

widespread screening, 65 percent were only screened once over four years.* Additionally, previous data 

from Massachusetts, where ACOs are required to screen enrollees for social needs, indicate that 

screening rates are low, ranging from seven to 58 percent (% is representative of the quality measure, 

which is a more comprehensive requirement as compared to the contractually required screening).  

• Providers already know their patients’ social needs through standard care. In a study that included 

collecting diary entries from 17 clinicians after each screening and visit, clinicians reported that in 52 

percent of encounters, the screening helped them know their patients better. 

• Patients only want to be screened if there is a solution for the identified need. Research has shown 

that patients recognize that HRSN screening can improve a clinical care plan by helping a provider 

accurately diagnose a condition and by allowing providers to create achievable care plans, even if no 

resolution for the social need is available. A mixed methods study including qualitative interviews with 50 

patients and caregivers found that patients recognized the connection between social risks and physical 

and mental health, and some even acknowledged that knowing social risks may enable clinicians to 

accurately diagnose and treat their medical condition. For example, one patient said screening is 

important “so that my doctor knows why I have headaches, due to stress because I have no place to live.” 

In addition, interviewees recognized that health care teams could not resolve all identified social issues. 

 
*Unpublished data presented by the UnitedHealth Group during a Western Colorado Accountable Health Communities Model at the 

October 10, 2022, Community Resource Network Conference. 

https://sdohinnovation.org/wp-content/uploads/sites/2/2024/04/2023-ACAP-SDOH-Benchmark-Assessment-Summary.pdf
https://sdohinnovation.org/wp-content/uploads/sites/2/2024/04/2023-ACAP-SDOH-Benchmark-Assessment-Summary.pdf
https://sirenetwork.ucsf.edu/sites/default/files/2022-06/final%20SCREEN%20State-of-Science-Report%5B55%5D.pdf#page=28
https://publications.aap.org/pediatrics/article/136/5/e1431/33896/Promoting-Food-Security-for-All-Children?autologincheck=redirected
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-guide-sdoh.pdf
https://www.aafp.org/dam/AAFP/documents/patient_care/everyone_project/hops19-physician-guide-sdoh.pdf
https://diabetesjournals.org/care/article/44/Supplement_1/S7/30540/1-Improving-Care-and-Promoting-Health-in
https://journals.lww.com/greenjournal/fulltext/2018/01000/acog_committee_opinion_no__729__importance_of.42.aspx
https://journals.lww.com/greenjournal/fulltext/2018/01000/acog_committee_opinion_no__729__importance_of.42.aspx
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About the Center for Health Care Strategies 
The Center for Health Care Strategies (CHCS) is a policy design and implementation partner devoted to 

improving outcomes for people enrolled in Medicaid. CHCS supports partners across sectors and disciplines 

to make more effective, efficient, and equitable care possible for millions of people across the nation. For 

more information, visit www.chcs.org. 

About HealthBegins 
HealthBegins is a mission-driven consulting and training firm that is 

creating solutions to address upstream social factors that impact 

health. HealthBegins believes that health care is better when it 

routinely addresses social and environmental conditions that make 

people sick, especially for our most vulnerable patients and 

communities. To learn more, visit healthbegins.org.  

About Social Interventions Research and Evaluation Network 
Social Interventions Research and Evaluation Network (SIREN) is a 

research acceleration and dissemination initiative at the University of 

California, San Francisco. SIREN’s mission is to improve health and health 

equity by advancing high quality research on health care sector strategies 

to improve social conditions. Learn more at sirenetwork.ucsf.edu.  
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