REPORT 2 OF THE COUNCIL ON SCIENCE AND PUBLIC HEALTH (A-25)
Addressing Social Determinants of Health Through Closed Loop Referral Systems
(Reference Committee D)

EXECUTIVE SUMMARY

BACKGROUND. American Medical Association (AMA) Policy D-165.932 “Addressing Social
Determinants of Health Through Closed Loop Referral Systems,” as adopted by the House of
Delegates (HOD), asked that our AMA study the effectiveness and best practices of closed loop
referral systems in addressing social determinants of health.

METHODS. English language articles were selected and reviewed from searches of PubMed and
Google Scholar using the search terms “closed loop referral system”, “United States Core Data for
Interoperability,” “closed loop referral system AND social determinants of health (SDOH)” and
“United States Core Data for Interoperability AND SDOH”. Additional articles were identified by
manual review of the reference lists of pertinent publications. Web sites managed by government
agencies; applicable organizations were also reviewed for relevant information.

DISCUSSION. There is compelling evidence that links social risks—such as food, housing,
transportation, or economic insecurity—to health care outcomes, which encourages health care
practices to consider how to improve patients’ social conditions. As a result, health care practices
report screening patients for at least one health-related social need (HRSN). For many health care
practices, the next step is providing patients with a referral to community-based organizations
(CBOs) to address social needs. A closed loop referral platform can allow for efficient
communication and coordination between health care professionals and CBOs. It helps ensure
patient data and information are communicated to the right individuals at the right time, allowing
for review, action, acknowledgment, and documentation. The platform facilitates referrals from
health care professionals to CBOs and enables them to report back on whether the patient's HRSNs
were addressed.

CONCLUSION. Studies have shown that barriers to implementing closed loop referral systems
include technology (electronic referral, response and feedback), processes (effectiveness,
efficiency), organizational (management, policy and planning, rules and regulations), and patient-
centered individual characteristics (social capital, transportation, awareness, attitude, satisfaction,
and social influence). The recommendations of the report are based on best practices to implement
closed loop referral systems such as: (1) establishment of collaborative governance for shared
decision-making processes, fostering trust, alignment, and transparency among organizations; (2)
development of technology linkages between existing platforms to facilitate seamless referrals
between organizations and ensure visibility of referral outcomes; (3) integration of regional
resource directories into technology infrastructure to ensure resource accessibility/quality; and (4)
evaluation of the system’s impact on health equity, efficiency, and cost reduction.
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INTRODUCTION

American Medical Association (AMA) Policy D-165.932 “Addressing Social Determinants of
Health Through Closed Loop Referral Systems,” as adopted by the House of Delegates (HOD),
asked that our AMA study the effectiveness and best practices of closed loop referral systems in
addressing social determinants of health.

BACKGROUND
Understanding Social Determinants of Health and Health-Related Social Needs

The way communities and individuals experience health and health care is not just based on access
to medical services. It is also impacted by other factors that may support or create barriers to health
and well-being. At a community level, these factors are referred to as social determinants of health
(SDOH) and may also be referred to as “social drivers of health” (See APPENDIX 1 - Key
Terms).! Examples of SDOH include economic stability, access to quality education and health
care, the neighborhood, and built environment.! The specific factors that impact individuals
directly are called health related social needs (HRSN).2 Examples of HRSN include lack of stable
or affordable housing and utilities, financial strain, lack of access to healthy food, personal safety,
and lack of access to transportation.! While SDOH and HRSNs often coincide and overlap, the
relationship between them can be complex. For example, a household with income below the
federal poverty line (which could constitute an individual-level HRSN) that is living in an area with
poor economic conditions (a community-level SDOH) is more likely to be exposed to housing that
exacerbates health problems like asthma.! That household may be unable to afford living in areas
with safer housing and may therefore benefit from various forms of housing assistance.! In this
example, both the HRSN of having low income and the SDOH of living in an area with poor
housing quality need to be addressed to holistically improve the household’s situation and health
outcomes.! Addressing SDOH and HRSNs requires implementing sets of policies and interventions
involving community partners. Addressing both SDOH and HRSN is an important component of
efforts to overcome disparities and achieve health equity for individuals and communities.?

A Closer Look at SDOH and HRSN in the U.S.

© 2025 American Medical Association. All rights reserved.

Action of the AMA House of Delegates 2025 Annual Meeting: CSAPH Report 2
Recommendations Adopted, and Remainder of Report Filed.
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Systematic and structural inequities such as limited employment and educational opportunities,
lack of affordable and safe housing, low availability of nutritious foods, high rates of exposure to
environmental health hazards, and inadequate access to health care services, can jeopardize health
and well-being.® Disparities resulting from these structural inequities often disproportionately
impact historically underserved individuals such as Blacks, Latinx, members of Tribal Nations,
Asian Americans and Pacific Islanders and other persons of color; members of religious minorities;
lesbian, gay, bisexual, transgender, and queer (LGBTQ+) persons; persons with disabilities;
persons who live in rural areas; persons who live in communities with environmental justice
concerns; older persons; women and girls; and persons otherwise experiencing persistent poverty.’
These disparities exist for many health outcomes, including infant and maternal mortality, heart
disease, diabetes, hypertension, chronic illness, disability, cancer, mental illness, substance use, and
overall life expectancy.*® For instance, the life expectancy for Black Americans is four years
shorter than White Americans.® People of color have higher rates of diabetes, hypertension,
obesity, asthma, and premature death compared to non-Hispanic Whites, due in part to social and
economic factors.%’ People living in rural areas are more likely than their urban counterparts to die
from heart disease, cancer, unintentional injury, chronic lower respiratory disease, and stroke.®®
Many of these disparities stem from differences in social and economic circumstances between
these demographics.

An important contributor to health disparities is the inequitable distribution of social resources in
localities across the country.®® For example, a history of racialized practices and policies—housing
discrimination, unequal educational opportunities, disproportionate incarceration rates, inequitable
employment practices—has created inequities for many communities.” Inadequate access to social
and health care services in many areas of the country has led to widening gaps in outcomes. '’
Notably, the cumulative impacts of environmental and climate factors have significant influence on
health outcomes. Inequitable access to clean water, clean air, and natural green spaces with tree
cover led to disproportionate environmental burdens for many communities.!! These environmental
injustices create new and exacerbate longstanding disparities in health outcomes. People who live
in communities with environmental concerns may suffer from poorer health and have shorter life
expectancies than those in other communities.®!! It is estimated that, on average, clinical care
impacts only 20 percent of county-level variation in health outcomes, while SDOH affects as much
as 50 percent of health outcomes.*®

METHODS

English language articles will be selected from searches of PubMed and Google Scholar using the
search terms “closed loop referral system”, “United States Core Data for Interoperability
(USCDI),” “closed loop referral system AND social determinants of health (SDOH)” and “United
States Core Data for Interoperability AND SDOH”. Additional articles will be identified by manual
review of the reference lists of pertinent publications. Web sites managed by government agencies;
applicable organizations will also be reviewed for relevant information.

DISCUSSION
What Is a Closed Loop Referral System?

Closed loop referral systems provide a means for health care professionals to send patient
information to a CBO to help address a patient’s needs that are typically better served outside of
clinical workflows.!> A CBO can provide an array of support programs within the community,
including services that address a patient's social needs or address underlying causes of poor health
outcomes with the goal of positively impacting the patient’s overall health outcome(s).'> The CBO
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can then provide feedback on the outcome of that referral to the referring individual/entity.'?
Closed loop referrals depend on an often-overlooked capability for the referral process to originate
in a health care setting and progress to a CBO, and then for the CBO to further refer the patient to
another CBO which may be better positioned to help that patient, with the whole care team then
being able to follow the referral through that process and any other redirects that may occur.!* At
the core, a closed loop referral process represents a significant shift in the way systems,
institutions, clinicians, communities, and families communicate.'?

Lessons Learned from Early Adopters of Closed Loop Referral Systems

There is a growing body of evidence on the success of closed loop referral systems to improve
health.' In a recent study examining 16 years of data from different communities, death due to
cardiovascular disease, diabetes and influenza declined significantly among communities that
expanded multisector networks supporting population health activities.!*!> The first randomized
control trial (RCT) to evaluate health outcomes of a clinic-based pediatric navigation program,
demonstrated a significant decrease in reported HRSN and improved children’s overall health
status, as reported by caregivers.!*!® An Eastern Massachusetts project of six pediatric practices
engaged parents to create and use an online, interactive community resources map, results showed
76 percent of participants were physically active at new places, 57 percent shopped at new
locations for groceries; and 71 percent reported they were very satisfied with the information they
received.!*!”

Studies have also looked at the role of the technology in screening and referrals.'*!¢1819 A 2014
RCT comparing patient disclosure rates for unmet needs between electronic and face-to-face
methods found significantly higher disclosure rates when employing electronic formats for
sensitive issues (i.e., household violence, substance use) and marginally higher rates when used for
less sensitive issues (i.e., financial insecurity, neighborhood and school safety), suggesting that
technology has a role to play in solving challenges related to accurately identifying needs.!” A
separate study of youth found the majority willing to participate in a technology-based system for
SDOH screening and that nearly half successfully addressed their priority concern.'®

Care teams and health care organizations (HCOs) involved in implementing HRSN screening and
referral programs have reported multiple challenges.?’ HCO staff reported that they were unfamiliar
with the social services organizations in their communities or that the compiled lists of community
resources were neither complete nor up to date.?*2* Staff also reported having difficulty sending
referrals to non—HCOs.??!* Many electronic health record (EHR) systems have historically
lacked the capacity to document and track the delivery of care coordination services related to
HRSN, as well as the outcomes of social services referrals.?*? Over the past decade a cluster of
technology companies have developed software products to overcome these barriers to medical and
social services coordination.”

The impetus to invest in closed loop referral technology systems was the result of a desire to be
able to address patients’ social needs more efficiently.?*? This included wanting to have
centralized staff lists of community resources, send electronic referrals, and to receive updates on
referral outcomes from community partners to improve their capacity to track patients’ access to
services across settings.”” Some groups were motivated by external programs or value-based
payment reforms that incentivized or required better care coordination with social services.?
Examples included the Accountable Health Communities Model of the Centers for Medicare and
Medicaid Services (CMS) Innovation Center, the CMS State Innovation Models initiative, and
New York’s Delivery System Reform Incentive Payment program.?®-2¢-28
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Implementors of closed loop referral systems described three funding sources used to cover
platform licenses and implementation costs: grants and other short-term pilot funds, operational
funds, and value-based health care transformation dollars.?® Pilot funds typically originated from
either foundations or demonstration projects sponsored by federal or state governments, such as the
federal Accountable Health Communities Model, and State Innovation Model grants.?**%To
facilitate community partners’ use of the closed loop referral systems, HCOs either covered the
cost of community partner organizations’ software licenses or chose platforms that provided the
product free of charge to affiliated CBOs.?

The most common challenge was recruiting CBOs to use the platforms, which was necessary for
HCOs to be notified of referral outcomes.?** HCOs generally attributed recruitment barriers to
community partners’ lack of resources and incentives.?*?* Though community partners were almost
universally provided with access to the closed loop referral system at no direct cost,
implementation required indirect resources—for example, to train staff on using the closed loop
referral system or to develop and maintain effective workflows for monitoring and responding to
incoming referrals.”” CBOs did not always have clear incentives for using the closed loop referral
system, and the resources required for implementation prevented many organizations, especially
very small ones, from adopting closed loop referral system.?*?° As a result, many of the groups had
not been able to track referral outcomes. Introducing a closed loop referral system could prove
burdensome if CBOs were asked by different HCOs to use different platforms for different
clients.?** One solution was to use a common platform, as is the case in North Carolina.?%3°

Among HCOs that reported success in recruiting community partners to use the closed loop referral
system, three engagement strategies were cited. First, engaging CBOs in the platform selection
process helped establish those partners’ buy-in.?*3! For example, one county health department
established a coalition of thirty health care and community-based social services organizations.
The coalition undertook a joint assessment of platform referral functionalities, defined priority
functionalities, and invited vendors to demonstrate their platforms. Once a shared platform was
selected, subgroups within the larger coalition were assigned tasks such as designing the resource
directory, referral system, and coalition wide release of information form.?*3! Six months into
distribution, the organizations started to exchange referrals through the platform, which was faster
than most other organizations were able to implement this function.?%3!

20,31

Second, CBOs were more accepting when HCOs clearly explored and articulated the potential
benefits of the closed loop referral system during recruitment of CBOs.?**? Some HCOs reported
that community partners became especially enthusiastic about the closed loop referral system when
they learned that it could help them refer their clients to other organizations or health care
professionals, in addition to increasing traffic and coordination for incoming referrals from health
care systems.?**? Another powerful motivator for some CBOs was the potential to formally
contract with and be reimbursed by health systems or payers for services rendered to referred
patients, which could be more easily documented in the platform.*?

Third, HCOs that successfully recruited CBOs as partners also described hiring staff to visit the
organizations and stay in close contact to build rapport, support ongoing communication and
coordination about the technology, and manage problems.*? In one instance, a HCO had a network
coordinator who published a biweekly electronic newsletter that was sent to all referral partners to
answer common questions and provide updates about what kinds of programs partner organizations
offered and what new organizations had joined the network.2%32

Within HCOs, groups described the need to convey the rationale, vision, and goals for better
integrating social care and medical care to internal health care end users; to develop
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workflows that matched the needs and demands of those users; and to monitor and manage staff
expectations.?*3! One health system hosted an internal planning session with designated end users
and then developed a project workflow and selected a set of social risk screening questions for
medical assistants to use.?’3! Once staff started using the platform and were able to see positive
effects on patients’ lives, they became more enthusiastic about the technology.?**! It was also
important to name staff champions, who tended to have experience with social interventions, to
improve the internal process.?**"3 Staff champions could generate momentum when they endorsed
the rationale for closed loop referral system adoption: having these champions helped convince
other staff to stay involved as the organization worked to fold social risk screening and referral into
workflows.?0-31:32

A third set of challenges was clustered around the legal and privacy barriers to sharing data with
external, non—HCOs.?° This included the lack of clarity about what patient information could be
shared, with whom, and how.?° Overcoming these privacy concerns took longer when data were
shared with multiple sectors, because each sector had different requirements for handling
confidential data.?**1=3? For example, substance use treatment programs cannot disclose any patient
identities without consent.?**!>* One HCO used its platform only internally because the
organization’s legal department did not authorize sharing any data with external partners.’> Patient
consent protocols also took time to establish. In some cases, organizations have found ways to
record consent over the phone or online to streamline the process.?***** Despite these important
challenges, most groups reported overall satisfaction with the platform they had chosen, although
implementation was slower than anticipated.?%3>%3

Even if implementation challenges were overcome, HCOs and their community partners face the
challenge of financially sustaining their platforms.?’ Promising models have emerged in places
such as New York, where the Delivery System Reform Incentive Payment program financially
incentivizes HCOs to establish partnerships with CBOs.?***? In California and Oregon,
organizations that served Medicaid patients used health insurance benefits, bundled payment, and
shared savings programs to support social services and build infrastructure to bridge the gap
between medical and social care.?*** Continued expansion of state Medicaid social risk
interventions could be a major driver of increased adoption of these technologies.?**> Health
information exchanges, funded through a combination of public and private investment, are coming
online and hold promise as infrastructure for closed loop referral systems.'**¢ In California,
Oregon, New York, Washington, North Carolina and elsewhere, states are building upon previous
Medicaid waivers and layering federal opportunities to establish more ambitious partnerships and
programs addressing SDOH.*** However, Medicaid waivers are a time-limited sources of
innovation to test and pilot approaches for adoption by states, therefore sustainability of these
efforts is uncertain,?6-3439:41:42

IMPLEMENTATION CONSIDERATIONS FOR CLOSED LOOP REFERRAL SYSTEMS
Localized Needs and Resource Availability

Historically, the U.S. has relied on CBOs to address social needs. With deep roots in the
community and constrained geographical focus, CBOs are well-positioned to provide hyperlocal
services that are uniquely tailored to a community’s needs, yet this also means that addressing
HRSN effectively requires an intimate understanding of local community resources and
needs.!*?%32 Each community is unique, with specific social challenges and available support
services, which makes standardization difficult. For example, urban areas might have numerous
CBOs, whereas resources in rural areas may be limited.!**? Service availability can also fluctuate
based on state-level funding and policies, particularly under Medicaid.?*2%3°#! CBOs may overlap
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in the types of services they provide or differ in which clients they serve or how they accept clients,
and their capacity for new clients may also vary greatly.'** The variability in local resources and
needs means that a one-size-fits-all approach is impractical. Effective closed loop referrals must be
tailored to the specific context of each community, which requires robust, localized directories and
a deep understanding of community assets.'*

Technological Disparities Among Organizations

The landscape of CBOs addressing HRSN is highly varied, with significant differences in
technological capabilities. While some CBOs operate advanced technology platforms capable of
seamless data exchange, others rely on paper-based systems.?**? The variation in CBO funding
means that some organizations can easily support 24/7 connectivity while others may not even be
able to answer the phone consistently.?**? This disparity poses a fundamental challenge: the
assumption that all organizations can conform to a unified standard is unrealistic. Effective patient
referrals must navigate these technological gaps, which can vary dramatically across different local
contexts.?**? For instance, a food pantry might operate on a basic, manual system, making
integration with EHRs difficult.?®** Conversely, a large CBO might have the infrastructure to
handle sophisticated digital referrals but is unable to communicate with less technologically
advanced partners.?’*? This fragmentation requires flexible expectations that can adapt to various
levels of technological readiness.

Complexity and Variety of Referrals

Closed loop referrals to address HRSN are inherently complex and diverse.?3? Unlike medical
referrals, which typically involve a single instance of care, HRSN referrals can range from short-
term assistance, such as food vouchers, to long-term programs, such as job training.?*** The nature
of these referrals varies significantly based on the needs of the individual. For example, a referral
for emergency housing might involve multiple touchpoints and require ongoing support, whereas a
referral for a one-time utility payment may be resolved quickly.?*** The ability to track and manage
varied referrals necessitates a sophisticated data language that can represent different types of
needs, interventions, durations, and outcomes.

Challenges of Feedback Mechanisms

Closed loop referrals rely on feedback mechanisms that inform referring clinicians about the status
of the referral.'>* However, this feedback is not always necessary or feasible. Clinicians often
express that receiving status updates on every referral can be overwhelming and
counterproductive.** An emergency medicine clinician who refers the patient to a CBO is unlikely
to have a long-term relationship with that patient that would benefit from regular updates, but if
that emergency room is part of an accountable care organization, pooling data about referrals and
outcomes is highly important.** Multiple approaches might be needed to accommodate varied use
cases. For example, some use cases might benefit from a system where a clinician can check in on
the fulfillment of the referral without being inundated with unnecessary information.* This balance
requires thoughtful design of feedback systems to ensure they are informative without being
burdensome.

Readiness for Standardization
Communicating the identified need, requested resources, and the status of the request requires

shared standards. While USCDI v4 introduces many of the communications standards for SDOH,
its implementation will take considerable time as EHRs are currently moving toward the required
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adoption of USCDI v3 (January 2026).**> While essential, the push towards standardization —
exemplified by the USCDI v4 — is insufficient on its own. While EHRs are making strides towards
adopting these standards, many health systems are not yet ready to fully integrate the social care
components required for addressing HRSN.* The health care delivery system is still evolving in its
ability to formally represent and manage social needs.** A hybrid approach employing both
traditional and innovative methods is necessary to bridge the gap between current capabilities and
future requirements.'** This includes supporting standards for closed loop referrals and
accommodating the existing variability in readiness and infrastructure among CBOs.!4#

Grant and Funding Opportunities

Medicaid funding, including utilization of Medicaid 1115 waivers that offer opportunities for
SDOH reimbursement, varies significantly across states.’>** This leads to a lack of uniformity in
funding and support for HRSN initiatives, creates challenges for standardization, and complicates
efforts to develop a consistent approach to closed loop referrals.!*3% Incentivizing the development
of closed loop referral systems through grants and funding is crucial. Similar to the Certified
Community Behavioral Health Clinic (CCBHC) grants in the behavioral health sector, specific
grants for developing HRSN referral capabilities could accelerate progress.*® These funds would
enable CBOs to invest in the necessary technology, infrastructure, and people skills to participate
in closed loop referral systems.'*46

History of Collaboration and Backbone Organization Support

It can take several years of systematic effort to develop trust, shared vision, leadership structure,
measures of success and cross-sector knowledge for successful collaboration.'*324 Lack of funding
support for a backbone organization to plan, convene, facilitate shared goals and track success is
cited as a barrier to the more rapid development of closed loop referral systems.'** A further
complication is that the funding gap for community-wide collaborations can result in individual
health care entities developing or purchasing point to point technology systems between one health
plan or health system and CBOs.'** Without a community approach, CBOs are concerned about
the potential need to connect to multiple technology systems, complicating their ability to
partner.'** Finally, there are many competing priorities in the health care arena and investing
effort in community collaborations is a more recent trend that may compete with other initiatives.*

Privacy, Security and Data Governance

Consent, access to information, data use agreements and data governance are all challenging
hurdles to coordinated systems of care and closed loop technology implementation.*” Capturing
signed consent as far upstream as possible facilitates the greatest benefit for closed loop referral
systems to exchange all relevant information; however, this requires dedicated attention and
resources to implement and maintain.*’** Security is a separate and important consideration for
closed loop systems to ensure information is protected from any breach.*”*’ Behavioral health
information significantly increases the difficulty of sharing information given its specific privacy
rules, and when children are the clients, issues of consent are even more challenging.*”* Legal
questions, systems to obtain consent and other privacy considerations often prove a long and costly
barrier and can delay development and implementation.*’** Templates for data security and
governance could reduce the time and cost to implement health information exchange (HIE).*#

RELATED FEDERAL INITIATIVES
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While the following federal initiatives were current as of the time this report was drafted, their
continuation under the current Administration is uncertain.

U.S Playbook to Address SDOH

On November 16, 2023, the White House released the “U.S. Playbook to Address Social
Determinants of Health,” which outlines an initial set of actions that federal agencies are
undertaking to support health by improving the social circumstances of individual and
communities.”® These actions were developed to serve as guideposts for other agencies and
organizations to engage in efforts to address SDOH and HRSN. This playbook focuses on the
following three pillars:
1. Expand Data Gathering and Sharing: Advance data collection and interoperability among
health care, public health, social care services, and other data systems to better address
SDOH with federal, state, local, tribal, and territorial support.>
2. Support Flexible Funding to Address Social Needs: Identify how flexible use of funds
could align investments across sectors to finance community infrastructure, offer grants to
empower communities to address HRSN, and encourage coordinated use of resources to
improve health outcomes.>
3. Support Backbone Organizations: Support the development of community backbone
organizations and other infrastructure to link health care systems to CBOs. Backbone
organizations manage community-based partnerships formed across sectors such as health
care, housing, social services care, nutrition assistance, employment training, and
economic development to care for populations holistically.>

Centers for Medicare & Medicaid Services (CMS)

Though Medicaid rules limit spending on non-medical services, nearly all states have implemented
at least some policies or initiatives to address HRSN through their Medicaid programs for various
populations.’” In January 2021, CMS issued a State Health Official letter identifying opportunities
for states to better address SDOH under Medicaid and CHIP and to support states with improving
outcomes and lowering costs by addressing SDOH.?! Using a variety of mechanisms, including
using section 1905(a) State Plan Authority, Home and Community Based Services (HCBS), section
1115 demonstrations, section 1945 Health, and managed care contract requirements, among others,
states are addressing HRSN, including housing-related services and supports, non-medical
transportation, home delivered meals, educational services, employment, community integration
and social support, and case management (See APPENDIX 2).!

Center for Medicare and Medicaid Innovation (CMMI) established the Accountable Health
Communities (AHC) Model in 28 locations to promote clinical-community collaboration to address
HRSN of Medicare and Medicaid beneficiaries through screening, referral, and community
navigation services.?® The model, which focuses on five core HRSN of housing instability, food
insecurity, transportation problems, utility difficulties, and interpersonal violence, found that 15
percent of the nearly 483,000 beneficiaries screened were eligible for navigation services, and more
than half of these navigation-eligible beneficiaries reported more than one core HRSN.>2 CMMI is
working to incorporate learnings from the AHC model into future models. As part of their Strategy
Refresh, CMMI will require all new models to collect and report on data on HRSN and SDOH, as
appropriate.’? In addition, CMS will consider models that aim to address upstream, community-
level SDOH.>
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CMS has also worked to address HRSN and SDOH in the Medicare program. As of 2019, CMS
expanded the definition of supplemental benefits in Medicare Advantage (MA) plans to better
address SDOH.** As of 2019, MA plans can offer a broader array of benefits that are primarily
health-related, such as transportation, meal delivery, and adult day care, and as of 2020, plans can
offer non-primarily health-related benefits to the chronically ill, such as pest control.>® In addition,
Medicare ACOs provide high-quality care to Medicare beneficiaries to ensure that patients get the
right care at the right time through care coordination.’ In FY22, CMS also included a request for
information in the final Hospital Inpatient Prospective Payment System (IPPS) and Long-Term
Care Hospital (LTCH) rule that sought ideas to make reporting of health disparities based on social
risk factors and race and ethnicity more comprehensive and actionable.>® Inclusion of such
measures in future payment rules would also build on the work of the CMMI AHC model.>*

Administration for Community Living (ACL)

ACL funds a nationwide network of aging and disability organizations that provide access to a
variety of local community-based services that address social needs.> Through this network, ACL
provides 150 million home-delivered meals to over 883,000 individuals and 73.6 million
congregate meals to more than 1.5 million seniors, funded through the OAA Nutrition Program.*
In addition to meals, the program provides nutrition screening, assessment, education, and
counseling, and provides connections to other in-home and community supports.”> ACL also
provides transportation services through their network, providing more than 20.4 million rides to
doctor’s offices, grocery stores, pharmacies, senior centers, meal sites, and other critical daily
activities.>

In addition, ACL’s Social Care Referrals Challenge is working to support health care systems and
CBOs through health IT solutions.*” The challenge seeks to cultivate care coordination, including
the sharing of standardized data on SDOH, by developing or optimizing interoperable, scalable
technology solutions that foster connections between community-based organizations and health
care systems.>’ ACL is also supporting the infrastructure of 12 Network Lead Entities, or
community hubs, that coordinate the activities of a broader network to efficiently contract health
plans and providers to address social needs.*® Increasingly, CBOs are organizing to form networks,
allowing them to deliver a broad scope of services, expand populations served and geographic
coverage, build stronger administrative functions, and offer a single point of contracting for
payers.’® As part of their support for their disability network, ACL also offers several grants to
enhance the cultural and linguistic competency of the disability network to ensure that all people
with disabilities can access ACL-funded programs and services.*

The Office of the National Coordinator for Health Information Technology (ONC)

ONC seeks to improve the health and well-being of individuals and communities using technology
and health information, including SDOH information, that is accessible when and where it matters
most.” Advancing the use and interoperability of SDOH data is important to improve the health
and well-being of all individuals and communities.”® ONC is focused on ensuring that both patients
and providers understand what capabilities are possible and required by the 21st Century Cures.”
Standardization of the way in which the data is obtained and exchanged will help providers more
easily address non-clinical factors, such as food, housing, and transportation insecurities, which can
have a profound impact on a person’s overall health.®® For example, as of March 2022, almost all
hospitals and roughly 75 percent of physicians use EHRs certified through the ONC Health IT
Certification Program, helping to enable widespread capabilities for the capture, reporting,
exchange, and use of granular race and ethnicity data.®® This functionality will extend to the
widespread use of interoperable SDOH data that can be electronically captured, used, and
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exchanged.®® ONC works collaboratively with federal partners and the community to advance the
electronic exchange and use of SDOH data to help improve individual and population health by
guiding the development, dissemination, and adoption of health IT standards; informing the
development of policies to overcome SDOH data interoperability challenges and data use;
supporting states and local governments as they build the infrastructures for SDOH data; and
driving innovation in care delivery by using health IT tools and standards to integrate SDOH data
into workflows.%

STATE INITIATIVES IN IMPLEMENTING CLOSED LOOP REFERRAL SYSTEMS

North Carolina. NCCARE 360 is a statewide backbone organization that electronically connects
North Carolinians who have unmet social needs to community resources.®! It allows for feedback
and follow-up through a shared technology network provided by Unite Us so that those secking
help are served.®! The program includes a team of dedicated navigators to support referrals, as well
as a community engagement team that works with community-based organizations, social service
agencies, health systems, independent providers, and community members to create a statewide,
coordinated care network.®! NCCARE360 is available in all 100 counties across North Carolina
and has multiple functionalities including:

e A team of dedicated Navigators with the expertise to support complex NCCARE360
referrals. Navigators support CBOs that are not able to stay with the client through the
referral process, as well as self-referrals submitted by individuals through our website.!

e A robust statewide resource directory supported by a dedicated resource team at NC 211
who regularly verifies and updates programs and services in the NCCARE360 platform.®!

e A shared technology platform powered by Unite Us that enables providers to assess for and
identify unmet social needs, send and receive secure electronic referrals, and track
outcomes. 5!

e Onboarding, training, and technical support provided by Unite Us. The NCCARE360
technology is robust and transformative so all network partners are trained and empowered
to use it to better serve their patients and clients.®!

New York. In 2024, the New York State Department of Health selected organizations to lead the
Social Care Network (SCN) in their region.®* SCN leads are accountable for maintaining a
comprehensive network of CBOs that will be responsible for delivering and tracking services
addressing HRSN to eligible Medicaid members.%? Selections included five Unite Us partner
organizations that serve nine regions, including Care Compass Collaborative, Health and Welfare
Council of Long Island, Healthy Alliance Foundation Inc., Hudson Valley Care Coalition Inc., and
Public Health Solutions.** Unite Us will serve as the infrastructure for collaboration in each
region’s network of CBOs, health care professionals, and managed care organizations, which
together represent 72 percent of Medicaid members across the state.®

Washington. The Seattle Indian Health Board connects thousands of Seattle-area residents to health
and social services across the region.® Funding from several foundations as well as from
government is braided and blended to support the Board’s programs.®® One such program is the
Gender-Based Violence programming that provides confidential services to individuals fleeing
from or who are survivors of gender-based violence.®

New Jersey. In 2020, New Jersey established the Regional Health Hubs program to coordinate
provision of person-centered health care.®* This innovative model establishes a regional network of
non-profit organizations that partner with Medicaid and State agencies to reduce health disparities
and improve health outcomes by combining robust connections to social services and community
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resources at both the patient and organizational levels.* The state began with establishing four
Regional Health Hubs and plans to expand.*

California. The California Advancing and Innovating Medi-Cal (CalAIM) Initiative to Support
Children and Families Initiative is a series of initiatives and reforms, in which California’s
Department of Healthcare Services (DHCS) is advancing and innovating Medi-Cal to create a more
coordinated, person-centered, and equitable health system that works for all Californians.®> The
CalAIM Initiative is set to introduce a transformative requirement in 2025 around a “Closed Loop
Referral” policy.®® This new referral policy is important to improve care for children under Medi-
Cal for Kids & Teens, reduce disparities in children’s and maternity care and improve depression
screening and mental health follow-up rates.®>*” Furthermore, this new policy shows promise as a
critical tool in overcoming health access challenges that children and youth in foster care
disproportionately face.®>*” There are already several opportunities underway to build out the
infrastructure that will be needed to support closed loop referrals.®> For example, specifically for
the rollout of the CalAIM Enhanced Care Management (ECM) and Community Supports benefits,
Medi-Cal Managed Care Plans (MCPs) can use Incentive Payment Program (IPP) payments to
build out networks of providers, including community health workers, who can support opening
and closing referral loops.®>8

For primary care providers (PCPs), the recently announced Equity and Practice Transformation
(EPT) Payments present opportunities “to advance health equity and reduce COVID-19-driven care
disparities by investing in up-stream care models and partnerships to address health and wellness
and funding practice transformation.®” PCPs can use the EPT payments to build the infrastructure
and staffing in their practice for closed loop referrals.%’ Further, MCPs and other interested parties
can operationalize closed loop referral policies through memorandums of understanding (MOU)
requirements.’® Specifically, starting in January 2024, MCPs are required to enter MOUs with
Third Parties (i.e., various programs and agencies) to facilitate care coordination and information
exchange, including WIC agencies, county child welfare departments, and regional centers.”

BEST PRACTICES FOR IMPLEMENTATING CLOSED LOOP REFERRAL SYSTEMS
Require Clear Definitions and Standards

The term “closed loop referral” is not consistently understood or used in the same way across
sectors, to the extent it is used at all.”*7?> Definitions and standards will be important for closed loop
referral policies so that it is clear to all parties involved the role/responsibility of each
entity/person, the information and actions that constitute a referral, and the key steps, sequences,
and methodologies, that constitute the closing of a referral loop.”"” It is also important to identify
which types of referrals are the highest priority for tracking and monitoring. These definitional
standards need to be consistent statewide and will need to be incorporated into electronic
interfaces, workflows, and staffing models across provider types.”"”’”> HCOs and CBOs involved in
referral loops will need clear directions for how to make referrals and a basic understanding of who
is eligible for services that could be available to them.”"”> Further, these definitions should
consistently be codified in formal contracts and agreements, like MOUs, when developing
standards and timelines, including processes for expediting closed loop referrals for urgent
needs.’!’?

Leverage Data and Integrate Technology

Data sharing is necessary for closed loop referrals, but data sharing is limited and varied.
Experience suggests that “the future of resource database design should center on technology and
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solutions that strengthen pathways for coordination and communication between health care,
community resources and community members.”’"”® Yet, there are many concerns and challenges
around data literacy and how referral and service information will be shared in a timely way across
systems and referral management platforms and vendors to close referral loops.” The field uses
many platforms and resource directories for referrals that are not standardized, cohesively linked,
up-to-date, or connected, especially with EHR systems or health plan data systems.?*’"® As a
result, health care professionals navigate multiple referral systems depending on the patient’s needs
and what community support services and community partners are available to the patient.2%7"73
Further, some platforms may not be able to fully capture and/or communicate all stages of a closed
loop referral, much less share patient care plans or be used for ongoing quality improvement.?*"!
Patient/family access to their own referral information varies across systems designed towards
connecting agencies or institutions, but thoughtful communication modalities and technologies like
apps and text-messaging can help close the information gap in some instances.”*”!

The variation in referral systems creates an unreasonable burden on the health care professionals
who are responsible for opening and closing referral loops and may have preferred EHR systems or
other data systems they use for their patient/client/member care.”*’!:” Participants in some studies
reported finding referral solutions, such as communicating with external partners through their
Microsoft Teams communications platform or using the clinic’s EHR system to fax referrals to
community mental health providers.?®’" Interoperable data systems and workflows will require
training of health care professionals and staff and providers in community-based organizations on
how to use them and ensure appropriate user permissions, and ideally these systems could track all
stages of the closed loop referral in as real- time as possible.?>’! There are also significant concerns
about sharing personal identifiable and protected health information with other providers or
agencies.”’! It should be noted there are initiatives to improve data interoperability such as
through Regional Health Information Organizations (RHIO). The goal of RHIO is to oversee the
means of information exchange within a geographical area among various provider settings, payers
and government agencies.’” This initiative may be a potential pathway to consider in addressing
data interoperability in a closed loop referral system.”

Rely On Trusted Partnerships and Referral Pathways

While technology and electronic data-sharing is important for referrals, it does not replace
interpersonal work, relationships, and interorganizational networks that are foundational to
referrals.” Closed loop referrals are most effective in promoting equitable health outcomes when
individuals are engaged in a timely manner (i.e., no scheduling delays or geographic barriers

to care) and in a meaningful way (i.e., the individual’s preferred language, information provided is
easy to understand, etc.).”> Common barriers to closing the referral loop include the lack of
collective and consistent use of referral platforms by the entities involved in referrals, as well as
challenges finding available and qualified providers and resources (i.e., housing, food, culturally
congruent providers, etc.) to refer individuals to.”

Health system partnerships with libraries, places of worship, laundromats, barber shops, fire
departments, dollar stores, shopping malls, and other local sites offer the chance to connect with
families who most need referral and navigation support in places within the community they
already trust enough to meet their other basic needs.”® Health care professionals will need to
authentically engage clinics, local CBOs, county agencies, and other partners to support the
establishment of effective workflows, data exchanges, legal agreements, and communication
channels.”® Work will need to be done to understand and address the needs and constraints of both
the referring clinician and the receiving provider and provide ongoing training, technical
assistance, monitoring, and financial resources or incentives to promote closed loop referrals.”
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Further, it is important to remember that due to the past and ongoing impact of racism in health
care, inclusive of systematic segregation, differential medical treatment based on race and
ethnicity, and limited resources allocated to people and communities of color, there is wide
variability in the availability of and access to local resources in communities.” In addition, many
areas may lack reliable internet and broadband access needed for electronic referrals and data
sharing.” Gaps in service area resources will need to be identified early to make the best use of
available providers and map the places where service expansion will be needed.”

Training and Ongoing Support

It is critical to establish an efficient and compassionate referral network that meets the needs of
individuals.?®’>7" Best practices for this include assessing the need for initial and ongoing training
for health care professionals and providers in CBOs on how to operationalize a closed loop referral
system and coaching to foster a patient-centered approach to making referrals.?’!7’ Operational
training equips health care professionals and providers in CBOs with the skills to effectively
navigate and utilize referrals in a digital landscape. Understanding the operational intricacies of a
digital system, documentation requirements, referral initiation procedures, and tracking
mechanisms is vital for ensuring that the referral process is seamless, efficient, and protective of
sensitive information.”"”>’" This training ensures health care professionals and providers in CBOs
can use the system proficiently, thereby improving the accuracy, timeliness, and success of
referrals they make, ultimately enhancing the quality of care.”"”>7” Successful referrals are patient-
centered, which often require cultural humility, empathetic communication, and a trauma-informed
approach.”” These skills should be integrated into closed loop referral coaching and support for all
health care professionals and providers in CBOs.

To ensure referral-making is trauma-informed, health care professionals and providers in CBOs
should be coached on how to prioritize creating a safe and supportive environment and respect the
patient’s autonomy and choices.”"”>"Health care professionals and providers in CBOs should
understand how to consider the potential triggers and sensitivities related to the referral process,
aiming to minimize retraumatization.”’”>7” A patient-centered approach to referrals also considers
the background and circumstances of the patient. Historically, patients of color and varying gender
and sexual identities have been discriminated against and disrespected in health care settings.’!"”>7
It is critical that health care providers and staff and providers in community-based organizations
understand the disparities that affect these communities and are culturally conscious in how they
communicate during the referral process. Furthermore, the closed loop referral process should
emphasize and acknowledge that health care professionals and providers in CBOs who are
embedded in the community are best situated to make referrals.”!’>77

It is also important to note that studies have identified higher physician engagement in addressing
HRSN were associated with a greater likelihood of burnout.”® Specifically, high engagement in
addressing HRSN was observed among physicians identifying as women or transgender women,
those reporting Black or African American or other race and ethnicity, and those who frequently
used non-English languages in patient communication.”® This could be due to intrinsic factors, with
physicians from certain racial and ethnic groups potentially feeling a stronger commitment to
addressing HRSN.”® Importantly, these findings add an additional layer to diversity, equity, and
inclusion efforts in medicine by critically considering the “minority tax”—the extra responsibilities
that historically marginalized physicians often experience.’®” Recognizing patients’ ongoing,
unmet HRSN without being able to fully address them could potentially lead to a sense of
helplessness, contributing to burnout.’”®% Addressing HRSN necessitates interdisciplinary
teamwork, such as HRSN screening often being led by nonphysician staff (i.e., nurses, social
workers, and community health workers); therefore, training and education can be incorporated to
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help physicians effectively collaborate with interprofessional team members to address HRSN for
patient populations.’8!

Resource and Monitor Referrals

The infrastructure to make closed loop referrals possible will need to be fully resourced and
sustained. This goes beyond the high start-up costs of technological platforms or data integration
but also applies to the ongoing needs to maintain a workforce (hiring, training, etc.) to manage
referrals and ensure there are qualified providers available to receive referrals and deliver referred
services.?*37! This will require intentional and ongoing efforts and formalized relationships (i.e.,
contracts, MOUEs, etc.) between health care professionals and community providers, as well as
ongoing, cross-sector community reinvestment at state, local, and health system levels that are
refined over time to fill in gaps and meet the changing needs of the patient population.?%-32707!
Furthermore, data captured on both successful and unsuccessful implementation of closed loop
referrals should be used to fund and build local infrastructure to meet the needs of patients.2%327!

EXISTING AMA POLICY

AMA policy H-165.822 “Health Plan Initiatives Addressing Social Determinants of Health,”
recognizes that social determinants of health encompass more than health care and encourages new
and continued partnerships among all levels of government, the private sector, philanthropic
organizations, and community- and faith-based organizations to address non-medical, yet critical
health needs and the underlying social determinants of health. This policy also states that the AMA
supports: continued efforts by public and private health plans to address SDOH in health insurance
benefit designs; mechanisms, including the establishment of incentives, to improve the acquisition
of data related to social determinants of health, while minimizing burdens on patients and
physicians; and research to determine how best to integrate and finance non-medical services as
part of health insurance benefit design, and the impact of covering non-medical benefits on health
care and societal costs. Further, it encourages coverage pilots to test the impacts of addressing
certain non-medical, yet critical health needs, for which sufficient data and evidence are not
available, on health outcomes and health care costs.

The AMA has also involved in efforts aimed at improving patients’ health by addressing SDOH.
This includes but is not limited to being a founding member of the Gravity Project, a Robert Wood
Johnson-funded initiative with more than 2,500 participants from organizations and entities
representing health care, social services, payers, technology vendors, and government agencies
working to develop consensus-driven data standards to support the collection, use and exchange of
SDOH data.

CONCLUSION

Responding to compelling evidence that links social risks—such as food, housing, transportation,
or economic insecurity—to health care outcomes, health care practices are considering how to
improve patients’ social conditions.*#” Several forces have spurred the momentum to act on
evidence linking social risks and health care outcomes including the ongoing shift towards value-
based care in the Affordable Care Act and beyond, campaigns advanced by clinician organizations
such as the American Academy of Family Physicians, and influential reports by the National
Academies of Sciences, Engineering, and Medicine and others.*%8%° As a result, health care
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practices report screening patients for at least one HRSN.**4388 Information on patients’ HRSN can
be used by health care professionals to gain a deeper understanding of their patients’ lives, to adjust
patient’s care plan (i.e., changes to medications or follow-up schedule), and to improve social
conditions.*** For many health care practices, the next step is providing patients with a referral to
CBOs to address their social needs.*>* Closed loop referral platforms can be used to address this
next step by allowing for efficient communication and coordination between health care
professionals and CBOs.!'>!3 It ensures that patient data and information are communicated to the
right individuals at the right time, allowing for review, action, acknowledgment, and
documentation.'*!* The platform facilitates referrals from health care professionals to CBOs and
enables reporting back on whether the patient's HRSN were addressed.'*!?

There are many factors impacting the success of a closed loop referral system, including:
technology (electronic referral, response and feedback), processes (effectiveness, efficiency),
organizational (management, policy and planning, rules and regulations), and patient-centered
individual characteristics (social capital, transportation, awareness, attitude, satisfaction, and social
influence).!43%6371:8 However, efforts have been underway to address these barriers to improve the
effectiveness of the closed loop referral systems in improving social and health outcomes.
Successful efforts thus far have incorporated four main best practices: (1) establishment of
collaborative governance for shared decision-making processes, fostering trust, alignment, and
transparency among organizations; (2) development of technology linkages between existing
platforms to facilitate seamless referrals between organizations and ensure visibility of referral
outcomes; (3) integration of regional resource directories into technology infrastructure to ensure
resource accessibility/quality; and (4) evaluation of the system’s impact on health equity,
efficiency, and cost reduction.!>!432657L75 It should be noted that more states are exploring the
integration of closed loop referral systems to address SDOH which will continue to shape the best
practices needed for successful implementation, 34626682

RECOMMENDATIONS

The Council on Science and Public Health recommends that the following be adopted, and the
remainder of the report be filed.

1. Our AMA acknowledges closed loop referral systems are a mechanism to address social
determinants of health (SDOH) through a community-level, system approach that connects
clinicians and the patients they serve to health care services and social support services.

2. Our AMA supports the continued evaluation of closed loop referral systems in addressing
SDOH and health-related social needs to identify best practices and improve health
outcomes.

3. Our AMA supports continued research to streamline the workflow processes and ensure
two-way communication for closed loop referrals between health care systems and
community-based organizations to address SDOH and health-related social needs.

4. Our AMA supports: (a) using data to foster hospitals, health insurance, private sector,
philanthropic organizations, and community- and faith-based organizations investment in
addressing SDOH, (b) reducing barriers to using grants to address SDOH, and (c)
promoting federal- and state- initiatives to expand funding for SDOH health-related social
needs interventions. (New HOD Policy)

Fiscal Note: less than $1,000
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APPENDIX I - Key Terms

There are a few key terms that will be used throughout this report that are important to define
because they are often used interchangeably when they have different definitions. These key terms
are as follows:

Social determinants of health (SDOH): The conditions in the environments where people
are born, live, learn, work, play, worship, and age that affect a wide range of health,
functioning, and quality-of-life outcomes and risks. SDOH refers to community-level
factors.”® They are sometimes called “social drivers of health.”

Health-related social needs (HRSN): Social and economic needs that individuals
experience that affect their ability to maintain their health and well-being.? They put
individuals at risk for worse health outcomes and increased health care use. HRSN refers to
individual-level factors such as financial instability, lack of access to healthy food, lack of
access to affordable and stable housing and utilities, lack of access to health care, and lack
of access to transportation.?

Health disparities: Preventable differences in the burden of disease, injury, violence, or
opportunities to achieve optimal health, health quality, or health outcomes experienced by
disadvantaged populations.’!

Health equity: The attainment of the highest level of health achievable for all people,
where everyone has a fair and just opportunity to attain their optimal health regardless of
race, ethnicity, disability, sexual orientation, gender identity, socioeconomic status,
geography, preferred language, or other factors that affect access to care and health
outcomes.”?

Community-Based Organization (CBO): A non-profit organization whose members
represent a local community and focus on addressing the community’s sociocultural
conditions and lived experiences.”® This can include improving the community members’
social and health risks.”®

Care Coordination Services: A model of care approach aimed at connecting individuals
to a full range of community health promotion services.”*

APPENDIX II — CMS Waivers and Demonstration Programs for HRSN

Section 1905(a) State Plan Authority: States have used Section 1905(a) to establish peer
support and case management services, which are then used to link beneficiaries to HRSN
supports. As of 2018, 19 states indicated that case management is a covered benefit in
their program, and 36 indicated that targeted case management is a covered benefit (though
this benefit may be provided under section 1915(g)*).%>-%

Home and Community Based Services (HCBS): Several states have utilized HCBS to
implement housing-related services, including 46 states with section 1915(c) waivers; f
four states with section 1915(i) benefits; and eight states with section 1915(k) benefits as
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0f 2021.”7 For example, Minnesota is using section1915(i) state plan authority to provide
housing stabilization services to certain individuals that are experiencing homelessness or
are at risk of becoming homeless.” In their first year, the state reported that they served
7,203 individuals.’”%

Section 1115 Demonstrations: As of 2021, 25 states have utilized the flexibility provided
by section 1115 demonstrations to address HRSN, such as housing-related services,
nutrition, transportation, and interpersonal violence.’”*® For example, CMS recently
approved an 1115 waiver for California’s Medicaid program (Medi-Cal) to launch
California Advancing and Innovating Medi-Cal (CalAIM), which seeks to integrate the
Medi-Cal program with other social services through a “no wrong door” approach that
couples clinical care with Medicaid reimbursable nonmedical services, including housing
supports, medical respite, personal care, medically tailored meals, and peer supports.®
However, as of February 2022, four states have also used section 1115 demonstrations to
waive NEMT, a benefit that is typically required.”

Section 1945 Health Homes: As of April 2021, there are 37 Health Home models across
21 states and the District of Columbia, all of which must include comprehensive case
management, individual and family support, and referrals to community and social
services, among other required services.!'?

Managed Care Programs: As of 2018, 37 states have implemented requirements in their
managed care contracts related to HRSN and SDOH.'!
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