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Introduction
The past two years have seen a sharp increase in state Medicaid program interest in how social determinants of health 
(SDOH) influence Medicaid enrollee health status and spending. This brief provides an introduction to the first step 
most states are taking in response through their Medicaid managed care programs—screening members for social risk 
factors (SRFs). It explains why Medicaid managed care members should be screened for SRFs, identifies screening 
design decisions, identifies common SRFs, and reviews options for screening tool selection.   

What are Social Risk Factors? 
State Medicaid agencies are increasingly recognizing the impact that nonmedical factors have on health, perhaps even 
a greater impact on health outcomes than medical care.1 One of these nonmedical factors is the social determinants of 
health, or “conditions under which people are born, grow, live, work, and age,”2 which may have beneficial or harmful 
impacts on the health of a population. When we consider only their potential harmful impact and apply the term at the 
individual person level, we refer to them as social risk factors. Examples include homelessness and food insecurity.3

Why Should Medicaid Managed Care Programs Screen for Social Risk Factors? 
Certain groups, including low-income individuals4 and communities of color, disproportionately experience SRFs, 
contributing to health disparities5 and increasing health care costs.6 Screening for SRFs supports identification of 
members impacted by SRFs. To mitigate the impact of SRFs, clinical care may be modified to account for the SRF, or 
members may be targeted for interventions implemented by providers designed to mitigate the impact of SRFs, thereby 
improving health status, advancing health equity, and slowing the rise in health care costs.7,8

Medicaid managed care organizations (MCOs) can also play critical roles in addressing Medicaid enrollee SRFs. The 
first step for MCOs to address SRFs is to promote screening of their members. MCOs can conduct SRF screening 
or can direct or incentivize their network providers and other contractors to do so. MCOs can also implement 
mitigation strategies for members with positive SRF screens. Mitigation strategies can include care coordination, care 
management, MCO/social service agency partnerships, additional plan services, use of community resource referral 
platforms, and performance incentives in value-based payment arrangements. 

SRF screening data are just beginning to be used within risk adjustment and payment models to account for the costs 
associated with caring for populations with high social needs. Additionally, SRF screening data may be used within 
quality measurement activities, particularly to enable a more accurate comparison of an MCO’s quality performance 
relative to other MCOs.9

Design Decisions 
States may include SRF screening requirements within Medicaid managed care contracts or provide voluntary managed 
care guidance for conducting SRF screening. Either way, states will want to consider the following prior to engaging 
their MCOs in SRF screening: 

•  Whether screening for SRFs should be required or optional: In New York, MCOs are encouraged but not 
required to screen members.
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•  �Who to screen: Screening requirements can be focused on all members or on specific high-cost, high-needs 
populations. Massachusetts requires screening of all MCO members with some exceptions,10 whereas Hawaii 
will focus screening on three high-cost, high-needs populations.11

•  �Who is responsible for screening: MCOs and/or providers can be held responsible for screening. If MCOs 
are the accountable entities, they can be allowed to delegate this responsibility to providers and independent 
entities engaged in care coordination or care management. In Oregon, Coordinated Care Organizations will be 
held responsible for screening. In a 2019 study that examined patient acceptability of SRF screening, a majority 
of respondents reported SRF screening by providers in primary care and the emergency department, as well as 
inclusion of results in electronic health records (EHRs), to be acceptable.12

•  ��Where the screen should occur: Screening could be restricted to a clinical setting,13 or permitted in any setting 
or modality. This decision relates to who is responsible for conducting the screening. In Massachusetts, North 
Carolina, and Rhode Island, social risk factor screens can be conducted in both clinical and nonclinical settings.

•  ��If the screen should be conducted for individuals or for families: Screening could be conducted on an 
individual level or a household level. Rhode Island allows screening to be completed for households if the enrollee 
is a young child.

•  �At what frequency should screening occur: In Rhode Island, screens must be completed annually, but ACOs 
are only measured and assessed for those members with a primary care office visit. In Massachusetts, screening 
is an annual requirement to be applied to all ACO-attributed members and ACOs are held accountable through 
measurement for all members being screened.

•  �Whether the screen should be stand-alone: Most SRF screens are performed apart from other screens, but 
in some states they are to be completed as part of a care management assessment or health risk assessment. 
Within the CalAIMS waiver,14 California will require that MCOs conduct Individual Risk Assessments to assess 
medical information such as health status, along with SRFs including lack of transportation, social isolation, and 
housing needs.15

•  ��Whether there will be a standardized screening tool: A state could standardize the screening tool and/
or domains to be screened or allow MCOs and/or providers to select their own tool and/or screening domains. 
If MCOs/providers are allowed to select their own tool and/or domains, the state could require approval of the 
tool. Once Managed Care is implemented, North Carolina will conduct SRF screening using a standardized tool. 
Massachusetts and Rhode Island have specified the domains that must be screened for and require approval of 
the screening tool.

•  �How to document, aggregate, and analyze screening results: How screening data are documented and 
aggregated will influence whether and how screening data can be shared between the MCO, providers, and 
the state. If MCOs conduct SRF screenings, new data-sharing mechanisms will be necessary to ensure that 
screening results can be shared in a timely and accurate manner with providers, thereby enabling these results 
to be used for clinical decision-making and EHR documentation. States may require that MCOs aggregate and 
transmit screening data in order to calculate statewide SRF prevalence, track trends over time, and analyze 
screening-related performance. 

Common Social Risk Factor Domains 
Medicaid agencies may decide to focus screening on priority SRFs. SRFs could be designated as a priority because 
they are prevalent among members, align with a state’s values, or because the evidence base is robust on how the SRF 
or corresponding interventions impact health outcomes. 

Common screening tools and frameworks differ on which SRFs are included and how those SRFs are defined. Table 1 
includes common SDOH, their corresponding SRFs, and an explanation of each SRF. SDOH and their corresponding 
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SRFs were identified through a comparison of the SDOH and SRFs included within Healthy People 2020 and common 
SRF screening tools. Additional resources on each SDOH are included within the endnotes. 

Table 1. Common SDOH and their Corresponding SRFs

SDOH: Housing16,17,18

SRF 1. Homelessness Lack of housing (sheltered or unsheltered)

SRF 2. Housing insecurity An unstable housing condition, which may be caused by being rent burdened, 
experiencing overcrowding, frequent moves, or other conditions.19

SRF 3. Poor-quality housing Poor physical condition of the home

SDOH: Employment20

SRF 1. Unemployment An active job seeker cannot find a job

SRF 2. Underemployment Involuntary part-time employment, poverty-wage employment, or insecure employment

SDOH: Education21

SRF 1. Low educational attainment Often defined as less than a high school diploma

SRF 2. Low literacy  An inability to listen, speak, write, read, numerate, and/or gain knowledge

SRF 3. Low health literacy An inability to obtain, process, and/or utilize information to make health decisions

SDOH: Economic Security22

SRF 1. Financial strain Inability to pay for utilities, child care, or other essential items  

SDOH: Food23,24

SRF 1. Food insecurity An absence of reliable access to food

SRF 2. Low-quality nutrition A diet lacking the appropriate nutrients

SDOH: Incarceration25

SRF 3. History of incarceration Unmet needs after release/transition to community

SDOH: Safety26

SRF 1. Interpersonal violence Abuse within personal, intimate relationships  

SRF 2. Neighborhood safety The presence of crime or violence within one’s neighborhood that makes it unsafe

SDOH: Social Support27,28,29

SRF 1. Social isolation Lack of social contact or support

SRF 2. Loneliness The feeling of being alone or isolated 

SDOH: Transportation30

SRF 1. Lack of medical transportation Lack of transportation to medical appointments or to get medication

SRF 2. Lack of nonmedical transportation Lack of transportation to nonmedical activities, such as for work 
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Common SRF Screening Tools 
States must decide the degree of standardization to implement within their screening requirements. A highly 
standardized approach could include mandating the use of a preexisting screening tool or a subset of screening 
questions from a preexisting tool. Alternative approaches include creating a state-specific tool that must be used as 
North Carolina did,31 or to specify domains that must be screened and allow the screening entity to choose or develop 
its screening tool, like Massachusetts.32

Screening tools vary in their psychometric and pragmatic properties. Psychometric properties (e.g., reliability and 
validity) enable screening tools to accurately identify SRFs, whereas pragmatic properties (e.g., cost, language, training 
to administer, and length) assess the appropriateness of the tool and the ease of administration. Ideally, an SRF 
screening tool would have both strong psychometric and pragmatic properties. Many of the common screening tools 
have strong pragmatic properties yet have been subject to minimal psychometric assessment, thereby limiting certainty 
that these tools accurately and precisely measure social risk factors.33 Reliability and validity further decrease if individual 
screening questions are “mixed and matched” between screening tools, or if the wording of questions is altered.34

Screening tools further vary in the number of domains included, which domains are included, translation options, the 
population for which they were designed, and reading level. Screening tools may include core (i.e., mandatory) domains 
and optional (i.e., supplemental) domains. Optional domains commonly include questions on health, behaviors, or 
demographic information. Examples include questions on substance use, physical activity, refugee status, and mental 
health. Characteristics of the three tools highlighted below and additional common tools are profiled in the Social 
Interventions Research & Evaluations Network’s Comprehensive Screening Tool Comparison.35

Three common tools include: 

Accountable Health Communities Health-Related Social Needs (AHC HRSN): AHC HRSN was developed 
by the Centers for Medicare & Medicaid Services Center for Medicare and Medicaid Innovation (CMMI) originally  
for the screening of social needs among individuals eligible for Medicare and Medicaid. The core domains 
included in AHC HRSN include housing, food, transportation, utilities, and interpersonal violence, along with eight 
supplemental domains.36

Protocol for Responding to and Assessing Patients’ Assets, Risks, and Experiences (PRAPARE): 
PRAPARE was developed by the National Association of Community Health Centers. The core domains included 
within PRAPARE are housing, education, employment, transportation, food, financial strain, and social support. 
PRAPARE also includes questions on incarceration and safety as supplemental domains. The questionnaire has 
been translated into twenty-six languages and comes with a companion implementation toolkit.37

Health Leads’ Social Needs Screening Tool: Health Leads developed a 10-question screening tool available 
in English and Spanish. Core domains include food, housing, financial strain, transportation, and safety, with 
supplemental domains that include education, employment, and social support. Health Leads’ Social Needs 
Screening Tool is available with an implementation toolkit that is updated annually.38

Research suggests that patients who are screened for SRFs by providers believe screening is important, particularly 
when screening is conducted in a compassionate and patient-centered manner. Screening alerts a patient’s care team 
to the presence of any SRFs, thereby helping patients to feel “cared for” by their clinician.39 Although surveys have 
shown that patients trust physicians more than insurers,40 no comparison studies have assessed patient acceptability 
of SRF screening when conducted by MCO staff rather than health care teams. If MCOs conduct SRF screenings, 
strengthening data-sharing and communication mechanisms between MCOs and providers may better enable 
screening results to be used for clinical decision-making.
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After screening for SRFs, Medicaid agencies and their Medicaid managed care plans should identify if members would 
like assistance addressing their SRF(s) and, if a member screens positive for multiple SRFs, which to prioritize. Allowing 
members to decide if their SRF is addressed supports shared decision-making and confirms that the SRF is, in the eyes 
of the member, an actual social need.41

Conclusion 
As discussed above, because there is not yet sufficient research evidence demonstrating that the currently available 
SRF screening tools accurately and precisely measure SRFs, it is important to be mindful of the limitations of these 
tools and the implications for the quality of the data collected using them. Evidence on the value of SRF screening and 
interventions for improving health status, advancing health equity, and slowing the rise in health care costs is gradually 
emerging. It is therefore important that states build in evaluation opportunities on effectiveness and implementation. This 
can inform necessary program improvements and help share promising practices with other states. 

States should also consider measuring MCO performance for the delivery of SRF screens through employing a 
screening rate measure.42 This topic is explored further in the State Health and Value Strategies brief Developing a 
Social Risk Factor Screening Measure authored by Bailit Health.

While this brief has focused on SRF screening, states should be mindful of the steps that must follow screening and 
likewise engage in thoughtful consideration of how to develop MCO expectations for SRF mitigation. 

Support for this brief was provided by the Robert Wood Johnson Foundation. The views expressed here do not necessarily reflect 
the views of the Foundation.

ABOUT THE ROBERT WOOD JOHNSON FOUNDATION
For more than 45 years the Robert Wood Johnson Foundation has worked to improve health and health care. We are working 
alongside others to build a national Culture of Health that provides everyone in America a fair and just opportunity for health and 
well-being. For more information, visit www.rwjf.org. Follow the Foundation on Twitter at www.rwjf.org/twitter or on Facebook at  
www.rwjf.org/facebook.

ABOUT STATE HEALTH AND VALUE STRATEGIES—PRINCETON UNIVERSITY WOODROW WILSON SCHOOL OF PUBLIC 
AND INTERNATIONAL AFFAIRS
State Health and Value Strategies (SHVS) assists states in their efforts to transform health and health care by providing targeted 
technical assistance to state officials and agencies. The program is a grantee of the Robert Wood Johnson Foundation, led by staff 
at Princeton’s School of Public and International Affairs. The program connects states with experts and peers to undertake health  
care transformation initiatives. By engaging state officials, the program provides lessons learned, highlights successful strategies,  
and brings together states with experts in the field. Learn more at www.shvs.org.

ABOUT BAILIT HEALTH 
This brief was prepared by Rachel Isaacson and Michael Bailit. Bailit Health is a health policy consulting firm dedicated to ensuring 
insurer and provider performance accountability on behalf of public agencies and private purchasers. For more information on Bailit 
Health, see www.bailit-health.com.

ACKNOWLEDGMENTS 
The authors thank Laura Gottlieb, Sally Mabon, and Tara Oakman for reviewing and offering insightful feedback on this brief.

http://www.rwjf.org
http://www.rwjf.org/twitter
http://www.rwjf.org/facebook
http://www.shvs.org
http://www.bailit-health.com
https://www.shvs.org/wp-content/uploads/2020/10/Developing-a-SRF-Screening-Measure_Issue-Brief.pdf
https://www.shvs.org/wp-content/uploads/2020/10/Developing-a-SRF-Screening-Measure_Issue-Brief.pdf


6
SOCIAL RISK FACTOR SCREENING IN MEDICAID MANAGED CARE

Endnotes
1.	 McGinnis, J. M., Williams-Russo, P., & Knickman, J. R. (2002). The Case For More Active Policy Attention To Health Promotion. Health Affairs, 21(2). doi: 

https://doi.org/10.1377/hlthaff.21.2.78.

2.	 Advancing Health Equity by Addressing the Social Determinants of Health in Family Medicine (Position Paper). American Academy of Family Physicians. 
(n.d.). Retrieved from https://www.aafp.org/about/policies/all/socialdeterminantofhealth-positionpaper.html.

3.	 Alderwick, H., & Gottlieb, L. M. (2019). Meanings and Misunderstandings: A Social Determinants of Health Lexicon for Health Care Systems. The Milbank 
Quarterly, 97(2), 407–419. doi: 10.1111/1468-0009.12390.

4.	 Alderwick, H., Hood-Ronick, C. M., & Gottlieb, L. M. (2019). Medicaid Investments To Address Social Needs In Oregon And California. Health Affairs, 38(5). 
doi: 10.1377/hlthaff.2018.05171.

5.	 Woolf, S. H., & Braveman, P. H. (2011). Where Health Disparities Begin: The Role Of Social And Economic Determinants—And Why Current Policies May 
Make Matters Worse. Health Affairs, 30(10). doi: https://doi.org/10.1377/hlthaff.2011.0685.

6.	 DeSalvo, K., & Leavitt, M. O. (2019). For An Option To Address Social Determinants Of Health, Look To Medicaid. Health Affairs Blog. doi: 10.1377/
hblog20190701.764626.

7.	 Woolf, S. H., & Braveman, P. H. (2011). Where Health Disparities Begin: The Role Of Social And Economic Determinants—And Why Current Policies May 
Make Matters Worse. Health Affairs, 30(10). doi: https://doi.org/10.1377/hlthaff.2011.0685.

8.	 Brooks, T., & Whitener, K. (2018, February 28). Leveraging Medicaid to Address Social Determinants and Improve Child and Population Health. Retrieved 
from https://ccf.georgetown.edu/2018/02/28/leveraging-medicaid-to-address-social-determinants-and-improve-child-and-population-health/.

9.	 Breslin, E., Lambertino, A., Heaphy, D., & Dreyfus, T. (2017, July). Medicaid and Social Determinants of Health: Adjusting Payment and Measuring Health 
Outcomes. Retrieved from www.shvs.org/wp-content/uploads/2017/07/SHVS_SocialDeterminants_HMA_July2017.pdf.

10.	 MassHealth ACO Contract, https://www.mass.gov/files/documents/2017/11/17/mco-administered-aco-model-contract.pdf.

11.	 State of HI Department of Human Services Request for Proposal QUEST Integration Managed Care to Cover Medicaid and other Eligible Individuals RFP-
MQD-2019-002.

12.	 DeMarchis, MD, MAS, E. H., Hessler, PhD, D., & Fichtenberg, PhD, C. (2016, October). Part I: A Quantitative Study of Social Risk Screening Acceptability in 
Patients and Caregivers. American Journal of Preventative Medicine, 57(6), S25-S37. www.ajpmonline.org.

13.	 Clinical settings could include face-to-face encounters and/or telehealth.

14.	 As of July 2020, CalAIM implementation, originally scheduled for January 2021, had been indefinitely delayed due to COVID-19.  

15.	 Medi-Cal Healthier CA for Alll_PHM_Revised Proposal_02112020.

16.	 Taylor, L. (2018). Housing And Health: An Overview Of The Literature. Health Affairs Health Policy Brief. doi:10.1377/hpb20180313.396577.

17.	 Housing Instability. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
housing-instability.

18.	 Quality of Housing. (n.d.) Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
quality-of-housing.

19.	 Housing Instability. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
housing-instability.

20.	 Employment. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
employment.

21.	 Language and Literacy. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-
resources/language-and-literacy.

22.	 Social Determinants of Health, Economic Security. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-
health/interventions-resources.

23.	 Food Insecurity. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
food-insecurity.

24.	 Access to Foods that Support Healthy Eating Patterns. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-
determinants-health/interventions-resources/access-to-foods-that.

https://doi.org/10.1377/hlthaff.21.2.78
https://www.aafp.org/about/policies/all/social-determinants-health-family-medicine.html
https://www.healthaffairs.org/doi/10.1377/hlthaff.2011.0685
https://www.healthaffairs.org/doi/10.1377/hlthaff.2011.0685
https://ccf.georgetown.edu/2018/02/28/leveraging-medicaid-to-address-social-determinants-and-improve-child-and-population-health/
http://www.shvs.org/wp-content/uploads/2017/07/SHVS_SocialDeterminants_HMA_July2017.pdf
https://www.mass.gov/files/documents/2017/11/17/mco-administered-aco-model-contract.pdf
http://www.ajpmonline.org
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/housing-instability
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/housing-instability
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/quality-of-housing
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/quality-of-housing
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/housing-instability
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/housing-instability
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/employment
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/employment
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/language-and-literacy
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/language-and-literacy
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/food-insecurity
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/food-insecurity
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/access-to-foods-that
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/access-to-foods-that


7
SOCIAL RISK FACTOR SCREENING IN MEDICAID MANAGED CARE

25.	 Incarceration. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
incarceration.

26.	 Crime and Violence. (n.d.). Retrieved from https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/
crime-and-violence.

27.	 Holt-Lunstad, J. (2017). The Potential Public Health Relevance of Social Isolation and Loneliness: Prevalence, Epidemiology, and Risk Factors. Public Policy 
& Aging Report, 27(4), 127-130. doi:10.1093/ppar/prx030.

28.	 Social isolation, loneliness in older people pose health risks. (2019, April 3). Retrieved from https://www.nia.nih.gov/news/social-isolation-loneliness-older-
people-pose-health-risks.

29.	 Veazie S, Gilbert J, Winchell K, et al. Addressing Social Isolation To Improve the Health of Older Adults: A Rapid Review [Internet]. Rockville (MD): Agency for 
Healthcare Research and Quality (US); 2019 Feb. Appendix F, Social Isolation and Loneliness Definitions and Measures. Available from: https://www.ncbi.
nlm.nih.gov/books/NBK537897/.

30.	 AHA/HRET Guides: Social Determinants of Health Series: Transportation. (n.d.). Retrieved from http://www.hpoe.org/resources/ahahret-guides/3078.

31.	 Screening Questions. (n.d.). Retrieved April 17, 2020, from https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/screening-questions.

32.	 MassHealth ACO Contract, https://www.mass.gov/files/documents/2017/11/17/mco-administered-aco-model-contract.pdf.

33.	 Henrikson, PhD, MPH, N. B., Blasi, MPH, P. R., & Dorsey, BAH, C. N. (2019, December). Psychometric and Pragmatic Properties of Social Risk Screening 
Tools: A Systematic Review. American Journal of Preventative Medicine, 57(6). www.ajpmonline.org.

34.	 Social Interventions Research & Evaluation Network, Presentation to Hawaii Med-QUEST through State Health and Value Strategies Technical Assistance.

35.	 Cartier, Y., Fitchenberg, C., & Gottlieb, L. (n.d.). Screening Tools Comparison. Retrieved from https://sirenetwork.ucsf.edu/tools-resources/mmi/screening-
tools-comparison.

36.	 The Accountable Health Communities Health-Related Social Needs Screening Tool. (n.d.). Retrieved from https://innovation.cms.gov/files/worksheets/
ahcm-screeningtool.pdf.

37.	 About the PRAPARE Assessment Tool. (n.d.). Retrieved from http://www.nachc.org/research-and-data/prapare/about-the-prapare-assessment-tool/.

38.	 The Health Leads Screening Toolkit. (2018, September 17). Retrieved from https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/.

39.	 Marchis, E. H., Hessler, D., Fichtenberg, C., Adler, N., Byhoff, E., Cohen, A. J., . . . Gottlieb, L. M. (2019). Part I: A Quantitative Study of Social Risk Screening 
Acceptability in Patients and Caregivers. American Journal of Preventive Medicine, 57(6). doi:10.1016/j.amepre.2019.07.010.

40.	 Trust in Health Plans Hits Lowest Level in More Than a Decade, According to ReviveHealth Trust Index (2017, September 25). Retrieved from  
https://www.streetinsider.com/Press+Releases/Trust+in+Health+Plans+Hits+Lowest+Level+in+More+Than+a+Decade%2C+According+to+ 
ReviveHealth+Trust+Index/13323089.html.

41.	 Alderwick, H., & Gottlieb, L. M. (2019). Meanings and Misunderstandings: A Social Determinants of Health Lexicon for Health Care Systems. The Milbank 
Quarterly, 97(2), 407–419. doi: 10.1111/1468-0009.12390.

42.	 For more information on SRF screening measures, see the companion SHVS brief, Developing a Social Risk Factor Screening Measure, forthcoming.

https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/incarceration
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/incarceration
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/crime-and-violence
https://www.healthypeople.gov/2020/topics-objectives/topic/social-determinants-health/interventions-resources/crime-and-violence
https://www.nia.nih.gov/news/social-isolation-loneliness-older-people-pose-health-risks
https://www.nia.nih.gov/news/social-isolation-loneliness-older-people-pose-health-risks
https://www.ncbi.nlm.nih.gov/books/NBK537897/
https://www.ncbi.nlm.nih.gov/books/NBK537897/
http://www.hpoe.org/resources/ahahret-guides/3078
https://www.ncdhhs.gov/about/department-initiatives/healthy-opportunities/screening-questions
https://www.mass.gov/files/documents/2017/11/17/mco-administered-aco-model-contract.pdf
http://www.ajpmonline.org
https://sirenetwork.ucsf.edu/tools-resources/mmi/screening-tools-comparison
https://sirenetwork.ucsf.edu/tools-resources/mmi/screening-tools-comparison
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
http://www.nachc.org/research-and-data/prapare/about-the-prapare-assessment-tool/
https://healthleadsusa.org/resources/the-health-leads-screening-toolkit/
https://www.streetinsider.com/Press+Releases/Trust+in+Health+Plans+Hits+Lowest+Level+in+More+Than+a+Decade%2C+According+to+ReviveHealth+Trust+Index/13323089.htm
https://www.streetinsider.com/Press+Releases/Trust+in+Health+Plans+Hits+Lowest+Level+in+More+Than+a+Decade%2C+According+to+ReviveHealth+Trust+Index/13323089.htm

