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Introduction 
The Medicaid program provides coverage for over 93 million Americans1 and covers 42% of 
births.2 The program already pays for a disproportionate share of sexually transmitted infection 
(STI)-related medical visits3 and, due to its scope, could be poised to play an even greater role in 
addressing the current STI epidemics in the U.S. 

Amidst soaring rates of bacterial STIs in the U.S., a growing body of evidence indicates that 
social factors, such as housing status, socioeconomic status, and education level, significantly 
impact both STI acquisition risk and access to sexual health services. Until recently, Medicaid 
was largely restricted to covering clinical services – in this context, STI screening, diagnosis, and 
treatment. However, in recent years, and with the support of the federal government, state 
Medicaid agencies and Medicaid managed care organizations have been exploring and 
implementing a range of approaches to measure and address social determinants of health 
(SDOH).  

These Medicaid initiatives are not focused on STIs or sexual health. However, the heightened 
attention to SDOH in the Medicaid program offers major opportunities for improving the health 
of people with, or at risk of, STIs.  

Drawing on the literature, state Medicaid policies, and interviews with national experts and state 
Medicaid programs, this report provides background on the evidence base regarding STIs and 
SDOH, explains how states are beginning to monitor and address SDOH in their Medicaid 
programs, and offers recommendations for how STI programs and providers can leverage these 
initiatives to promote sexual health. 

 

Methodology 
GW conducted 12 semi-structured interviews via teleconference with 25 key informants, 
including 9 national STI and healthcare system experts and Medicaid officials from 6 states (see 
Appendix A for a full list of interviewees and affiliations). Interviews were conducted from 
March to June of 2023.  

Project interviews were deemed exempt from IRB review by the George Washington University 
Office of Human Subject Research (determination on file with authors).  

 

Social Determinants of Health that Influence STI Risk or Access to 
Services 
Social determinants of health are non-medical factors that influence health outcomes.4 The 
World Health Organization defines SDOH as “the conditions in which people are born, grow, 
work, live, and age, and the wider set of forces and systems shaping the conditions of daily 
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life.”5 Social determinants of health can contribute to various health outcomes, well-being, and 
quality of life.6    

SDOH like economic stability, healthcare and education access, neighborhood and the built 
environment, and the social and community context play an important role in the transmission 
and acquisition of STIs.7 The Centers for Disease Control and Prevention has committed to 
integrating consideration of social determinants of health into future STI prevention program 
designs, further underlining the importance of and connection between STIs and the SDOH.8 

Economic Stability 
Economic stability encompasses various factors that impacts an individual’s financial well-
being, which includes income, wealth, employment status, and occupational category.9 Social 
and economic factors, such as socioeconomic status, income levels, poverty, and educational 
attainment drive overall poor health outcomes due to their ability to influence access to essential 
resources that affect health outcomes directly or through multiple mechanisms.10  

Evidence has shown that lower socioeconomic status, high unemployment rate, and low income 
are associated with increased risk for STIs and higher STI rates.11,12 Poverty and inequitable 
resource distribution can contribute to risky behavior, lack of health care, and higher STI rates. 
Poverty and employment patterns can also influence migration and sexual networks.13 Economic 
vulnerability may also lead to engaging in sex work as a source of income, increasing the 
STI/HIV risk due to having higher numbers of sexual partners and possibly not being able to 
negotiate condom use.14 

Individuals who cannot afford basic needs may have difficulty accessing quality sexual health 
resources and services.15 This factor is compounded by a general distrust of the healthcare 
system among many racial and ethnic groups.16  

Improving socioeconomic status increases access to various resources such as knowledge, social 
networks, safe/stable housing, and access to healthcare which can mitigate the negative effects of 
economic instability and improve overall health and well-being.17  

 

Housing Instability 
Housing instability is associated with an increased risk of STIs and HIV.18 Research indicates 
that housing instability is linked to engaging in risky sexual behaviors such as having multiple 
sex partners, engaging in unprotected sex, and exchanging sex for resources.19 A study 
conducted with low-income women in Baltimore, Maryland found a connection between 
homelessness, frequent residential mobility, and recent self-reported STI diagnosis.20 There are 
several potential pathways through which housing instability can contribute to the increased risk 
of STIs. Firstly, housing instability can disrupt social networks, leading to increased 
vulnerabilities in sexual relationships.21,22 Secondly, housing instability can exacerbate economic 
vulnerabilities, which can place individuals at a higher risk for STIs. Furthermore, housing 
instability is associated with other risk factors for STIs, such as substance use and poor mental 
health.23 Residential mobility can disrupt access to healthcare services, resulting in reduced 
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testing and treatment for STIs, leading to ongoing transmission within sexual networks and 
potentially increasing community prevalence.24,25  

In the United States, approximately 2.3 million low-income renters face eviction each year, 
which has significant and detrimental impacts on their daily lives.26 Non-payment of rent is a 
primary reason for eviction, highlighting the strong link between eviction and poverty 
outcomes.27 More recently, housing costs have increased dramatically relative to income levels 
to the point where there is no U.S. state where a full-time minimum wage job provides an 
income to affordably rent a two-bedroom apartment at market rate.28 Meanwhile, many low-
income Americans spend more than 50% of their income on housing.29 

 

Healthcare Access and Quality 
Closely related to socioeconomic access, healthcare access is the ability to obtain affordable, 
quality healthcare services.30,31 Access to quality healthcare varies dramatically among 
populations and tends to be worse in higher STI risk areas.32 The 2019 National Healthcare 
Quality and Disparities Report compared access measures for minority groups to non-Hispanic 
Whites and found that Black Americans had worse access to care for 48% of the measures, 
Hispanics had worse access to care for 65% of the measures, Pacific Islanders had worse access 
to care for 25% of the measures, and American Indians had worse access to care for 55% of the 
measures.33  

Some of the barriers that prevent individuals from receiving timely diagnosis and treatment, 
especially in cases when the individual is asymptomatic, include lack of resources, poor quality 
of services, and lack of access to screening and treatment through routine health services.34 
Inadequate clinic hours, limited access to information, and a shortage of transportation options 
can prevent people from accessing quality sexual healthcare.35 Increasing screening access with 
at-home STI testing could be utilized to help address screening disparities and reduce burden of 
STI infections on communities that lack access to quality care and treatment.36 

While the Patient Protection and Affordable Care Act (ACA) increased health equity and access 
to healthcare, including access to STI screening and treatments, people who lack health 
insurance, especially in the largely Southern non-expansion states, still have limited access to 
care.37 Individuals without health insurance tend to be more likely to report poor access to 
healthcare and having unmet healthcare needs.38 Poor access to care may promote continuing 
transmission and prevalence of the disease in the population by increasing the proportion of the 
population with untreated STIs.39  

 

Educational Access and Quality 
Low educational attainment is associated with early risk behaviors such as having twice the odds 
of earlier sexual debut and fear of negotiating condom use.40,41,42 Increasing an individual’s 
access to quality education and comprehensive sexual health education increases sexual health 
literacy and may reduce rates of sexual risk behaviors that lead to STI acquisition.43,44  
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Access to quality education improves health literacy, the ability for individuals to obtain, 
process, and understand information and access services necessary to make informed health 
decisions.45 In the context of STIs, health literacy allows people to understand sexual health, 
signs and symptoms of infection, prevention methods, and treatment adherence.46,47 In the 
United States, only 12 percent of Americans have proficient health literacy skills.48  

In addition to overall education, comprehensive sex education can increase exposure to health 
promotion messaging, improving individuals’ self-esteem and self-efficacy, while introducing 
them to safer sexual and social networks.49 Comprehensive sex education can also delay 
initiation of sexual intercourse, reduce sexually risky behaviors in adolescents, and reduce 
acquisition of STIs and HIV.50  

 

Neighborhood and Built Environment 
The built environment includes buildings, spaces, and environments that are created and 
modified by humans, and incorporates where people live, work, and play.51 Central aspects of 
the built environment include land use, zoning, buildings, transportation systems, services, and 
public resources. Such elements of the built environment create conditions for either positive or 
negative social determinants of health for specific populations. Historical urban planning 
decisions have disproportionately impacted the health of young people, impoverished 
individuals, and people of color.52 These populations often reside within disadvantaged 
neighborhoods, or high-risk, low-income geographic settings with a disproportionate burden of 
inequitable planning and zoning, neighborhood stressors, inadequate land usage, and limited 
access to health-promoting resources (e.g. medical facilities, grocery stores, parks, open space, 
and schools).53,54  

Research has found that people living in disadvantaged neighborhoods in large metropolitan 
areas have higher incidences of HIV, syphilis, herpes simplex virus, chlamydia, and hepatitis B, 
because inequitable neighborhood resource allocation is associated with high-risk sexual 
behaviors and decreased access to healthcare.55 Furthermore, unstable employment increases risk 
of housing instability which creates physical and financial barriers to healthcare access.56 These 
physical barriers (e.g. transportation access, housing insecurity/evictions,57 inability to be 
excused from employment) present greater obstacles to individuals seeking STI treatment than 
their insurance status.58,59 

Improving institutional assets in the built environment, including hospitals, schools, recreation 
centers, and housing shelters, can mitigate the structural forces of poverty, racism, sexism, and 
homophobia that negatively affect sexual health and STI outcomes among disenfranchised 
populations. Furthermore, interventions in non-health settings, such as churches, salons, 
barbershops, and prisons, are effective for STI prevention and treatment services, particularly for 
HIV and syphilis, in under-resourced neighborhoods.60,61,62,63  

Much research on the built environment and STIs has focused on adolescents, who are 
disproportionately burdened by adverse sexual health outcomes.64 Adolescents living in 
disadvantaged neighborhoods experience higher rates of early sexual initiation, multiple sex 



5 
 

partners, STIs, unintended pregnancies, sexual assault, and lower rates of contraceptive 
use.65,66,67 Such risks are exacerbated for LGBTQ+ youth, who make up 7-9% of the population 
but 29% of youth experiencing homelessness and housing instability. As a result, LGBTQ+ 
youth experiencing homelessness are more likely to engage in survival sex, or sex in exchange 
for money, housing, and basic needs, increasing their risk of acquiring STIs.68 In addition, 
environmental characteristics of high-risk neighborhoods, such as prominence of abandoned 
buildings, vacant lots, and trash, were found in one study to be directly associated with increased 
prevalence of STIs.69  

Other research has identified contextual characteristics of neighborhoods that prevent or delay 
STI treatment, including rurality, proximity to screening sites, and overall neighborhood 
disadvantage. One study found that being adolescent, identifying as female, and living more than 
10 miles from a screening site were prominent contextual risk factors for not receiving STI 
treatment or experiencing significant delays.70 Another qualitative study on adolescents and 
young adults living in rural communities found that a lack of recreational facilities for 
adolescents (e.g. bowling alleys, movie theaters, skating rinks, and museums) encouraged risky 
behaviors, especially sexually risky behaviors.71 

 

Social and Community Context 
Social relationships can inform individuals’ health decisions, sex practices, perceptions of sexual 
risk, and contraceptive use because people often learn about health practices and information 
from their immediate social networks.72,73 Sexual behaviors and STI transmission patterns are 
associated with social cohesion, which is the ability of people to connect to social support within 
their residential communities. Previous research has found that lower social cohesion is 
associated with higher rates of STIs and that higher social cohesion is linked to increased 
condom use.74,75 Also, research identifies that individuals with higher socioeconomic status 
(SES) are more likely to work and socialize in communities with similar SES as their residential 
community.76 Higher SES is associated with lower STI prevalence, leaving lower SES 
communities disproportionately exposed to communities with higher STI prevalence.77  

Other research applies social epidemiology, or the social structures and institutions that shape 
health outcomes, to better understand community STI transmission patterns. The social 
epidemiological approach emphasizes that while individuals may contract STIs directly from 
their sexual partners, understanding the social structures in which individuals choose their 
partners allows public health professionals to identify the social and environmental forces that 
perpetuate disparate STI transmission patterns.78 Greater neighborhood and social 
interconnectedness can expand individuals’ sexual networks and change STI transmission 
patterns overtime. STIs can spillover between communities, particularly those that are 
geographically close and socially connected,79 highlighting the importance of interventions that 
address both neighborhoods with high STI rates and adjacent neighborhoods. 
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Incarceration     
As of 2020, about 2.3 million individuals were incarcerated in prisons or jails across the United 
States, and over 600,000 individuals enter prisons annually.80 Rates of STIs, such as chlamydia, 
gonorrhea, and syphilis, are heightened among people who are incarcerated,81 due in part to 
disruption of stable partnerships.82 In addition to the racial disparity in infectious disease rates, 
incarcerated individuals are less likely to receive their immunizations, which may contribute to 
the outbreak of infectious diseases, including Hepatitis A and B, within correctional facilities.83  

In addition, incarcerated individuals often experience comorbidities of infectious disease, which 
increases their risk of disease contraction. Incarcerated individuals have higher rates of substance 
use disorders (SUD) and mental illnesses. In 2010, over 65% of incarcerated individuals (1.5 
million people) met the Diagnostic and Statistical Manual (DSM)-IV criteria for alcohol or drug 
dependence.84  

When individuals are released from incarceration, reintegration into the community can be 
difficult because of inadequate discharge planning to provide access to services for basic needs 
(e.g., housing and employment). Lack of such resources is associated with increased morbidity, 
mortality, and high-risk sexual activity.85,86 Upon reentry to the community, formerly 
incarcerated individuals experience greater HIV/STI risk upon release because of engagement in 
high-risk sexual activity and increased substance abuse.87 This may include engagement in 
sexual activity in exchange for money or drugs88 or because of the dissolution of a romantic 
partnership post-incarceration.89 Risk varies among post-incarcerated populations; a 2015 study 
of bacterial STI rates one-year post-incarceration found rates two to three times higher for 
women than men, three to seven times higher for Black people than white people, and higher 
rates among adolescents than adults.90  

Previous research has found that lack of health insurance for formerly incarcerated individuals 
led to decreased service utilization within the first-year post-release from a correctional facility.91 
While many low-income adults are eligible for Medicaid coverage, federal law includes an 
“inmate exclusion” policy that prohibits the expenditure of federal funds on medical care (e.g. 
Veterans Affairs, Children's Health Insurance Program (CHIP) and Medicaid) for an individual 
in a public institution. Therefore, states historically terminated Medicaid coverage if an enrollee 
was incarcerated, creating barriers and delays to re-enrollment and access to medical care once 
the individual re-entered the community.92  

 

Medicaid and the Social Determinants of Health: The Landscape 
States have significant power and flexibility to address SDOH through state Medicaid programs, 
including SDOH relevant to the STI epidemics.  
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State Case Study: Colorado 
The Colorado Medicaid program, Health First Colorado, is working to integrate SDOH work 
into the operations and coverage decisions of all its contractors and within the overall structure 
of the program. Health First currently funds small grants to community partners and healthcare 
providers to target SDOH priorities and is studying SDOH models in other state Medicaid 
programs. Health First is also considering streamlining the collection of demographic and 
social risk data to collect SDOH data from beneficiaries on enrollment rather than requiring 
screening and data collection by multiple providers and other entities.  
 

In 2021, the Colorado legislature passed SB21-181, expanding funding for assessments of 
health inequity in Colorado and Colorado state programs and for grants to address SDOH in 
the state.93 Following SB21-181, Health Care Policy & Financing hosted 12 public town hall 
meetings with members and stakeholders, published a “Health Equity Plan”, added health 
equity requirements for all vendor contracts effective July 1, 2022 and launched a Statewide 
Health Equity Task Force.94 

  

In 2021, the Centers for Medicare and Medicaid Services (CMS) – the federal agency 
responsible for administering the Medicaid program at the Department of Health and Human 
Services – sent a memo to state Medicaid directors entitled “Roadmap for States to Address the 
Social Determinants of Health to Improve Outcomes, Lower Costs, Support State Value-Based 
Care Strategies.”95 As then-CMS Administrator Seema Verma noted, “[S]ocial determinants of 
health, such as access to stable housing or gainful employment, may not be strictly medical, but 
they nevertheless have a profound impact on people’s wellbeing,”96 The memo outlined a set of 
delivery, benefit, and payment authorities that states can use to address a range of SDOH, 
including housing-related services and supports; transportation; home-delivered meals; 
educational services; supported employment; community integration and social support; and case 
management.97 

States’ efforts to address SDOH through their Medicaid programs, already taking place before 
2021, have continued and expanded since. The efforts generally land under four general 
approaches: using existing state options to cover specific benefits related to SDOH; permitting or 
requiring Medicaid managed care organizations to address SDOH; utilizing Section 1115 
waivers to try specific new models; or applying alternative payment models that include the 
flexibility to address SDOH. 

It is important to note that, as illustrated in the state examples included in this report, the scope of 
such efforts varies significantly by state. Some states are only piloting SDOH-related programs 
for a small segment of their Medicaid programs, for example, while others have enacted 
statewide policies. In addition, states that have expanded their Medicaid programs under the 
ACA can reach more people with SDOH initiatives than non-expansion states, where a 
significant number of low-income adults lack access to Medicaid.  
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State Case Study: Wisconsin 
Wisconsin’s Medicaid program is engaged in multiple efforts to track SDOH and address risks 
for low-income people. 

One recent initiative of Wisconsin Medicaid, the Asthma-Safe Homes Program (ASHP), 
provides home remediation services to the families of beneficiary children with asthma in 
Kenosha County and Milwaukee County.98 The program engages community partners and 
local health departments to provide home repairs and remediation in addition to education 
services for families of children with asthma.  

Another recently established program, the Housing Support Services Health Services 
Initiative, provides housing transition, support, and sustaining services to pregnant Medicaid 
beneficiaries and the families of Medicaid enrollees under 18 who are homeless or at risk for 
homelessness.99 Like the ASHP, the Housing Support program relies on partnerships between 
the state Medicaid program, local health departments, and community-based organizations to 
identify eligible families and provide appropriate services.  

Wisconsin’s Department of Health Services also manages targeted programs through Medicaid 
to address SDOH-related risks for pregnant and post-partum beneficiaries. Doulas and 
community-based organizations have provided pregnancy and post-partum support on a pilot 
basis in their managed care programs, facilitated by the Medicaid program’s Performance 
Improvement Projects. Programs were selected based on evaluations of existing health 
disparities, including identifying programs serving high social need areas in order to maximize 
impact. 

 
General state flexibilities 
States have considerable flexibility to design their Medicaid programs to allow for coverage of 
services to coordinate care, provide social support, and link people to housing, transportation, 
employment, nutrition services, and other community-based services.100,101,102 States can also 
provide case management services tailored for certain populations, such as Medicaid-eligible 
individuals with serious mental illness or substance use disorder who are experiencing or at risk 
of experiencing homelessness.103 In some cases, case management services include consideration 
of SDOH needs in risk stratification, ensuring care managers coordinate with community and 
social support providers, and integrating SDOH as part of an enrollee’s overall care 
plan.104,105,106  
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State Case Study: Wyoming 
Wyoming Medicaid operates a care management and health intervention program called 
WYhealth that employs a team of “Nurse Care Managers” to support members with chronic 
and acute health conditions as well as screen Medicaid enrollees for key social determinant 
risk factors.107 Providers and community organizations can refer Wyoming Medicaid enrollees 
to the WYhealth program based on chronic or acute conditions or perceived social needs. 
Medicaid enrollees can self-refer to the program.  
  

Upon a positive screening, WYhealth nurses connect members with community organizations 
that have the resources to address their specific SDOH needs. Members may receive 
information about services for housing, food assistance, employment support, or referrals to 
other local, state, and federal assistance programs that provide nutrition, rent, utilities, and 
other types of aid. Given that many Wyoming Medicaid members live in rural areas, the 
program works to leverage a limited transportation benefit to connect members to services that 
might otherwise be inaccessible.  
 

Wyoming Medicaid also runs a program called Project Juno that supports members who are 
experiencing a high risk pregnancy or are identified as high risk during the postpartum period. 
Through Project Juno, enrollees are screened for SDOH, adverse childhood experiences, and 
depression.108 In addition to screenings, enrollees receive follow up messaging, maternity-
specific educational messages, and resource suggestions. All positive screens are escalated to 
WYhealth nurse care managers for case management.  
  

Medicaid health homes are an optional state plan benefit for people with or at risk for multiple 
chronic conditions. Providers, or a team of providers, receive a payment (often per-member, per 
month) to coordinate medical care and offer comprehensive care management, care coordination, 
health promotion, comprehensive transitional care, patient and family support, and referrals to 
community and social support services such as housing, transportation, employment, or 
nutritional services.109 Maine’s Medicaid program, for example, has a health home for 
beneficiaries with opioid use disorder that incorporates screenings for housing needs and 
referrals to services to address social needs.110  
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State Case Study: Minnesota 
Minnesota’s Medicaid program uses various approaches to addressing SDOH among its 
beneficiaries.  
 
One program, the Housing Stabilization Services program, provides housing assistance to 
adult Medicaid beneficiaries with persistent mental illness or substance use disorder who are 
housing insecure or are at risk of housing insecurity.111 Through the program, Medicaid 
reimburses housing assistance providers and agencies for services that help eligible 
beneficiaries identify and transition into housing, maintain housing, and work through other 
housing-related needs.112 While many beneficiaries have expressed interest in receiving 
services through the program, challenges remain that limit its reach. Some parts of Minnesota 
do not have enough housing to meet demand, a limitation that Minnesota’s Medicaid program 
cannot address on its own, and many stabilization service providers are not already contracted 
with Medicaid, creating an additional barrier for more widespread implementation of the 
housing program. Additionally, program implementation required planning and funding to 
engage providers and community members, and beneficiaries are slowly joining the program, 
making short-term evaluations of the program less accurate.  
  
More broadly, the Medicaid program identifies the social needs and risk factors of 
beneficiaries at the time of enrollment, asking questions about housing, food security, and 
involvement with the criminal justice system. Information on Medicaid enrollees is linked to 
enrollment data for social service programs, like SNAP, that are also housed in Minnesota’s 
Department of Human Services (DHS). This linkage enables DHS to track outcomes and make 
referrals within the state’s safety net programs in a standardized manner.  

 
Medicaid Managed Care Flexibilities and Requirements 
Thirty-nine states and DC contract with Managed Care Organizations (MCOs) to provide most 
or all care for enrollees, typically for a capitated monthly rate. Nationally, two-thirds of all 
Medicaid beneficiaries are covered by MCOs.113 Key approaches relevant to addressing STIs 
include:  

• In-Lieu-Of Services (ILOs): Medicaid MCOs can provide targeted SDOH services by 
substituting these ILOSs for other covered services under the state plan.114,115 California, 
for example, encourages Medicaid MCOs to provide housing transition services and other 
housing-related needs as ILOSs.116  
 

• Value-Added Services: Medicaid MCOs can voluntarily pay for non-medical services, 
including those addressing SDOH, as “value-added” services.117 For example, MCOs can 
provide enabling services such as case management or transportation services not 
covered under the state plan, post-discharge meals, and education services, lodging for 
individuals experiencing homelessness, and transitional housing.118  

MCOs have considerable flexibility to monitor and address their enrollees’ SDOH through these 
approaches. In addition, states can require MCOs to address SDOH by including specific 
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relevant requirements, such as enrollee screening, needs assessments, and care coordination, in 
their contracts with MCOs. For example: 

• States increasingly require MCOs to refer beneficiaries to social services to address 
SDOH needs. For example, states can require MCOs to partner with community-based 
organizations or incentivize providers to create referral processes that fit with the patient 
population. States could require, or MCOs could independently, leverage technology to 
ensure closed-loop referrals to social service supports.119 

• MCOs are federally required to implement an ongoing comprehensive quality assessment 
and performance improvement program to improve the quality of their services and 
member outcomes. States have significant flexibility in defining Quality 
Assurance/Performance Improvement (QAPI) requirements.120 States can require MCOs 
to incorporate SDOH in their QAPI programs, either through the development of a 
specific work plan or performance improvement projects targeting SDOH or as part of 
the MCO’s overarching QAPI program. Additionally, to permit better tracking of SDOH 
data, some states include MCO contract provisions to promote provider use of Z codes on 
claims.121  

• States can develop MCO reimbursement strategies such as performance withholds or 
bonuses earned based on patient outcomes to create incentives for MCOs to adopt 
strategies addressing SDOH.122 Additionally, some states require MCOs to either 
encourage or require their provider networks to incorporate SDOH screenings into their 
practices.123 

• States typically define minimum staffing requirements in their MCO contracts, ensuring 
sufficient MCO resources are dedicated to priority areas. Some states require that MCOs 
train their staff about SDOH, and have staff members dedicated to addressing the SDOH 
and connecting beneficiaries to resources to address SDOH.124  

Z Codes: Potential Way to Measure SDOH Data 
A set of ICD-10 codes called “Z codes” captures patient information on the social 
determinants of health, and store this information within the patient’s electronic health record 
(EHR). These Z codes can include education and literacy, employment, housing, ability to 
obtain adequate food, and exposures, such as exposures to lead paint, radiation, chemicals, and 
occupational hazards, and other SDOH.125 Physician offices, health clinics, and other settings 
can utilize Z codes embedded in the EHR. However, interviewees noted that Z code use is not 
required, standardized, or even used widely. This reduces the usefulness of Z codes if 
Medicaid or MCOs only receive Z code data for a small percent of the population. 
 
While Z codes can help healthcare settings understand the patient population’s needs, 
screening questions regarding a person’s SDOH may cause patient discomfort. Z codes may be 
inaccurate due to stigma or fear, such as concern about losing parental custody if housing is 
unstable. Additionally, one interviewee noted that Z codes tend to follow a person in the EHR 
even after their SDOH has been resolved, resulting in further inaccuracies in measuring SDOH 
needs at the population level or gauging effectiveness of program interventions.  
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States can account for social factors when setting capitation rates so they more accurately reflect 
the relative resource needs of individuals likely to require greater medical care because of social 
factors (e.g., housing insecurity, and neighborhood stress).126 Massachusetts, for example, has a 
capitation rate adjustment that accounts for neighborhood stress scores, including ZIP code data, 
an ICD code for homelessness, and serious mental illness and SUD.127  
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State Case Study: Massachusetts 
MassHealth, Massachusetts’ Medicaid and Children’s Health Insurance Plan agency, 
contractually requires its Medicaid Accountable Care Organizations (ACOs) to screen their 
beneficiaries for health-related social needs (HRSNs) and assist their beneficiaries in 
addressing needs identified through screening.  
 
MassHealth ACOs and hospitals will also be required to submit HRSN data to MassHealth 
using ICD-10 Z Codes to track population level trends and associate particular social and 
health needs with geography at the zip code level. Using this data, MassHealth will develop an 
internal dashboard to understand associations between health, geographic, demographic, and 
SDOH factors of members and better target interventions using these associations. 
 
As part of MassHealth’s broader effort to address SDOH for beneficiaries, MassHealth 
determined that addressing its beneficiaries’ housing and nutrition need could have a 
significant impact on health outcomes. Beginning in 2005, MassHealth added housing search 
and placement services for individuals who are chronically homeless to its behavioral health 
(BH) managed care benefit (program called Community Supports Program (CSP) for 
Chronically Homeless Individuals). In 2023, MassHealth expanded its CSP housing benefit to 
cover the fee-for-service population with BH needs, provide housing search and placement 
services for homeless individuals that are high utilizers of health care (CSP - Homeless 
Individuals), and provide eviction prevention services for individuals at risk for homelessness 
(CSP – Tenancy Preservation Program).  
 
In 2020, MassHealth launched its pilot Flexible Services Program, which provides nutrition 
and housing supports for ACO beneficiaries. For beneficiaries with housing needs, including 
those without BH needs, MassHealth can provide funds to its ACOs to pay for housing search 
and placement services, various housing goods like housing deposits and linens, home 
modifications, education aimed at improving housing stability, and transportation to housing 
services. For beneficiaries with nutrition needs, MassHealth can provide funds to its ACOs to 
pay for medically necessary and nutritionally appropriate foods, vouchers, cooking supplies, 
and transportation to nutrition services. 
 
Additional supports and coordination are available through MassHealth for individuals 
recently released from prisons or jails, and/or who are receiving probation or parole 
supervision, to safely and effectively transition back into the community, including support in 
finding and maintaining stable housing (CSP – Individuals with Justice Involvement). 
Beginning in 2025, MassHealth anticipates combining its Specialized CSP programs (i.e., 
CSP-Chronically Homeless Individuals, CSP-Tenancy Preservation Program, CSP-Justice 
Involvement) and the Flexible Services Program into a single unified HRSN Services 
framework, which includes moving the Flexible Services Program into the ACO managed care 
structure.  
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Alternative Payment Models 
A variety of optional payment models allow states to pay for care in ways that can include 
addressing social determinants of health. These include integrated care models such as Medicaid 
Accountable Care Organizations that emphasize person-centered, continuous, coordinated, and 
comprehensive care. These models typically include partnerships with community-based 
organizations, social service agencies, and public health agencies.128 Integrated care models can 
address SDOH through interdisciplinary care teams or care coordination services.129 The 
payment mechanisms tied to these models (e.g., per member per month payments with or 
without quality or cost incentives or shared savings/risk models with quality requirements) may 
incentivize providers to address the SDOH-related needs of beneficiaries.130  

 

Section 1115 waivers 
Section 1115 waivers allow states to waive provisions of federal law that would otherwise limit 
new experimental, pilot, or demonstration projects related to eligibility, benefits and cost-
sharing, or payment and delivery systems.131,132 States can request federal matching funds 
through Section 1115 to test the effectiveness of providing services like one-time community 
transition services to supportive housing for individuals experiencing or at risk of homelessness. 
Under an 1115 waiver, states can pilot services for a specific population (e.g., by age or defined 
risk factors) or a limited geographic area, which could help expand access to rural populations or 
populations experiencing high rates of STIs. States can also test alternative payment 
methodologies under Section 1115 authority.133  

States have used Section 1115 waivers in a variety of ways to address SDOH. For example, 
North Carolina’s Healthy Opportunities Pilot provides enhanced case management and SDOH-
related services related to housing, food, transportation, and interpersonal safety. Eligible MCO 
beneficiaries must have at least one physical or behavioral health risk factor and at least one 
social risk factor including housing or food insecurity, transportation insecurity, or interpersonal 
violence risk.134 Oregon’s Section 1115 waiver provides financial incentives to managed care 
plans to measure and address health-related social needs.135 Under an 1115 waiver, California 
offers housing services to Medicaid beneficiaries who are either homeless or at risk of 
homelessness and are recuperating from hospitalization.136 California also has a pending waiver 
proposal to use Medicaid funds for grants to increase the strength of the state’s reproductive 
health system.137 In addition to increasing provider capacity, grants would be used for to support 
partnerships with community based organizations (CBOs) “who can assist with transportation, 
child care and similar needs,” and to connect patients with other social and health services.138 
For STI programs and for their community partners that are not clinically focused, such 
partnerships could be a way to leverage Medicaid support for key support services to address 
STIs and promote sexual health.  
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State Case Study: Connecticut 
Connecticut's Medicaid program, Husky Health, operates under a fee-for-service model with 
Accountable Service Organizations (ASOs) rather than a managed care model.139 Though 
operating without managed care limits some of the tools available to Connecticut to address 
SDOH in their Medicaid population, all SDOH interventions in Connecticut apply uniformly 
to Medicaid beneficiaries statewide, unlike interventions in other states designed specifically 
for certain managed care beneficiaries.  
 

Connecticut is currently pursuing a Section 1115 waiver to integrate more social services 
supports into its Medicaid program. The waiver will aim to achieve multiple state priorities 
including lowering costs by focusing on targeted preventive care and improving outcomes for 
vulnerable Medicaid enrollees.  
 

Looking to the example of other states, Connecticut hopes to use Medicaid funds to provide 
nutrition benefits to targeted populations including medically-tailored meals, nutrition 
education, and other services that would increase access to medically appropriate meals. 
Additionally, Connecticut plans to include Medicaid funding for housing supports in its 
Section 1115 waiver, to complement existing state housing programs. Connecticut proposes to 
use Medicaid funding for both direct housing costs like rent, utilities, and down payments in 
addition to housing support services like housing search assistance and eviction prevention.  

 
 

Please see Appendix B for further examples of state SDOH initiatives. 

 

Discussion: Considerations for STI Programs and Providers 
 

Based on the landscape of state and MCO efforts, our conversations with Medicaid officials, and 
the existing evidence on the relationship between STIs and SDOH, we offer the following 
considerations and recommendations for STI programs and providers.  

Collection of SDOH data 
Efforts to allow or require providers to track SDOH or health-related social needs among their 
clients could serve both individual and public health goals in the context of STI services. 

If providers of STI services begin to formally identify unmet social needs among their patients, 
they can better understand the factors that are impacting individual risk and choices. They can 
also identify whether and how these needs change over time. However, care should be taken to 
ensure effective screening questions. For example, interviewees noted that some patients are 
reluctant to share information about food or housing insecurity due to fear of losing custody of 
their children. Extra effort should be taken to ensure that SDOH data collection questions ensure 
accuracy and do not cause additional discomfort for patients. A national strategy for a SDOH 
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screening tool with definitions and uniform screening questions would help departments more 
readily facilitate effective and useful SDOH-related screening tools. 

One interviewee also noted that requiring providers to collect SDOH data can be highly 
burdensome, and if unfunded, can contribute to provider burnout. Additionally, asking providers 
to collect SDOH data but not improving capacity to address these SDOH-related needs can cause 
moral burden and frustration of providers, making them less likely to participate in screening 
programs that do not have a clear use for this data. 

Federally Qualified Health Centers (FQHCs) are well suited to collect SDOH-related data and 
identify patients with STIs and SDOH needs. FQHCs are typically supported by the presence of 
community health workers and other staff to consider and effectively address SDOH risk and 
other factors when treating STIs, and have additional resources and provide follow-up care 
within a patient’s whole household to ensure the effectiveness of interventions.  

To the extent SDOH data is collected centrally, STI programs may be able to track the 
relationship between unmet social needs, STI risk and utilization of STI services. This could 
potentially be accomplished by an analysis of claims data for STI testing and treatment, along 
with any SDOH data gathered and reported by providers. A data sharing agreement between the 
Medicaid agency and a departmental surveillance division could allow inclusion of data on 
positive tests, further informing agencies about community level needs.  

 

Referrals to Services 
As discussed below, a few states are using Medicaid (or CHIP) funds to specifically pay for 
unmet social needs. However, more broadly, most Medicaid programs considering SDOH are 
envisioning referrals to non-Medicaid-covered services. For example, a provider who identifies a 
patient with unstable housing could refer that patient to specific housing service providers. 
Closed-loop referral systems can help ensure that patients are referred successfully, and data can 
be collected to identify possible improvements to increase referral success.  

Whether or not they are currently formally screening for SDOH, STI programs and providers 
could begin planning now for how to develop robust referral systems that meet the needs of their 
specific clientele. Providing referrals may require specific knowledge of the range of services 
available in the state/community, as well as staff (e.g. case managers or social workers) and 
relationships with social service agencies or community-based organizations.  

STI service providers may want to develop specific relationships with providers that have the 
cultural competence to serve their patient populations, including youth, LGBTQ+ people, people 
of color, and others. Developing a directory or other system for STI providers could be a task for 
local or state departments of health, who can centralize information about eligibility for a range 
of public and private programs.  

One way to identify appropriate referral partners could be to reach out to the Ryan White 
program for people living with HIV. For STI clients who are living with HIV, the Ryan White 
program can cover a broad range of support services related to social needs including housing, 
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transportation, legal services, and nutrition. For people who are HIV-negative, the same 
organizations may be appropriate sources of services or referrals under different funding streams.  

 

Medicaid Coverage of SDOH Services 
As discussed above, a number of states are going beyond referrals, using Medicaid funding to 
pay for certain services for enrollees with unmet social needs. For example, Massachusetts is 
providing housing cost and coordination services to their Medicaid program’s unhoused 
population, and Minnesota Medicaid is coordinating with DHS to track and support enrollment 
into SNAP and other programs to address food insecurity, housing, and other needs. Such efforts 
can be costly, and coordination with state legislatures to align priorities may be required.  

STI programs and providers should be aware of specific Medicaid-covered social services 
available to enrollees and find ways to provide, or connect their clientele to, those services. For 
example: 

• Even without special waivers or payment models, Medicaid programs can reimburse for 
individual or group health education.140 Such services could be used for education on STI 
prevention and sexual health generally. 

• Medicaid programs can fund partnerships or connections with community-based 
organizations, local health departments, and other organizations to connect enrollees to 
needed support services and education. STI programs or providers could work with 
Medicaid programs to identify social service providers who are competent to serve young 
adults, LGBTQ+ populations, and others who might need both STI and social support 
services. 

• Medicaid programs can encourage or facilitate systems for community-based 
organizations to bill Medicaid for providing services to Medicaid beneficiaries to 
improve sustainability of the organizations and incentivize programs to connect more 
Medicaid-enrolled persons to SDOH-related services. 

 

Eligibility for Services 
In some states, Medicaid SDOH programs are targeted only to specific populations, either based 
on demographics, health status, specific unmet social needs, or geographic part of the state. STI 
programs and providers should take note of these eligibility factors and cross-walk them with 
STI risk and access to STI services to identify ways to maximize their benefit for their patient 
populations. For example: 

• STI risk is highly associated with SUD,141 and many states have Medicaid SDOH 
initiatives that support people with SUD. As of 2018, 38 state Medicaid plans cover peer 
support services, 29 cover comprehensive community supports, and 4 states cover 
tenancy support services for people with SUD to find stable housing.142 STI programs 
and providers could reach out to these initiatives to identify ways to integrate STI 
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screening and services into the existing suite of clinical and social supports provided to 
this population. 
 

• Other states may focus on the prenatal through postpartum period. As with SUD 
initiatives, STI programs could work with Medicaid officials to ensure that STI screening 
and services are integrated into the set of supports provided to participants. 
 

• In states with geographically limited initiatives, STI programs should identify high-
volume STI providers in the region to ensure that they are aware of the program and how 
to connect their patients to it.  
 

• States can identify populations with high SDOH-related needs and conduct cost-benefit 
or return-on-investment analysis to determine which programs would be most effective to 
implement. However, this may result in equity issues if programs for the most-at risk 
populations are underutilized, lowering their cost-effectiveness.  
 
 

Collaborations with Community-Based Organizations 
Most social determinants of health are not directly addressed in the clinical setting. Meeting 
unmet social needs related to housing, food, transportation or other areas often depends on the 
involvement of non-clinical social service organizations or providers, who are unlikely to be 
Medicaid participants. To support such providers, Medicaid agencies and MCOs can use 
approaches that go beyond traditional reimbursement.  

For example, housing support services through Minnesota’s Medicaid program leverage 
relationships with community-based housing providers and fund services through these 
organizations to meet the housing needs of vulnerable Medicaid beneficiaries. Another housing 
support program in Wisconsin relies on community organizations and local health departments to 
identify families who may be eligible for Medicaid-funded services to improve the conditions of 
housing.  

For STI programs and for their community partners that are not clinically focused, such 
partnerships could be a way to leverage Medicaid support for key services to address STIs and 
promote sexual health.  

Care and attention should be paid to what programs are developed between CBOs and MCOs. 
Interviewees noted that organizations tend to pick the “lowest-hanging fruit”, implementing 
programs that easily and quickly address some SDOH-related needs, typically ones that are low-
cost and easy to implement at the program level. Medicaid agencies and MCOs could set up 
incentives or payment structures like capitation payments, or create requirements to ensure that 
MCO-CBO partnerships and other programs are able to address more needs and implement 
programs that address core needs of the population, instead of addressing needs that are less 
important but are easier to address.  
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Focus on the Intersection of Medicaid and the Correctional System 
As discussed above, involvement with the correctional system is a social factor with a significant 
impact on sexual health. Recently, states have developed a variety of approaches to “suspend,” 
rather than terminate, Medicaid coverage to maintain inmates’ access to health care services and 
facilitate a continuity of care upon reentry.143 The goal is to permit a smoother reactivation of 
coverage when people reenter the community, reducing gaps in insurance coverage and care. In 
some states, these approaches are combined with screening or coordination requirements related 
to health needs and/or Medicaid eligibility, or requirements that Medicaid managed care 
organizations coordinate a transition to care in the community for people leaving prisons and 
jails. 

Other states have proposed Section 1115 waivers to permit Medicaid coverage for a set of 
services for people while they are still inmates. In January 2023, CMS approved a California 
waiver to cover certain Medicaid services for inmates during a period before their release, and 
the agency has encouraged other states to submit their own applications, with several pending.144  

STI program staff and providers should identify their state Medicaid program’s policy on inmate 
reentry, and identify opportunities for STI screening, education, and connection to services. 

Specific SDOH Considerations for Youth 
Adolescents and young adults – who, between ages 15 and 24, bear the burden of 46% of all new 
STIs – can be impacted by SDOH in distinct ways.145 Because 53% of Medicaid or CHIP 
enrollees are under age 21, and 7% are age 21-26, STI stakeholders should consider what role the 
program could play in mitigating barriers and risk factors specific to these populations.146 

Some common SDOH impacting STI risk and access to STI services generally are experienced 
in heightened ways among youth. In some regions, adolescents and young adults may be more 
likely to lack transportation to medical and support services, making telehealth options to address 
STI needs, and self-collection test kits for STIs particularly relevant for this population. 
LGBTQ+ youth, who are disproportionately impacted by STIs,147 are also far more likely than 
non-LGBTQ+ youth to experience homelessness.148 Children are also more likely to live in 
poverty than adults, making up one-third of all people living in poverty despite making up 22% 
of the population.149,150  

In addition, young people can face distinct social risk factors and barriers to services. 
Adolescents, particularly minors, bear the impact of laws and policies that limit their consent or 
privacy with regard to STIs. Generally, state minor consent laws for sexual health services apply 
regardless of payer.151 However, interviewees noted that Medicaid programs apply additional 
policies, such as sending certain notices to enrollees’ houses by mail, that can jeopardize 
adolescent enrollees’ privacy when accessing these services. Increasing confidentiality regarding 
plan documents would be a start, allowing adolescent and other enrollees to access services with 
less fear of disclosure regarding their sexual activity, orientation, or other factors. 

As noted above, Medicaid-supported tracking of SDOH data for adolescents as well as adults 
could help providers better serve individual youth and help STI programs better serve 
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communities. It may be helpful for STI programs and providers to reach out to any school-based 
health clinics in their region to identify if those clinics are participating in Medicaid and in any 
Medicaid-based SDOH initiatives or tracking.  

In addition to these factors, a growing body of state laws targeting youth, such as bans on access 
to trans care and Florida’s “Don’t Say Gay” law blocking discussion of lessons regarding sexual 
orientation and gender identity in all grades may harm mental health and promote stigma among 
youth. Such laws may reduce youth’s understanding of STIs and contribute to more stigmatizing 
language that further reduces youth’s desire to disclose information to or visit healthcare 
providers. Additionally, Florida and other states have passed laws banning gender affirming care 
or coverage in Medicaid for such care, further contributing to a hostile environment for LGBTQ 
persons who seek support and care in the healthcare system.  

State and local STI programs and STI providers can work together with community-based 
organizations to discuss relevant “policy determinants of health” in the state, for youth and all 
clients, and identify ways to mitigate stigma, mental health harms, and other negative impacts. 

Conclusion 
Social determinants of health have a significant impact on STI acquisition risk and on access to 
STI and broader sexual health services. Therefore, growing attention to SDOH in the Medicaid 
program creates a host of opportunities for STI programs and providers of STI services to better 
understand and serve their Medicaid-enrolled patients. STI stakeholders should learn about, and 
engage with, these efforts now to ensure that they are maximizing opportunities to include sexual 
health in statewide efforts and to tap into broader initiatives as providers. 
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Appendix A: Interviews Conducted 
 
National Sexual Health and/or Health Systems Experts (6 interviews total) 

Armonte Butler, Associate Director, LGBTQ Health & Rights, Advocates for Youth.  

Pedro Carneiro, MPH, PhD, Clinical Data Scientist, National Association of Community 
Health Centers 

Kimberly Diaz Scott, Vice President for Policy and Communications, National Family Planning 
and Reproductive Health Association 

Neda Jasemi, MS, Policy Analyst, National Association of Medicaid Directors  

Hannah Lascano, MPH, Senior Program Associate, Association for Community Affiliated 
Plans 

Enrique Martinez-Vidal, MPP, Vice President for Quality and Operations, Association for 
Community Affiliated Plans  

Kathy McNamara, RN, Associate Vice President of Clinical Affairs, National Association of 
Community Health Centers 

Madalyn News, MPH, Senior Medicaid Program Associate, Association for Community 
Affiliated Plans  

Bob Philips, MD, MSPH, Director, Center for Professionalism and Value in Health Care, 
American Board of Family Medicine 

State Medicaid Agencies (6 interviews total)  

Colorado: 

Aaron Green, MSW, MSM, Colorado Department of Health Care Policy and Financing - 

Health Disparities and Equity, Diversity and Inclusion Officer 

Peter Walsh, MD, Chief Medical Officer, Colorado Department of Health Care Policy and 
Financing Connecticut: 

Katharine (Katie) Berdy, Office of the Governor Fellow, Department of Social Services 

Massachusetts:  

Viveka Prakash-Zawisza, MD, MBA, MS, Senior Associate Medical Director and Care 

Delivery Innovation, MassHealth 

Gary Sing, PhD, Senior Director of Strategic Initiatives at MassHealth 

Minnesota: 

Nathan T. Chomilo, MD, FAAP, FACP, Medicaid Medical Director, State of Minnesota 
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Justine Nelson, PhD, Research Scientist, Minnesota Department of Health and Human Services 

Wisconsin: 

Jeffrey Huebner, MD, FAAP, Chief Medical Officer, Division of Medicaid Services, 
Wisconsin Department of Health Services 

Wyoming: 

Sarah Hoffdahl, Grants & Contract Administration Manager, State of Wyoming 
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Appendix B: Examples of State Medicaid SDOH Initiatives 
State Lever(s) Elements of SDOH Initiative(s) 

Arizona 

MCO 
flexibility152,

153,154 

• Requires MCOs to reinvest 6% of annual profits from Medicaid 
back in communities served. For example, plans may invest in food 
banks or housing. 
  
• Requires MCOs to use closed-loop referrals of members to social 
service organizations or support.  

California 

MCO 
flexibility, 
1115 
Waivers, 
DSRIP155,156,

157,158 

• Through CalAIM, an 1115 Waiver, MCOs are encouraged to offer a 
variety of coordinated housing and support services including 
housing transition navigation services, housing deposits, housing 
tenancy and sustaining services, short-term post-hospitalization 
housing, medical respite, respite services, day habilitation programs, 
transition services, personal care and homemaker services, home 
modifications, medically tailored meals, sobering centers, and asthma 
remediation. 
  
• Through the Whole Person Care 1115 Waiver pilot, beneficiaries 
receive care coordination and other services not covered by Medi-Cal 
to address medical, behavioral health, and social needs including 
housing, employment, substance use services, and medical respite 
services.  
 
• State Plan A 16-007 directs the state Medicaid program to utilize a 
housing navigator to develop relationships with housing agencies and 
permanent housing providers, including supportive housing 
providers, in order to refer and link Medicaid-eligible participants 
with community-based housing resources.  

Colorado 

Case 
management, 
Plan 
requirements, 
SPA159,160,161,

162 

• Colorado provides targeted case management, assessments, and 
referrals to community services for individuals transitioning from 
incarceration.  
 
• Plans are required to submit a bi-annual report describing how 
contractors engaged members and community stakeholders in the 
Accountable Care Collaborative and report the number of population 
health educational outreach contacts in alignment with the 
Department’s Population Management Framework. Plans must also 
establish relationships with Community organizations that provide 
resources such as food, housing, energy assistance, childcare, 
education, and job training, to promote the health of local 
communities and populations. 
  
• A State Plan Amendment (SPA) added case management services 
for individuals who are transitioning from an eligible nursing or care 
facility with intensive needs or who have recently transitioned to a 
community setting. These services support individuals to successfully 
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integrate into community living by facilitating linkages to needed 
assistance.  

Connecticut 

Delivery 
system 
reform, 
SPA163,164,165 

• Connecticut uses ASOs which use data to deliver more efficient and 
targeted care including through initiatives to address enrollee SDOH 
including housing, food security, and physical safety. Connecticut 
Medicaid's contractors may be required to assess enrollees for SDOH 
needs and connect enrollees to resources.  
 
• Connecticut Housing Engagement and Support Services is a Section 
1915(i) SPA that provides pre-tenancy and tenancy supports, as well 
as rehabilitative, life skills, and care coordination services to 
individuals with chronic conditions who are experiencing 
homelessness and are eligible for state plan HCBS.  
 
• Community First Choice is a Section 1915(k) SPA that provides 
assistance to eligible individuals transitioning from an institution into 
a new household. Assistance may be in the form of certain 
furnishings, household necessities, pest control, or health 
accommodations.  

Illinois 

MCO 
requirements
166 

• MCOs are required to hire a staff person dedicated to population 
health initiatives. This staffer will be a liaison, responsible for all 
population health and related issues, including population health 
activities and coordination between behavioral health services. 

Kansas 

MCO 
requirements
167 

• Requires MCOs to implement value-based purchasing models that 
expand service coordination, increase employment and provide better 
outcomes for foster children. 

Kentucky 
MCO 
flexibility 168 

• Humana Healthy Horizons provides internet infrastructure, internet 
education, and telehealth services to residents of a county in 
Kentucky.  
 
• Medicaid MCOs WellCare and Kentucky Homeplace funds gas 
cards for rural members in Eastern Kentucky to help with members’ 
transportation needs. 
 
• Medicaid MCO Anthem provides limited donations to a nonprofit 
that distributes nutritious food and meals.  

Louisiana 

MCO 
flexibility, 
MCO 
requirements
169,170 

• MCO Aetna BetterHealth of Louisiana has invested in community-
based organizations and services including a mobile hygiene unit to 
increase care access for pregnant women.  
 
• MCOs are required to reimburse providers for SDOH screening and 
submitting applicable diagnosis codes (Z codes) on claims. 
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Maine 

Case 
management, 
SPA171 

• Beneficiaries with opioid use disorders or behavioral health 
disorders may be integrated into health homes that provide screenings 
and referrals for social needs. An approved SPA allows for services 
through health homes that screen for beneficiaries’ housing needs and 
provide coordination of resources that help participants in accessing 
and maintaining safe and affordable housing. 

Maryland SPA172 

• Through a 1915(c) SPA, Maryland provides support services to 
participants with developmental disabilities and their families to 
enable participants to work toward self-determination, independence, 
productivity, integration, and inclusion in all facets of community life 
across their lifespans.  

Massachusetts 

Capitation 
rate 
adjustment, 
Value-added 
services173174 

• Massachusetts sets capitation rates based on SDOH data by zip code 
considering stress scores, housing security, mental illness, and 
disability.  
 
• Plans for dual eligibles are encouraged to provide housing-related 
services like housing search assistance, home modifications, and 
transition costs. 

Michigan 

MCO 
flexibility 
175,176 

• Mandates that MCOs employ at least one community health worker 
per 20,000 beneficiaries to coordinate access to social services 
tailored to the needs of community members in terms of cultural and 
linguistic competency. 

Minnesota 

Capitation 
rate 
adjustment, 
SPA177,178 

• State adjusts population-based payments to ACOs based on SDOH 
factors of members including homelessness, mental illness, substance 
use disorders, past incarceration, and child protection involvement. 
  
• The Community Supports Waiver is a 1915(i) SPA that provides 
people with disabilities or at risk of homelessness with housing 
stabilization services including those that help people plan for, find, 
and move into homes or maintain housing. 

New Mexico 
MCO 
flexibility179 

• Requires that plans maintain a supportive housing specialist to work 
with members to assess housing needs and to identify appropriate 
resources to obtain housing and stay housed 

North Carolina 

1115 
Waiver180,181,

182,183,184 

• Through the Healthy Opportunities 1115 Waiver, Medicaid funds 
can be used for case management and other services to address 
enrollee needs related to housing, food, transportation, and 
interpersonal safety. 
  
• The North Carolina Medicaid Reform Demonstration covers 
services to improve health-related needs for Medicaid beneficiaries 
including home repair and remediation services.  
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Ohio 

MCO 
flexibility, 
MCO 
requirements
185,186 

• Ohio-based MCOs partner to provide funding to food banks in 
beneficiary service areas.  
 
• MCOs must reimburse providers for SDOH screening and 
submitting applicable diagnosis codes (Z codes) on claims. 

Oklahoma 

MCO 
requirements
187 

• MCOs must have Health Equity Representatives to engage in 
improvement initiatives to reduce adverse health outcomes among 
enrollees, determine the root cause of inequities, develop targeted 
interventions and measures, and collect and analyze data to track 
progress in disparity reduction efforts. 

Oregon 
1115 
Waiver188 

• The Social Needs Screening and Referral measure incentivize 
managed care plans to measure and address health-related social 
needs through assessments and connections to community services.  

Rhode Island 

Delivery 
system 
reform, MCO 
incentives189,

190,191 

• Medicaid MCOs sub-contract with integrated provider 
organizations called Accountable Entities which must screen for 
SDOH like housing, food security, safety, education, transportation, 
and employment and build capacity to address members' SDOH 
needs.  
 
• MCOs earn incentives for conducting screenings, home visits, 
education, and other programming to address lead poisoning in 
children. 

Tennessee 

MCO 
requirements
192 

• MCOs must submit a monthly Member Experience Report with 
assessments of members looking to make housing transitions that 
include but are not limited to, transition wait times, transition 
barriers, monthly income amounts, housing options chosen, and 
counties chosen for transition. 
  
• MCOs must hire a staff person to oversee housing and long-term 
support programs. The housing specialist must work with the housing 
agencies to help develop and access affordable housing services for 
members receiving eligible support services and must educate other 
Medicaid staff on housing coordination services. 

Washington 

1115 
Waivers, 
MCO 
requirements
193,194,195 

• The Accountable Communities of Health 1115 Waiver encourages 
coordination between healthcare partners and community-based 
organizations that provide social support services that address the 
social determinants of health. 
  
• Washington partners with FQHCs that administer Health Care for 
the Homeless programs to provide supportive housing and supported 
employment support to eligible participants. 
  
• The Foundational Community Supports 1115 Waiver aims to 
integrate behavioral health into the larger healthcare system and to 
address housing and employment needs as SDOH.  
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Wisconsin 

MCO 
requirements
196 

• Medicaid MCOs must screen members for SDOH including access 
to housing, utilities, transportation, and food. MCOs must use 
screening data to determine the needs of their beneficiary populations 
based on demographic and SDOH characteristics.  
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