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Session Goals
• Demonstrate how MCO procurement 

drives transformative change

• Provide insights from both Medicaid 
agencies and MCOs

• Share successes and lessons learned

• Support Medicaid Food Security 
Network's goal to develop template 
contract language
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The Hunger Vital Sign™: A Foundation for Change
• Validated two-question screening tool
• Gold standard for identifying food insecurity in healthcare settings
• Catalyzes healthcare delivery transformation
• Connects patients to SNAP, WIC, and other resources
• Improves long-term health outcomes

 



The Evolution of Food Security in Healthcare

• Predates 1115 waivers and In Lieu of 
Services provisions

• American Academy of Pediatrics:

 "The early detection and management 
of poverty-related disorders is an 
important, emerging component of 
pediatric scope of practice."

• Significant progress since 2016 when we 
first discussed CMS paying for 
screenings



Medicaid MCO Procurement: 
A Transformative Policy Vehicle

What is Medicaid MCO Procurement?
• Process by which state Medicaid 

agencies select MCOs
• Powerful lever for systemic change at 

the state level
• Opportunity to establish requirements 

affecting millions of Medicaid members
• Viable pathway even in the current 

policy landscape



The Through-Line: 
From Requirements to 
Implementation

• Contract compliance → Innovation 
pipeline

• Risk stratification → Value-based care

• Minimum requirements → 
Comprehensive referral networks

• Data integration across systems



First-Movers and Best Practices

❖ Advantages of early adoption:

➢ Infrastructure development ahead 
of competitors

➢ Stronger community partnerships

➢ Valuable ROI data

➢ Pilot programs that scale

❖ Michigan's example of systemic change 
through procurement



Medicaid Contracts as a 
Tool for Food Access

Medicaid Food Security Network Summit
May 8, 2025



MIHealthyLife Milestones

July 2022
Released 

MIHealthyLife 
Public Solicitation 

for Stakeholder 
Input

Late October 2023
Release CHCP RFP

Stakeholder Engagement 
and Program Design

January 2024
CHCP RFP 

Responses Due

March 2024
Announcement 
of CHCP Awards

October 2024
New CHCP 

Contracts Start

CHCP Procurement 
Open 

Transition Period

MDHHS received nearly 10,000 responses to its 

public solicitation; these responses informed the 

MIHealthyLife pillars and design process



Framework for Addressing SDOH 
Through Medicaid Managed Care

Managing 
Social Needs

Identifying 
Social Needs

Investing in & 
Engaging with the 

Community

Key Requirements:
 

• Screen Medicaid Enrollees for 
unmet social needs. 

• Monitor whether Medicaid 
Enrollees receive services to 
address their needs.



Goal: Ensure that Medicaid Health Plans are accountable for identifying unmet needs among Enrollees 
and help to address health-related factors.  

• Identifying Social Need Among Enrollees: Medicaid Health Plans are required to screen Enrollees for needs, 
including food, housing, and transportation needs within 90 days of plan enrollment, at annual redetermination and 
during transitions of care, following up at least twice if needed to complete the screening.
o Reporting Screening Rates: Medicaid Health Plans must submit quarterly reports showing how many 

members were screened, how many could not be reached, and how many declined to participate. 
o Using Standardized Screening Tools: To ensure consistency, the state requires all Medicaid Health Plans to 

use MDHHS-approved screening instruments to assess needs related to food, housing, and transportation. 
• Connecting Performance to Payment (Quality Withhold):The state strengthened the SDOH-related 

benchmarks that Medicaid Health Plans must meet in order earn back the part of their funding that is contingent on 
performance and quality.

Screening and Reporting Requirements

Identifying Enrollee’s unmet social needs is an important step in addressing the major causes of poor health and health 
care outcomes. The state established new requirements that Medicaid Health Plans screen for health-related social needs 

among Enrollees. 

Source: Comprehensive Health Care Program for the Michigan Department of Health and Human Services (FY2025). Contract Sections:
 1.1. Contractor Requirements, V. Access and Availability of Providers and Services, S. Care Coordination
Appendix 5. Performance Bonus (Quality Withhold)

https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Forms/FY25-CHCP-Clean-Contract-FINAL.pdf?rev=0aaf74ce53ed44b997de8b675dcc2d1d&hash=F1F43F89AF93AEB0B16F2BA7DF1ED406


CHCP Quality Withhold and SDOH

Features New for Fiscal Year 2025 & 2026
Key HEDIS® measure 
performance

✔ Medicaid Health Plans report the HEDIS® Social Needs Screening and Intervention 
(SNS-E) measure, which assesses:

• The percentage of Enrollees who were screened for unmet food, housing and 
transportation needs, and received a corresponding intervention if they screened 
positive.

Michigan-specific custom 
quality measures and priority 
projects

✔ Social Determinants of Health - Screening Rates, requires Medicaid Health Plans to 
report unmet social need screening rates. Medicaid Health Plans earn points based on: 

• Meeting screening thresholds
• Showing statistically significant improvement in screening rate over the previous 

year

✔ Social Determinants of Health –SDoH Referrals, requires Medicaid Health Plans to 
report a comprehensive list of resources to meet members’ SDOH-related needs for 
each Region they serve. 

Source: Comprehensive Health Care Program for the Michigan Department of Health and Human Services (FY2025). Appendix 5. Performance Bonus (Quality Withhold)

https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Forms/FY25-CHCP-Clean-Contract-FINAL.pdf?rev=0aaf74ce53ed44b997de8b675dcc2d1d&hash=F1F43F89AF93AEB0B16F2BA7DF1ED406


Framework for Addressing SDOH 
Through Medicaid Managed Care

Managing 
Social Needs

Identifying 
Social Needs

Investing in & 
Engaging with the 

Community

 
• Support Enrollees by 

addressing unmet social needs 
as part of Population Health 
Management Program

• Send all members information on 
public benefits

• Factor SDOH when assessing 
and providing care 
management

• Ensure workforce is equipped to 
support unmet social needs

o Encourage use of Community 
Health Workers (CHWs)

o Require contracting with 
community-based organizations 
(CBOs) to address SDOH

Key Requirements:



Population Health Management 
Requirements

For Enrollees 
receiving care 

management, the 
Medicaid Health 

Plan must….

…help Enrollees obtain Social Services to address unmet needs. To extent possible, the 
following activities must be offered by or coordinated with the Enrollee’s care team: 

For all Enrollees, 
the Medicaid 
Health Plan 

must….

✔ Consider SDOH when designing population health improvement interventions 
✔ Provide Enrollees information about the availability of other public benefit programs 

and support them in applying for, and promote the use of, the state’s centralized portal (MI 
Bridges).

✔ Track referrals to ensure Enrollees receive all 
necessary services

✔ Coordinate health and Social Services 
between settings of care, delivery systems, 
and programs

✔ Assist members in applying for public benefit 
programs, including but not limited to WIC, 
SNAP, TANF, and utility and weatherization 
programs, and using MI Bridges 

✔ Conduct assessments to identify any 
unmet needs

✔ Address unmet social needs when an 
Enrollee screens positive. 

✔ Refer Enrollees to community-based 
Social Services and other resources 
to address unmet needs not covered 
under contract 

Source: Comprehensive Health Care Program for the Michigan Department of Health and Human Services (FY2025). 1.1. Contractor Requirements, X. Population Health

https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Forms/FY25-CHCP-Clean-Contract-FINAL.pdf?rev=0aaf74ce53ed44b997de8b675dcc2d1d&hash=F1F43F89AF93AEB0B16F2BA7DF1ED406


Managing 
Social Needs

Identifying 
Social Needs

Investing in & 
Engaging with the 

Community

Framework for Addressing SDOH 
Through Medicaid Managed Care

Investing in & 
Engaging with the 

Community

Key Requirements:
 

• Invest a portion of Medicaid 
profits in CBOs.

• Encourage Medicaid Health 
Plans to offer ILOS.



In Lieu of Services

Priority SDOH Domain 

Food and Nutrition

Food Insecurity in MI is Rising

In 2020, nearly two million people in Michigan 
experienced hunger. 1 in 7 children in Michigan 
were estimated to be food insecure. 

ILOS Service Definitions Development

• Evidence indicates these ILOS can improve 
Enrollee health outcomes and can reduce how 
often a person must use more serious levels of 
medical care.  

• Input from community partners and learnings 
from other states.  

Medicaid Health Plans are strongly encouraged to provide one 
or more of the MDHHS pre-approved ILOS

• Medicaid Health Plans that elect to offer ILOS must adhere to 
MDHHS requirements, including:
✔ MDHHS established service definitions
✔ MDHHS defined eligible populations 
✔ Use of standard code sets 

• Medicaid Health Plans that elect to offer ILOS must:
✔ Utilize a consistent process for determining medically 

appropriateness 
✔ Maintain Enrollee right to receive Covered Services (cannot require 

ILOS utilization) 
✔ Submit policies and procedures for MDHHS approval prior to 

implementation 

Source: Comprehensive Health Care Program for the Michigan Department of Health and Human Services (FY2025). 1.1. Contractor Requirements, X. Population Health

https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Forms/FY25-CHCP-Clean-Contract-FINAL.pdf?rev=0aaf74ce53ed44b997de8b675dcc2d1d&hash=F1F43F89AF93AEB0B16F2BA7DF1ED406


Community Reinvestment

Under new requirements, Medicaid Health Plans must invest 5% of profits in their 
communities.

OBJECTIVES OF COMMUNITY REINVESTMENT: 
❖ Formalize longstanding reinvestment efforts by 

Medicaid Health Plans. 
❖ Increase funding in communities to address 

Medicaid members’ SDOH, to ultimately improve 
health.

❖ Provide funding to support new and expanded 
partnerships between CBOs and Medicaid Health 
Plans, including to build CBO capacity to provide in 
lieu of services (ILOS).

60% must address 
food insecurity.

The remaining 40% 
can address food 
insecurity and/or 

housing instability.

The Community Reinvestment Obligation cannot pay for 
services that Medicaid Health Plans are required to pay for or to 

meet other contract requirements.



CHCP Contract in Action 

Comprehensive 
Health Care 

Program 
Contract

Community 
Engagement

Collaborative 
Design 

Implementation 
Supports

Contract 
Management

Quality & 
Performance 
Management

Continuous 
Improvement



Thank You
Resources: 
•MIHealthyLife
•CHCP Sample Contract
•In-Lieu of Services
•Community Reinvestment

Katie Commey, MPH
Manager, Strategic Engagement & Planning

Aaron Canfield 
Manager, Plan Management

Contact: 
MDHHS-ENGAGEMedicaid@michigan.gov

https://www.michigan.gov/mdhhs/mihealthylife
https://www.michigan.gov/mdhhs/-/media/Project/Websites/mdhhs/Assistance-Programs/Medicaid-BPHASA/Forms/FY25-CHCP-Clean-Contract-FINAL.pdf?rev=ddedb4d7980c4567b8f12ef59829a9d2&hash=E2A6A0D1741D581615CE66FD4B56AF7D
https://www.michigan.gov/mdhhs/mihealthylife/michigan-in-lieu-of-services/capacity-connect-initiative
https://www.michigan.gov/mdhhs/mihealthylife/community-reinvestment
mailto:MDHHS-ENGAGEMedicaid@michigan.gov


Confidential | For Internal Use Only

Kaiser Permanente Community Support Hub™

Jennifer Park

Social Health Practice
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Hub Call Center Caring Moment

Region: SCAL
Timeframe: Oct 2024
Community Organizations:
• CA Public Utilities Commission
• St. Margaret's Center
• Turning Point
Campaign: Centralized Referral Model

Insert stock 
photo

Maria’s* care provider sent in a referral to the Hub Call Center 
after finding out she needed help with her finances, food and 
utilities

Maria shared that she did not have enough income to cover all 
her monthly expenses. She especially struggled with having 
enough food to eat and paying her utility bills. The Hub Call 
Center provided Maria several resources that could offer 
support

When the call center followed up with Maria, she was able to get 
her utility bill lowered and received food from two different 
organizations. She also said she was going to explore the 
employment resources that the agent sent her to look for a 
higher paying job. Maria was extremely grateful for the help and 
resources she received. 

*Maria is a pseudonym



Social Health at 
Kaiser Permanente

The Social Health Practice at Kaiser 
Permanente is integrating social health 
with physical and mental health by 
focusing on establishing scaled systems, 
tools, and interventions required to support 
KP members across the enterprise in a 
sustained way. 

We are addressing social factors that impact 
the health of our members by systematically 
and proactively identifying social needs, 
connecting members to resources, and 
establishing support and follow-up.

25
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Kaiser Permanente Community Support Hub™

26

Social 
health 
screenings

Community
Support Hub

Proactive & 
on-demand 
engagement
channels

Community 
resource 
directory & 
referrals  

Call
center 

Government 
program 
enrollment 
support 

Follow 
up & outcome 
tracking

KP’s shared service infrastructure with the tools and capabilities needed to identify when members have social 
needs, connect to support, follow-up and track outcomes
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Member Journey Utilizing the Hub Call Center



Member Follow Up Survey

Member Experience and Follow Up Workflows

Member Experience Survey

Day 0 Day 3 Day 5

Day 14 Day 16 Day 18 Day 20

Day 7

Sends Aftercall 
Survey

If no response:
Sends 1st 

reminder email

If no response:
Sends 2nd reminder 

email

If no response:
Survey link 

expires

If no response:
Sends 1st 
reminder 

email

If no response:
Sends 2nd 

reminder 
email

If no response:
Survey link 

expires

Community Organization Follow Up

 

Members select 
manual or digital 

follow up:

Day 22-30

Final 
Telephonic

 attempt
 to reach member

Day 3-7 Days 7-30+

Agent calls 
member at 
scheduled 

time

If no response:
Will make 3 attempts

If members request additional support:
Ongoing follow up calls

Day 0 Days 2-7

Sends 
Follow-up 

Survey

Referral to 
CBO made 

CBO accepts 
or rejects 
referral

CBO 
indicates 

outcome of 
referral

Days 7+14

(if applicable)

Community 
Resource 
Platform 

referrals to 
CBOs

Digital

Telephonic
(live follow up)
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Evolution of the Hub Call Center Operational Model 
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      Increasing Access and Support for Members

30

Automation of Positive Screenings
Positive social needs from standard social health screenings either have a daily file sent 
to HCC or automatically uploaded into a call directive that offers efficiency features.

Outreach Modality
HCC operational model evolved to incorporate more outreach efforts to support our 
members rather than only relying on inbound calls through screening workflows and 
targeted outreaches (climate care, Medicare, high risk scores). 

Centralized Referrals
Care delivery can send electronic referrals to HCC through the EMR or the Unite Us 
platform as a central place to send electronic social health referrals.

Data Integration
HCC has direct access to the EMR or established technology solutioning 
built out to automate documentation of interventions in progress notes 
and to update screening needs. 























THANK YOU
Your feedback is 
important to us, please 
take a moment to fill out 
our survey. The first 10 
respondents get a $10 
e-gift card, and you can 
submit the survey 
multiple times if you 
think of more to share.


