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Abstract

Recognizing that social factors influence patient health outcomes and utilization, health systems have devel-
oped interventions to address patients’ social needs. Care coordination across the health care and social service
sectors is a distinct and important strategy to address social determinants of health, but limited information
exists about how care coordination operates in this context. To address this gap, the authors conducted a sys-
tematic review of peer-reviewed publications that document the coordination of health care and social services
in the United States. After a structured elimination process, 25 publications of 19 programs were synthesized to
identify patterns in care coordination implementation. Results indicate that patient needs assessment, in-person
patient contact, and standardized care coordination protocols are common across programs that bridge health
care and social services. Publications discussing these programs often provide limited detail on other key ele-
ments of care coordination, especially the nature of referrals and care coordinator caseload. Additional research

is needed to document critical elements of program implementation and to evaluate program impacts.
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Introduction

SOCIAL AND ECONOMIC factors impact health outcomes
and perpetuate disparities between advantaged and dis-
advantaged groups.'> These nonclinical factors, known as so-
cial determinants of health, are often more important than
health care in explaining population health outcomes.”™ To
improve patient health and avoid unnecessary utilization and
cost, providers and delivery systems are increasingly imple-
menting interventions to address patients’ social needs, in-
cluding assistance with employment, housing, education, food
security, and navigating the legal system.®™ However, long-
standing separation of health care and social services poses
challenges to effectively linking patients across these sec-
tors for appropriate support. Care coordination is an approach
that providers have used for decades to reduce fragmentation
in health care,”'” and represents an important strategy for in-
creasing continuity of health care and social services for pa-
tients with complex needs.

Care coordination can be broadly described as the inten-
tional organization of patient care across multiple partici-
pants, accompanied by the sharing of relevant information, to
improve the safety and effectiveness of services.'"'? Sys-
tematic and narrative reviews have summarized a large body
of literature on care coordination across health care disci-
plines including primary care, behavioral health care, and
specialty care.”'*'” However, existing research has not fo-
cused on care coordination across the health care and social
service sectors. Prior systematic reviews documented clini-
cal interventions to address patients’ social needs,®’ but did
not provide details on the specific practice of care coordi-
nation within these interventions. Care coordination span-
ning health care and social services merits special attention
because organizations in these sectors often differ in orga-
nizational structure, financing, workplace culture, and other
factors.”*?! These differences create barriers to effective part-
nerships that do not exist when coordinating care within the
health care system. It is thus plausible that care coordination
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across health care and social services manifests differently
from coordination across specialties within health care. How-
ever, no studies have synthesized literature to identify impor-
tant aspects of this type of care coordination, leaving potential
shortfalls in researcher and practitioner understanding.

To inform the implementation and evaluation of cross-
sector programs that address both medical and social needs,
this article fills a gap in the literature by systematically re-
viewing research on care coordination across health care and
social service sectors. The research team addresses the ques-
tion: ‘“What program elements are most commonly de-
scribed in publications regarding care coordination across
health care and social services?’’ In this review, health care
is defined as medical care focused on physical health, and
excludes coordination that focuses on linking only behav-
ioral health and social services. Social services are defined
as any nonmedical services to meet basic social or economic
needs, excluding health promotion and education focused
solely on health.

Conceptual framework

This systematic review is informed by a conceptual frame-
work (Table 1), which the research team developed based on
a review of available frameworks specifying key elements
of care coordination.””*” The team identified 9 key elements
hypothesized to influence the effectiveness of care coordi-
nation programs, subdivided into 2 categories: processes that
occur during care coordination, and infrastructure that pro-
vides foundational support for care coordination processes.

Five elements of the framework consist of care coordi-
nation processes that occur on an ongoing basis to support
patients: assessment of patient needs, care planning, patient
engagement, referrals across service types, and account-
ability monitoring. With some differences in terminology,
the Agency for Healthcare Research and Quality includes
each of these processes as a ““‘mechanism’ for achieving care
coordination in their Care Coordination Measures Atlas.*®
Among these elements, systematic assessment of patient
needs and the subsequent development of tailored care plans
are 2 of the “Ten Essential Characteristics of Care Coor-
dination”” proposed in a recent commentary.”’ One system-
atic review of care coordination measurement instruments
found that 59% included assessment of needs and goals, and
44% included creation of a proactive plan of care.”* Another
study of 7 programs that linked health care and social ser-
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vices found that all provided baseline health assessments,
social needs assessments, and individualized care plans,26
highlighting the importance of these activities. Patient en-
gagement is another process common to high-performing
care coordination programs. Effective approaches to patient
engagement include a 2patient—centered approach that sup-
ports self—management, 428 bngoing monitoring and follow-
up of patients,”>*® and regular communication with patients
and their families or caregivers.”® One study found that care
coordination programs successfully reduced hospitalizations
when they included fre%uent in-person contact with patients,
at least once a month.’

Referral processes also are central to coordinating care.
A multiple case study of programs that bridge across health
care and social services found that all referred patients to
both social services and medical care.”® Transitions between
settings are effective when they are “‘planned and proac-
tive.”*° For example, one review of literature on linkage to
medical and social services for patients with HIV found that
““active” referrals, such as helping patients make appoint-
ments or even going with patients to obtain services, were
more effective than ‘‘passive’’ referrals such as only pro-
viding patients with service information.®’ Additionally,
accountability processes are essential to ensure fidelity of
implementation of care coordination elements. Examples
include regular interdisciplinary team meetings of provid-
ers,”’2 formal partnerships or shared governance structures
established between organizations,” co-location of provid-
ers at the same physical site,”’*° and developing a shared
vision of patient-centered care.*’

The remaining 4 elements of the framework relate to un-
derlying infrastructure elements for supporting care coordina-
tion processes: staffing and workforce development, structures
for sharing information, standard protocols for care coordi-
nation, and financing arrangements. Regarding staffing, one
systematic review of care coordination frameworks found
that 73% included workforce as a concept.”® Effective care
coordination programs build interdisciplinary teams consist-
ing of different types of staff to meet patient needs,””** and
often provide specialized training in care coordination.®
Though research on care coordinator caseloads is limited, one
study of care coordination in patient-centered medical homes
found that high caseloads pose challenges,* and research on
social worker caseloads indicates that high caseload sizes
contribute to staff burnout.>* In addition to strategic staffing,
information sharing through electronic systems and other

TABLE 1. FRAMEWORK OF CARE COORDINATION PROGRAM ELEMENTS

Category Program element

Description

Needs Assessment
Care Planning
Patient Engagement
Referrals

Care Coordination
Process

Systematic assessment of patient medical, social, and other needs.
Development of an individualized care plan to guide care coordination.
Nature, frequency, and modes of communication with patient.

Nature of referrals to medical, social, and other services (eg, “‘active’ or

“warm handoffs’’).

Accountability
Care Coordination Staffing
Infrastructure

Information Sharing

Mechanisms for ensuring team members effectively coordinate care.

Type of staff involved, training provided to staff, and caseload for care
coordination.

Sharing of patient information across relevant providers to support care

coordination.

Standard Protocols
Financing

Specialized protocols or workflows for care coordination.
Specialized funding or reimbursement structures for care coordination.
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mechanisms is also essential to care coordination,” = 729

though patient privacy and confidentiality rquuire careful
consideration prior to integrating data systems.”

Standard procedures or protocols, such as written guid-
ance documents, are another important infrastructure ele-
ment to support care coordination processes. Weaver et al*’
emphasize the importance of plans and rules such as poli-
cies, guidelines, and flow diagrams to coordinate care, and
prior research has highli§hted the example of protocols to
guide referral processes.”’ However, a multiple case study
of programs that link health care and social services found
that only 4 of 7 implemented specialized intervention pro-
tocols,?® raising questions about the prevalence of standard-
ized procedures in coordination of health care and social
services. Finally, financing constitutes another key element
of care coordination infrastructure. One study of programs
that bridge health care and social services noted flexible fi-
nancing as a contributor to program success,”> while another
identified financing as a challenge to implementing this type
of program.*® Despite the importance of understanding the
financial structure of care coordination, a systematic review
of care coordination frameworks found that only 24% in-
cluded financing as a concept, indicating that this represents
a potentially under-explored care coordination element.”® The
research team include financing along with the other 8 ele-
ments to organize the results of this systematic review of lit-
erature on the coordination of health care and social services.

Methods
Search strategy

This systematic review was written in accordance with
Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines (Supplementary Table S1,
available with the article online).’® A protocol was regis-
tered in the PROSPERO registry for systematic reviews
(PROSPERO 2019 CRD42019118031). Two investigators
developed the search strategy in consultation with a research
librarian. In July 2018, the research team searched PubMed,
PsycINFO, CINAHL Plus, the Cochrane Database of Sys-
tematic Reviews, and the Cochrane Central Register of
Controlled Trials (CENTRAL) for relevant publications.
The search was limited to English language articles pub-
lished since 2010 that contained keywords such as care,
healthcare, service use, coordinat* (asterisk indicating a
wild card for the rest of the word), integrat*, collaborat*,
social services, social needs, cross sector, high utilizing,
high utilizer, super user, and hot spotter. The research team
also identified additional publications by reviewing the
references of publications identified in the original search.

Inclusion and exclusion criteria

Publications were included if they described care coor-
dination elements, included adequate empirical detail about
program implementation or outcomes, described care coor-
dination across multiple sectors and multiple organizations,
focused on non-elderly adults, were located in the United
States, and focused on care coordination to address both
medical needs and social needs that are not traditionally
addressed in the health care system (eg, not solely health in-
surance enrollment, physical activity promotion, or similar).
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To identify publications for inclusion and exclusion, the re-
search team engaged in a multistep process of screening
titles, abstracts, and full publications. First, team members
screened publication titles, and excluded publications that
clearly were not relevant. Then, 2 investigators independently
reviewed the abstracts of the remaining publications. The
abstract reviewers resolved disagreements in partnership with
a third reviewer through discussion and consensus. Finally,
2 investigators independently reviewed the full-text versions
of the remaining publications, and again resolved disagree-
ments through discussion and consensus. The research team
used Endnote software, version X8.2 (Clarivate, Philadel-
phia, PA) to manage publications during each stage of the
review. Additionally, prior to each stage the investigators
reviewed a small subset of the publications as a training set
to ensure consistency in coding and to refine the inclusion
and exclusion criteria.

Data extraction

After the full-text review, members of the research team
extracted information from the final publications using a
structured web-based form that populated a spreadsheet. The
form included both open-ended and closed-ended questions
to categorize and describe each included publication. At
least 2 members of the research team reviewed the infor-
mation extracted from each publication to ensure accuracy.
This review did not include a risk of bias or study quality
assessment because the information extracted from the pub-
lications focused on the implementation of the programs that
the publications described, and not the empirical findings of
the published studies.

Results
Overview of included publications

The initial search of research databases resulted in 1694
publications, and an additional 418 were identified through
other means including reviewing references of identified pub-
lications. After screening for eligibility, 25 publications were
included in this review (Figure 1).*”-°! Two more publica-
tions contained information about multiple programs that
coordinated across health care and social services, but were
excluded because they provided insufficient detail about
each program for the purpose of this review. Additionally,
several programs were described in more than 1 publication.
As a result, the final set of 25 publications discussed 19 dis-
tinct care coordination programs that met criteria for inclu-
sion in analysis. Care coordination programs varied in their
target geographic location, type of lead organization, eligi-
ble population, and social services addressed (Table 2).

Of the 25 publications included in the final analysis,
16 (64%) used descriptive study designs that did not include
rigorous quantitative comparisons to evaluate the impact of
the program discussed. Eight of these 16 descriptive publi-
cations provided narrative descriptions of the program with
limited empirical data. Four included descriptive quantita-
tive data such as number of people served, frequency and
nature of contacts and referrals, patient demographics and
needs, patient health care utilization (without rigorous com-
parison to a control), and patient and provider experien-
ces in the program. Three used qualitative methods, mainly



FIG. 1.

interviews, to report facilitators, barriers, and other themes
in program implementation, and one presented a mix of de-
scriptive quantitative data and qualitative interview results.
The remaining 9 nondescriptive publications (36%) used
observational and randomized study designs to evaluate pro-
gram impact. Of these, 4 used a nonrandomized pre-post
design to evaluate change in outcomes over time with a fo-
cus on individual-level clinical health indicators, health care
utilization, or cost of care. Three used a nonrandomized
cohort design and reported measures including odds ratios
for patient health events, and health care utilization rates
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during set time periods across intervention and comparison
groups. Only 2 publications relied on a randomized design;
both reported health care utilization as a primary outcome,
and one reported health care cost. No publications evaluated
program impact on patient socioeconomic status, or social
services utilization or cost.

Care coordination program elements

Care coordination program elements are described at the
program level (n=19), rather than the publication level, as
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some programs were referenced in multiple publications.
Publications included in this review contained varying de-
grees of detail regarding care coordination program imple-
mentation (Table 3). Despite variation in target population
and setting, all but 2 of the 19 programs (89%) implemented
a systematic process to assess patient needs. Though most
programs likely conducted a systematic assessment of both
medical and social needs, publications provided limited
detail on specific social needs assessed or assessment tools
used. Twelve programs (63%) developed individualized
care plans for patients, though this element may have been
underreported as publications on the remaining 7 programs
contained inadequate detail to assess the extent of care plan-
ning. Ongoing patient engagement was an important ele-
ment of each program, though information was lacking to
assess the frequency or time span of communication with
patients in most programs. Eleven programs (58%) clearly
used an empowerment-based approach to patient engage-
ment that emphasized patient self-management. According
to included publications, all but 1 program (95%) used face-
to-face, in-person communication to engage patients either
on-site (eg, at clinics or social service offices) or in the field
(eg, at home or another location in the community). Eight
programs included telephonic support, such as phone calls
and text messages; just 1 program was telephonic only.

By definition, all of the 19 programs in this review re-
ferred patients to services that would address identified
health and social needs. Nine programs (47%) used active
referrals such as helping patients make appointments or at-
tending appointments to provide support. One program used
passive referrals and had a structure based on infrequent
telephonic contact. Active referrals may be more prevalent
than what was extracted from included publications, but it
was not possible to ascertain the nature of referrals for many
programs based on available information. To ensure im-
plementation of care coordination elements, the majority of
programs created processes to hold providers and partner
organizations accountable for team-based care, such as team
meetings, formal partnerships, and co-location of services.
Based on included publications, 11 of the 19 programs held
regular meetings of an interdisciplinary care team to coor-
dinate care. Ten emphasized a shared vision or mission to
improve social well-being for patients, 7 established for-
mal partnerships across sectors (eg, with Business Associate
Agreements or Memoranda of Understanding), and 3 co-
located medical and social services in the same physical
location. However, these findings likely underreport the prev-
alence of accountability structures because many publica-
tions provided limited detail on this topic.

For staffing, based on available information at least 8 of
the 19 programs (42%) distributed responsibility for care
coordination across a multidisciplinary team, often includ-
ing both clinically licensed (eg, nurse) and unlicensed (eg,
peer coach) staff. The remaining programs relied primarily
on a single type of staff such as community health work-
ers or registered nurses to coordinate care. Taking into ac-
count all programs, including those relying on multiple roles,
12 (63%) relied on physicians or other mid-level providers
including nurses as care coordinators, 9 (47%) relied on com-
munity health workers or peer coaches who typically lacked
a clinical license, 5 (26%) relied on social workers, and
2 (11%) relied on nonpermanent volunteers such as medical
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students. Fourteen of the 19 programs (74%) implemented
specialized staff training in care coordination. Trainings in-
cluded tailored orientation sessions focused on care coor-
dination, ongoing training for staff at regular meetings, and
cross-training across disciplines. Approximate care coordi-
nator caseload was available for only 8 programs (42%), and
typical caseloads varied significantly across programs, from
as low as 5 to as high as 125 patients per care coordinator
depending on patient acuity and program structure.

Though exchange of patient information is essential to
coordinating care across providers, it was difficult to ascer-
tain the extent of data sharing that occurred in these pro-
grams. Though most of the 19 programs reported collecting
and storing patient data electronically, insufficient informa-
tion was provided to determine whether and how these pro-
grams exchanged data electronically across different types
of staff. The use of standardized protocols to guide care co-
ordination was better documented, with 15 programs (79%)
describing specialized intervention protocols or workflows,
such as enrollment policies and procedures, distinct path-
ways of care designed to meet specific needs, and standards
for communication across team members. Finally, 10 of the
19 programs (53%) had a specialized funding source or
reimbursement structure to support care coordination pro-
cesses. Financing approaches included sharing costs across
insurers, implementing capitation or fixed amounts paid per
person enrolled, contributions from partner organizations,
grants and private foundation support, and local levy fund-
ing. Of the 10 programs with detailed information available
about finances, 5 reported financial arrangements or part-
nership with their state’s Medicaid program, highlighting the
potentially important role of Medicaid in addressing social
determinants of health.

Discussion

Care coordination programs that link patients to health
care and social services are an essential component of ef-
forts to address socioeconomic determinants of health out-
comes, service utilization, and cost. This study reviewed 25
studies of 19 programs that coordinated health care and so-
cial services, with specific attention to implementation of
9 key elements hypothesized to affect the success of these
programs (Table 1). Target populations and scope of activi-
ties varied significantly across the 19 programs studied
(Table 2). For example, Berkowitz et al,47 Frank et al,56 and
Miller et al*’ described large-scale, complex care coordina-
tion interventions that included both clinical and community-
based components. By contrast, others focused on a narrower
range of target populations and settings, such as O’Toole
et al’s® evaluation of a primary care-based intervention for
homeless veterans and Wang et al’s’’ description of a clinic for
patients with a history of criminal justice system involvement.

Despite this variation, 3 elements were found to be present
in the majority (more than three quarters) of the 19 programs:
(1) in-person communication with patients to coordinate
care, (2) systematic assessment of patient needs to inform
subsequent care plans and interventions, and (3) creation of
standard protocols to guide care coordination processes. The
research team recommends that future program planning
and evaluation efforts include these 3 elements, which may
be especially helpful in coordinating across health care and



TABLE 3. CARE COORDINATION PROGRAM ELEMENTS REPORTED IN INCLUDED STUDIES

N (%) of programs

Program element with data® Summary of results®

Care Coordination Processes

Needs Assessment .

Systematic assessment 17 (89%) 17 programs had a systematic process for evaluating medical, social,
of any patient needs or other patient needs. The remaining 2 programs did not have

adequate detail on this element.

Systematic assessment 9 (47%) 9 programs had a systematic process for evaluating patient social
of social needs needs. The remaining 10 programs did not have adequate detail

on this element.

Care Planning

Development of an 12 (63%) 12 programs developed individualized care plans for patients. The
individualized plan remaining 7 programs did not have adequate detail on this element.

Patient Engagement

Emphasis on patient- 11 (58%) 11 programs emphasized patient-centered care, empowerment,
centered care, or self-management. The remaining 8 programs did not have
empowerment, or self- adequate detail on this element.
management

Emphasis on ongoing 8 (42%) 8 programs emphasized ongoing patient support rather than episodic
patient support or time-limited support. The remaining 11 programs did not have

adequate detail on this element.

Frequent communication 6 (32%) 5 programs expected care coordinators to communicate frequently
with patient (at least once per month) with each patient, and 1 required contact

every 3 months. This was not discussed in adequate detail to
classify many programs.

Mode(s) of 18 (95%) On-site communication: used by 15 programs. Four relied only
communication on on-site communication, and 11 relied on this along with other
with patient modes.

Field- or community-based communication: used by 11 programs.
Two relied only on field-based communication (through home
visiting and community-based navigators), and 9 relied on this
along with other modes.

Telephonic communication (phone or text): used by 8 programs.
One relied only on telephonic communication, and 7 relied on
this along with other modes.

Referrals

Used ““active’ referrals 10 (53%) 9 programs used ‘“‘active’ referrals (eg, making appointments) rather

than “‘passive’ referrals (eg, only providing information about
services). One program did not use active referrals because

of reliance on large caseloads and infrequent telephonic
communication. The remaining 9 programs did not have adequate
detail on this element.

Accountability

Regular meetings of 11 (58%) 11 programs had regular meetings of an interdisciplinary team to
interdisciplinary team coordinate care. The remaining 8 programs did not have adequate

detail on this element.

Formal partnerships with 7 (37%) 7 programs had formal partnerships with other organizations
other organizations to coordinate care (eg, Business Associate Agreements,
to coordinate care Memoranda of Understanding, or shared governance structures).

The remaining 12 programs did not have adequate detail on this
element.

Co-location of medical and 7 (37%) 3 programs co-located medical (physical health) and social services
social services at the same site, and 4 did not co-locate services. The remaining

12 programs did not have adequate detail on this element.

Emphasis on shared vision 10 (53%) 10 programs emphasized a shared vision or mission of addressing

of addressing social
determinants of health

Care Coordination Infrastructure

Staffing
Primary care coordination
staff type

18 (95%)

social determinants of health. The remaining 9 programs did not
have adequate detail on this element.

Physician or mid-level provider: primary staff for 12 programs. Four
relied only on physicians or mid-level providers, and 8 relied
on them along with other types of care coordination staff.

(continued)
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TABLE 3. (CONTINUED)

N (%) of programs

Program element with data®

Summary of results®

Community health worker or peer coach: primary staff for 9
programs. Four relied only on community health workers or peer
coaches, and 5 relied on them along with other types of care
coordination staff.

Social worker: primary staff for 5 programs, all of which relied on
social workers along with other types of care coordination staff.

Nonpermanent volunteers: primary staff for 2 programs, both of
which primarily relied on volunteers without other types of care
coordination staff, but with oversight from clinical practitioners.

Specialized staff training 14 (74%)

14 programs provided specialized staff training related to care

coordination. The remaining 5 programs did not have adequate
detail on this element.

Care coordinator caseload 8 (42%)

Typical caseloads: 2 programs had caseloads up to 20 patients, 2 had

caseloads up to 50 patients, and 2 had caseloads up to 100 or
125 patients. This was not discussed in adequate detail to classify
many programs.

Outlier caseloads: 2 programs had very large caseloads (800 to
20,000) that likely were calculated using a method not comparable
to other programs (eg, number of potential patients in the region)

Information Sharing
Patient information shared
across providers

8 (42%)

7 programs shared patient information across providers to support
care coordination, and 1 did not because of regulatory limitations

on linkage across data systems. The remaining 11 programs did
not have adequate detail on this element.

Standard Protocols
Has specialized
intervention protocols

15 (79%)

15 programs had specialized intervention protocols or workflows for
care coordination. The remaining 4 programs did not have

adequate detail on this element.

Financing
Specialized funding or
reimbursement structure

10 (53%)

10 programs had a funding source or reimbursement structure
specialized to support care coordination. The remaining 9

programs did not have adequate detail on this element.

Final results consisted of 25 publications documenting 19 care coordination programs.
*Programs were coded as having unavailable data for a program element if included publications did not include adequate information to

classify the program as “Yes” or “No” for the element.

Results include only the program elements that were reported in included publications, and may omit elements that were not reported.

social services. Additional elements were underreported in
included publications, making it difficult to assess their prev-
alence. For example, limited detail was available regarding
what types of patient social needs were assessed during in-
take, frequency and time span of contact with patients, use
of warm handoffs or other referral strategies to facilitate ser-
vice uptake, types of accountability strategies, staff caseload
sizes, and approaches to facilitate cross-sector information
sharing. These omissions are notable as prior research has
identified these factors as critical facilitators and barriers to
care coordination success. The team recommends increased
consideration of all 9 elements in this proposed framework
during the program planning phase, as well as inclusion of
information regarding these elements in future publications
to guide implementation and evaluation of strategies to co-
ordinate care.

In addition to providing sparse detail on some key care
coordination elements, most of the included publications
relied on narrative and descriptive methods, leaving a gap in
knowledge. Only 2 publications presented results of a ran-
domized design, 7 used a nonrandomized evaluation appro-
ach, and the remaining 16 relied on descriptive designs that
did not evaluate program impact through rigorous compar-

isons. When quantitative outcome measures were used, they
included individual-level clinical health outcomes, health
care utilization, and cost of care. However, no publications
evaluated program impact on patient social well-being or
social services utilization and cost. Opportunity remains for
research to empirically document the effect of coordinating
health care and social services on health care and social ser-
vices utilization, service cost, and patient health and social
outcomes.

Limitations

This study was limited by factors associated with the rel-
atively recent emergence of cross-sector care coordination
including social services. Many of the publications identi-
fied provided narrative descriptions of care coordination
programs, with limited or no empirical evidence, thus lim-
iting the review to a narrative approach rather than a more
structured review or meta-analysis. Publications did not al-
ways contain detailed information on important elements
of care coordination implementation, resulting in probable
underestimates of how many programs implemented each
care coordination element that was analyzed. Even when
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programs and results were reported in detail, heterogeneity
of reporting and program implementation made it difficult to
combine all programs into one single narrative review, and
some unique program details were omitted to facilitate syn-
thesis. Finally, although this review was comprehensive for
the targeted time period, it does not capture the most recent
literature on care coordination that has emerged since data
were collected for this article, and could be strengthened by
a subsequent review.

Conclusions

Leaders and managers should consider all key elements of
care coordination when developing programs that link to so-
cial services, including systematic patient needs assessment,
in-person communication with patients, structured protocols
to guide linkages to care, and other processes and underlying
infrastructure. Future studies of coordination across health
care and social services should document implementation
in greater detail, addressing all elements common to care co-
ordination programs, to facilitate comparison across programs.
Additional research should consider quasi-experimental
and randomized approaches to evaluate program impact on
health and social outcomes. It could be beneficial to exam-
ine which specific elements of care coordination contribute
most to improved outcomes for patients who have complex
health and social needs. If well designed, future research can
contribute to strategic and efficient coordination of health care
and social services to mitigate population health challenges
resulting from socioeconomic factors.
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