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Schickedanz, MD PhDc,d

aMedical and Imaging Informatics (MII) Group, Department of Radiological Sciences, UCLA, Los 
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bOne Degree, Inc., 360 Grand Ave, Unit 190, Oakland, California, United States

cDepartment of Pediatrics, David Geffen School of Medicine at UCLA, Los Angeles, California, 
United States

dDepartment of Health Policy and Management, UCLA Fielding School of Public Health, Los 
Angeles, California, United States

Abstract

Recognizing the influence of social determinants on health and development, health care 

has increasingly advocated for interventions that target upstream factors as part of routine 

pediatric care delivery. In response, clinic-based social risk screening and referral programs 

have proliferated wherein patients are screened for health-related social needs (HRSNs, such as 

food and housing insecurity) and referred to community-based organizations (CBOs) and social 

service providers to address those needs. In recent years, an array of digital platforms, known as 

Social Health Access and Referral Platforms (SHARPs), have emerged to facilitate the scale and 

implementation of these models amidst growing system demand.

Recent evidence on the effectiveness of social risk screen and refer models and SHARPs has been 

mixed, giving researchers pause and calling for more nuanced understanding of the limitations 

of such models, especially for promoting child and family health. Design thinking informed by 

the Life-Course Health Development (LCHD) framework provides a particularly useful lens for 

synthesizing emerging limitations of such models in the pediatric context, given the dynamic and 

developmentally-driven circumstances that shape family health and well-being in the early life 

course. By (1) focusing on addressing deficits-based social risks, (2) scoping to act upon narrow, 

downstream needs, (3) timing to react to social needs that have already caused harm rather than 

preventing them, and (4) limiting scale to individual-by-individual responses rather than structural 

and population-wide interventions, the current design of prevailing social risk screen and refer 
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programs fundamentally limits their potential impact and misses opportunities to improve health 

equity over the life course.

How can health care, social care, and technology partners move forward in collaboration with 

families and communities to better support equitable lifelong health and social development? In 

this narrative review, we will summarize the current design, implementation, and limitations of the 

predominant social risk screen and refer approach in the context of early childhood and adolescent 

care delivery. We then will apply LCHD principles to advance and improve on this approach 

from a reactionary focus towards a Family Journey Model that better supports life course health 

development.

Introduction

Multi-sector collaboration between health care and social services can support life course 

health development if designed and implemented thoughtfully with a holistic understanding 

of factors influencing child and family health1 This is a core tenet of the Life Course Health 

Development (LCHD) framework, which orients interventions, policy, and funding towards 

multi-sector, upstream, and developmentally attuned and aligned investments, particularly in 

the critical periods of early childhood and adolescence.2–4

Over the past decade, there has been growing awareness in the health care sector of 

the role that upstream social factors—early life structural determinants such as poverty, 

racism, and other forms of social marginalization, and consequent material hardships 

(often termed “social needs” or “health-related social needs”, HRSNs)—play in affecting 

health development.5 In parallel, US health care financing has trended towards value-based 

payment models designed to reward care quality and outcomes over service volume 

while simultaneously giving health systems more options for investing in upstream health 

interventions if they assume greater accountability for demonstrating population health 

improvement.6,7 Together, these developments have fostered a national dialogue about what 

role health care should play in addressing patients’ HRSNs (e.g., housing insecurity, food 

insecurity, lack of employment, transportation, etc.) as a means of improving equitable 

health outcomes and reducing growing health care costs.8

Health care systems typically lack the intrinsic capacity and expertise to address patients’ 

HRSNs through traditional health care infrastructure and personnel, which has led to some 

integration of social care capacity into health care but a much larger proliferation of clinic-

based “screening and referral” programs in which patients are screened for HSRNs then 

referred to community-based organizations (CBOs, i.e. outside of the health care system) 

who provide services to meet any identified needs.9,10 Such models of care have been 

promoted by the National Academies of Science, Engineering, and Medicine (NASEM) and 

the American Academy of Pediatrics, and implemented into Medicaid policy.11–13 Pediatric 

practices have been at the forefront of the adoption of these programs in order to address 

a host of risks not traditionally captured through medical care but that are becoming the 

standard of care for health care systems. Such social risk “screen and refer” programs 

follow workflows similar to other established pediatric care practices, such as screening 

for developmental risk, maternal depression, and adverse childhood experiences (ACEs) to 
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identify social and environmental concerns in hopes of being able to respond and promote 

healthy development in children.

To date, social risk screen and refer models have seen mixed impact on addressing social 

needs, health outcomes, and costs.14,15 Many of their challenges have, in part, been 

attributed to a lack of thoughtful cross-sector collaboration between health care and social 

services, which has resulted in scenarios where patients bear a growing burden of the 

time and effort needed to navigate to social services in the hopes that it will address their 

needs.14 In an attempt to foster greater alignment and accelerate the efficiency and scale 

of social risk screen and refer programs, an array of new technology platforms—termed 

Social Health Access and Referral Platforms (SHARPs)—have emerged with the aim of 

streamlining and enhancing the process of “screen and refer” between clinical and social 

service organizations.16 As SHARPs continue to shape current norms around social care 

delivery, however, they risk further institutionalizing and scaling present limitations of the 

prevailing social care models.

Beyond challenges with implementation, there are emerging critiques, more fundamentally, 

around the approach of screen and refer models (and the SHARPs that structure 

and facilitate them).17,18 For example, social risk screen and refer programs may over-

medicalize social risks by relying on clinical screening and referral practices that mirror 

the deficit-based diagnosis and treatment of disease only once it has occurred, shifting 

attention away from interventions that prevent the harms of social risks by anticipating 

and investing early in equitable health and social development at critical life stages. Over-

investment in screen and refer approaches may ultimately detract attention away from 

needed structural reforms that more fundamentally address upstream causes of poverty and 

social marginalization—and contribute to upholding systems that benefit from treating their 

downstream outcomes.

Design thinking informed by LCHD may be especially relevant to upstream social care 

innovations, given their complexity and the unique, dynamic, and developmentally-driven 

circumstances that shape family health and well-being in the early life course. LCHD 

intervention principles could be applied to the conceptual design and technical infrastructure 

of upstream social care intervention models in terms of (1) their framing being family-

centered and strengths-based; (2) their scope being bundled to integrate supports across 

sectors; (3) their timing being anticipatory, developmentally, and longitudinally-focused; and 

(4) their scale supporting equity across multiple levels (e.g. family, community, policy) in 

the ecosystems where children are born, live, learn, and grow. Understanding of current 

limitations of screen and refer models and SHARPs through the lens of LCHD intervention 

principles may help illuminate the necessary steps to overcome many of these challenges.

In this narrative review, we explore emerging lessons from the implementation of social 

risk screen and refer models in health care through the lens of the LCHD framework, 

with a particular focus on SHARPs and how they can advance the field. We will apply 

LCHD principles to envision how their design and implementation can evolve through 

thoughtful reframing from a focus on reactionary downstream care towards proactive and 

strategic early investments in the foundations of life course health development. We use 
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these LCHD principles to articulate a Family Journey Model of social risk conceptualization 

and intervention, which reshape how health care, community social service partners, and 

families themselves work across sectors to further patient- and family-centered priorities at 

key developmental periods, and how these supports evolve and adapt over the life course.

Health care moving upstream

As US health care systems have looked upstream to encompass activities that identify 

HRSNs and address whole-person health, the frameworks for how clinicians and other 

health professionals conceptualize this scope of work have also developed. Simultaneously, 

the health system has increasingly recognized the time, resources, and expertise needed to 

address socio-environmental inequities, many of which each have entire sectors of social 

services, policies, practices, and workforces that have already evolved to address them 

outside of the health care system. This realization has put pressure on the health care 

systems to either invest heavily in creating structures within hospital and clinic walls 

to address the dimensions of social care (e.g., Kaiser Permanente’s $400 million direct 

investment in affordable housing for beneficiaries)19 or to find ways to connect patients with 

existing resources and established social service sectors outside of the health care system.

The latter approach has predominated, with the most common clinical programs for 

addressing social risks involving the identification of social needs by piggybacking social 

risk screening onto pre-existing clinical screening infrastructure and referral processes 

(e.g., as a part of patient intake paperwork and existing clinical workflows) — thereby 

avoiding the need to more fundamentally reshape the medical encounter or venture from the 

narrow medical model of “screen/diagnose and refer/treat”. Alongside this heavily health 

care-framed approach to social care, another ecosystem has evolved to assist health care 

systems in achieving these new dimensions of patient services – technology platforms that 

facilitate social risk screening and service connections so that health systems do not have to 

develop these capabilities from scratch. First, we’ll discuss the evolution of the social care 

enterprise framework in health care, followed by how technology platforms have evolved to 

ostensibly help health systems keep pace.

Social risk screen and refer models with SHARPs as the predominant approach

The 2019 NASEM report on the integration of social care capacities into health care 

delivery has served as a seminal roadmap for US health care systems seeking to build 

capacity to address HRSNs11 The report framework includes five core activities to achieve 

this—awareness, adjustment, assistance, alignment, and advocacy. The two most commonly 

implemented of the core activities adopted by health systems include “awareness” (screening 

of social risks and assets of patients) and “assistance” (referral to community-based social 

service organizations that reduce social risk), where the degree of patient engagement with 

referrals can range from cursorily providing patients with a list of community resources to 

working with a clinic-based navigator to facilitate connections to social service providers. 

Although these screening and referral programs vary by screening questions, staffing 

models, and technology supports, they all generally aim to connect patients with community 

social service providers to address unmet social needs.
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To date, the most prominent implementation of such a model is the Center for Medicare 

and Medicaid Innovation’s Accountable Health Communities (AHC) Model.20 Launched in 

2017, the AHC is a large experiment across thirty-two health care entities and geographic 

communities evaluating the impact of identifying and addressing Medicare and Medicaid 

beneficiaries’ HRSNs on health care use, outcomes, and costs. Within the model, “bridge 

organizations” support clinic-based referral to community services to address HRSNs 

and participated in one of two model tracks: 1) the “assistance” track, where eligible 

beneficiaries were universally screened and referred to community service providers, 

and 2) the “alignment” track, expanded on the assistance track to include a community 

collaborative with patients, health care partners, and CBOs to identify and address gaps in 

community services relative to community needs. The AHC model has served as a national 

flagship for similar programs in both adult and pediatric contexts, due to both its scale and 

what it signaled in terms of interest from the Centers for Medicare and Medicaid Services in 

upstream care investment.

In parallel, an array of new technology platforms have emerged and been framed as being 

able to support easier implementation of social risk screen and refer models and improve 

coordination of care between health care and social service providers.16,21 Platforms have 

been marketed to support service delivery through coordination between entities around 

service identification, communication, and outcomes tracking in addition to generating 

population-level data on service needs. While such technology tools cannot replace support 

provided by human interdisciplinary teams across health and social care, they have the 

potential to help improve efficiency and alignment in the work.

These community-resource referral platforms—also referred to as Social Health Access 

and Referral Platforms (SHARPs)— are designed with two principal functionalities in an 

attempt to “bridge” both information and process across sectors: 1) a digitized, searchable, 

and regularly-updated resource directory of community-based social service providers and 

the services they offer—often integrated with social needs screening tools (e.g., WE CARE, 

PREPARE), and 2) technology to send referrals to CBOs and track referral outcomes. 

Referral modes can either be unidirectional, where patients are sent referrals to social 

service organizations electronically and must act on the referral themselves, or closed-loop-

referrals (CLRs), where clinic-based and social-care providers are able to communicate 

about the status of a referral, and in some cases share relevant information about the 

patient’s care. Other features include the ability to integrate data on service utilization 

directly within the electronic health record and algorithms that suggest social care resources 

to meet needs identified in integrated screening tools.

Evidence from social risk screen and refer programs and SHARPs

Widespread uptake of social risk screen and refer programs over the past few years has been 

seen by some as an early sign of upstream care’s progress and success, with multiple studies 

demonstrating the feasibility and acceptability of screening across adult and pediatric care 

settings.9,10,22 However, early evidence evaluating the impact of social risk screen and refer 

programs on long-term prevention of social needs, improvement in health outcomes, and 
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health care costs have been mixed and reveal important limitations of both the model and the 

implementation of SHARPs.

Renaud et al., 2023 and Parish et al., 2023 describe the first independent review of 

interim outcomes of the AHC experiment on social needs and health utilization and costs, 

respectively.23,24 While the AHC model has been successful in engaging participants, 

with more than three-quarters of eligible patients opting to receive navigation, the impact 

on social needs, health outcomes, and costs was more limited. There was no significant 

difference for “assistance” track participants in the rate of connection to service providers 

or resolution of HRSNs compared with a randomly assigned control group who received 

screening results without navigation. Moreover, the sole difference in observed health 

utilization outcomes was a decline in ED visits compared to the control group, and there 

was no statistically significant impact on other health utilization outcomes or total health 

expenditures during the study period.

Studies in pediatric contexts have similarly been mixed and highlight challenges with 

connection to services following screening as well as maintaining program delivery.9,10,25 

For example, Gottlieb et al., 2016 report findings from a cluster-randomized trial of 

a screen and refer program in pediatric primary care and urgent care clinics.25 While 

they observed a statistically significant decline in social needs following intervention, the 

absolute difference was marginal, with an average difference of less than one need met 

among those in the intervention group relative to controls. Similarly, Garg et al., 2015 

describe findings from a pilot cluster-randomized trial of the Well Child Care, Evaluation, 

Community Resources, Advocacy, Referral, Education (WE CARE) screening instrument in 

8 urban pediatric clinics.26 While the authors observe significant differences in social needs 

enrollment following intervention, the absolute rate of successful connections was relatively 

infrequent (i.e. 2–15%, by service). A follow-up evaluation conducted in 2023 to evaluate its 

implementation in real-world care delivery contexts found that the program was difficult to 

sustain—evidenced by infrequent screening and appropriate referrals—and resulted in mixed 

impacts on health outcomes (e.g., a paradoxical increase in ED visits in the intervention 

group).27

Systematic reviews on the impact of screening and refer on health outcomes and health 

care costs in both adult and pediatric settings, has been limited, in part due to inconsistent 

measures and varying study quality.14,22 To date, most evaluations have focused on process 

outcomes, with few reporting on the impact of preventing social needs or traditional health 

outcome measures.

Early reviews of SHARP implementation have also found mixed results. There are 

clear examples of partnerships where SHARPs have been implemented in a way that 

facilitates equitable alignment, coordination, and collaboration across organizations on 

equal footing.14 In practice, however, most health care systems have implemented SHARPs 

without simultaneously investing in meaningful cross-sector alignment and have simply 

scaled limitations with their approaches.21 Without a strong perceived benefit, social service 

organizations–which are often underfunded and with lower technology capacity–can’t justify 

the time and resources needed to fit these new platforms into their existing workflows.10 
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Moreover, with multiple health systems using different platforms, social service partners are 

often asked to participate in multiple referral systems that don’t align or interface with their 

existing case management and documentation systems. Unaddressed power imbalances can 

derail these social risk screen and refer models, with health care systems often brokering 

access to social risk screen and refer systems for community partners, SHARPs vying for 

health system dollars, and patient priorities becoming an afterthought. Ongoing challenges 

suggest SHARPs cannot replace the time and effort needed to build a more equitable and 

sustainable cross-sector partnership between health and social care.

Emerging critiques of “screen and refer” and SHARPs from an LCHD lens

Design limitations of current approaches and tools from an LCHD lens

The upstream social care field has begun to identify key drivers that may help explain 

why programs have not yet observed sustained impact on addressing social needs or 

health outcomes. Particularly in the pediatric context, there exist fundamental limitations 

with social risk screen and refer approaches amidst the complexity, dynamic, and 

developmentally-driven circumstances that shape family health and well-being in the early 

life course.

Despite pediatric practices being among the first to adopt social care innovations in health 

care and driving many of the advances in the field, in part due to child health care’s 

emphasis on early life prevention, key principles that should shape child health system 

innovations like the Life-Course Health Development (LCHD) model have yet to be 

formally applied to clinical social care in this context. However, LCHD implementation 

principles around focus, scope, timing, and scale of programs provide a particularly useful 

lens for synthesizing several important shortcomings of the current state of the clinical 

social care field’s prevailing approaches when it comes to optimally serving families and 

communities:2,3 Here we summarize limitations of the prevailing social risk screen and refer 

models from an LCHD perspective:

1. Framing - Deficits-based, top-down - The design of current social risk screen and 

refer models, by and large, do not center the goals, motivations, and strengths of 

families. Moreover, current predominant intervention models are developed and 

delivered in a top-down fashion and are not adaptive to the values and needs of 

communities within local contexts.

Framing families not as directors of their care, but as participants who “need help”, may 

contribute to many of the observed implementation challenges with current screen and refer 

models. Studies evaluating patient-reported barriers to accessing referred resources find 

that lack of acceptability (e.g., competing priorities, distrust, or prior negative experiences) 

and appropriateness (e.g., no longer interested in resource) of referrals are as prevalent as 

structural barriers such as service availability or accommodations.28,29 Patients may simply 

not want to be screened for and referred to services due to prior negative experiences with 

health care, including prior experiences of discrimination. Identification of social needs 

through screening by the health care system certainly isn’t the moment at which the patient 
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becomes aware of the social need, so why would that be the moment they take action if they 

hadn’t already sought out help before that point?

Instead, LCHD theory places a family’s journey and self-determined goals on center stage to 

align health care, social care, and other sectors around a common directive. It reorients care 

partners to move beyond a response to deficits by supporting a family’s goals proactively, 

longitudinally, and with an understanding of the sequential cascading stages of health 

development in order to prevent the consequences of adversity and promote health equity 

over the life course. For example, the Harbor-UCLA Medical-Financial-Partnership provides 

longitudinal financial coaching to low-income parent-infant dyads attending pediatric 

preventive care visit and centers the focus of care around parent-identified, strengths-based 

financial goals (e.g., employment, savings, public benefits enrollment).30 Early evidence on 

early life health outcomes has shown that children of participating families are less likely to 

miss preventive pediatric care visits and recommended child immunizations.

1. Scope - Narrow, uncoordinated responses to isolated risks - Existing approaches 

to social risk screening, by design, reduce the many dimensions of the family and 

social-environmental context into narrow, downstream, deficit-based checkboxes 

(e.g., housing instability, food insecurity, difficulties paying utilities) in an 

attempt to “diagnose” varieties of social risk. While they may help identify and 

categorize discrete social needs, they are not sufficient to understand or reflect 

the complexities of the whole patient context or that of their families or their 

communities that more fundamentally explain those social circumstances while 

also informing practicable solutions. Current social risk screen and refer models 

risk promoting checkbox solutions that respond piecemeal (e.g., referral to each 

poverty-related and structurally-linked material hardship resource separately 

– housing, food, and utilities services independent of each other), without 

acknowledging how social factors may influence and compound one another, 

shift over time, or are influenced by the same upstream drivers (e.g., poverty, 

structural racism).

Instead, LCHD theory prioritizes the scope of interventions to focus on a more holistic view 

of health and well-being, focusing on upstream interventions that bolster social supports, 

financial stability, and health and development more broadly. Where appropriate, care is 

integrated across partners to support the whole person or whole family in the context of 

their community. For example, an intervention that ensures eligible families are connected 

to bundles of public benefits, tax credits, and discounts—including the Earned Income Tax 

Credit (EITC), SNAP, WIC, utilities and broadband internet discounts—are more effective 

than each offered alone or as reactionary interventions.

1. Timing - Reactive, sporadic without memory or anticipation - Evidence 

is clear that the effects of the socio-environmental context on health and 

development begin before birth, compound throughout the life course, and have 

intergenerational effects2 The current approach within health care of “awareness” 

of and “assistance” limits social care interventions to ad-hoc responses to 

social risks that are already causing harm or have caused it in the past. This 

perspective misses key opportunities to anticipate and prevent harm outright 
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through investing in families at critical periods of development, particularly 

during the rapid periods of adjustment, social and economic vulnerability, and 

opportunity for life course health investment throughout critical periods in 

pregnancy and during early childhood.

For example, expecting families in the United States experience notable financial shocks 

during pregnancy and in early childhood due to lost wages, health care costs associated with 

pregnancy and delivery, and the costs of supporting a newborn.31 The increased financial 

stress that low-income families face during this period has been linked, through decades of 

research, to harmful health and social impacts to the child and family spanning decades, and 

often intergenerationally.

Rather than wait to respond to the harms of early life adversity (e.g., waiting until ACEs 

impact health to address them), LCHD theory prioritizes the strategic timing of interventions 

and investments that promote healthy and equitable development (e.g., mitigating financial 

stress during pregnancy to potentially prevent ACEs before they occur, along with their 

downstream health impacts). This requires greater alignment not only across health care, 

social service organizations, and communities but also within health care across the life 

course (i.e., prenatal to pediatric to adult care).

1. Scale - Individuals not communities - Importantly, current models prioritize an 

individualized approach, and risk doing little to understand or sustainably alter 

their root cause drivers at the child, family, community, and structural and policy 

level. For example, screening and referring a family to a food bank to address 

food insecurity may alleviate an immediate need but does little to understand or 

alter its root causes—including community-level poverty and structural violence, 

e.g., lack of affordable food access—and risks continued harms on health and 

well-being for not only that child or family but for the broader community.

Instead, LCHD theory aligns intervention and advocacy at the appropriate scale to the child, 

family, community, and/or policy levels. Moreover, it is imperative that health care and 

social sector partners closely examine and disassemble the structures, policies, and practices 

that they, themselves, uphold which further structural inequities at the community and policy 

level.32,33 To not do so simply runs counter to their purported aims of social health delivery.

If models of care do not address the above LCHD-informed limitations, they are unlikely 

meaningful and sustainably impact the life course trajectories for families or achieve their 

desired impact on health outcomes and cost mitigation.

Broader challenges with cross-sector alignment

Beyond these design limitations, current lessons point to a broader structural misalignment 

between health, social care, and technology partners in the implementation of screen and 

refer programs. This limitation, again, links to key principles of LCHD interventions, which 

call for the equitable governance co-design of interventions across sectors and with families.

The social services sector has not had the same national focus, funding, and infrastructure 

that has been invested in health care over the past several decades. In lieu of investing in 
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thoughtful cross-sector partnership between health care, social services, and communities, 

most health care systems have proceeded with a model and technological infrastructure 

that failed to fully appreciate the existing social service ecosystems (and the priorities, 

values, practices, capacity) that the community-based social care organizations have worked 

in. For example, health care funding for technology and data modernization in social care 

has focused primarily on clinical-facing systems, whilst rarely financially supporting such 

efforts by investing directly in social services11 For example, the community of social 

service agencies has been largely missing from the design of efforts to develop data 

standards (e.g., Gravity Project34 Open Referral35 and FHIR36) or information exchanges 

(e.g., California DHHS Data Exchange Framework37) that enable interoperable community 

resource data and information exchange between health and social care.

As a result, while health care systems have identified an immense need among the patients 

and communities they serve, there has not yet been a systematic effort to invest and 

partner with community-based social service agencies that have deep expertise in areas 

such as housing, transportation, and financial stability to ensure that those needs can be 

met. Current practices risk misalignment in the capacity to assist and the amplification 

of structural barriers that prevent families from accessing desired supports. For example, 

families face sizable practical barriers to accessing services, such as complex administrative 

enrollment and re-enrollment requirements or the linguistic or cultural competency of 

service providers which are not made clear at the time of referral.28 Rather than health 

care understanding service fit prior to referral or supporting families through this process, 

the effort is commonly displaced onto the community service provider and families, risking 

wasted time and effort and eroding trust if the service provider does not match the family’s 

needs. More concerning is when families are sent seeking service providers that simply 

lack the capacity to meet their needs. This can lead to lose-lose-lose scenarios, particularly 

for high-demand, low-capacity services: families are sent seeking support that may not 

align with their goals or an agency’s eligibility requirements; community agencies, already 

stretched thin, bear increased workload and the responsibility of delivering bad news; clinic 

navigators waste time and effort.38 Despite good intention, time, effort, and trust is worn thin 

across all sides.

These observations indicate that health care systems and community social service providers 

are not yet practically or financially aligned to sustainably collaborate with one another 

in the way that health care has envisioned. At the very least, there needs to be a greater 

focus on sustainable funding channels to strengthen capacity for the social work sector and 

community-based services to better meet the needs for patients. These critical resources and 

alignment are paramount for moving the partnership between health care and social care 

forward.

Opportunities forward - Towards an LCHD-informed Family Journey Model

There are clear opportunities to reframe and enhance the currently predominant social risk 

screening and referral models and technology supports for social health interventions to 

overcome the challenges we have discussed and better support the healthy development of 

children and the well-being of their families. Drawing from LCHD theory, we synthesize 
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key learnings and offer ideas for how health care, social care, and technology partners can 

move forward in closer partnership with families and communities to more sustainably 

support healthy development across the life course. Using the same principles around 

framing, scope, timing, and scale, we articulate the design and structural foundations of 

a model of care that addresses ongoing challenges in alignment across sector partners and 

reframes the activities of screen and refer to move beyond their current limitations.

Family Journey Model Design

We introduce the concept of the Family Journey to build upon the framing and technological 

infrastructure of current screen and refer models. This model helps move beyond risk 

and single instance-based, reactionary interventions to a framing that facilitates equitable 

and longitudinal social, financial, and health development for children and families. An 

individual or family’s journey is the bedrock of the model, around which opportunities and 

benefits across sectors are organized. Leveraging the principles of framing, scope, timing, 
and scale as key intervention principles within LCHD theory, we articulate core design 

features for this approach (Table 1).

Principle 1: Family-Centered and Strengths-Based Framing -—The care model is 

rooted in an approach that centers patient and family voice, goals, and strengths throughout. 

Its basis is the Journey Map (Fig. 1), which moves beyond the screening approach of 

identifying downstream needs to document an individual or family’s social, financial, and 

health development goals (e.g., increasing financial stability, and building stronger social 

connections). Building on the theoretical advances of OpenNotes and patient-directed notes 

in health care, this is a digital document that is owned by patients and can be self-directed 

or completed within SHARPs and updated with the support of trusted community health 

workers or CBO-based family-advocate navigators. It provides a common language and 

a shared roadmap to align care delivery across sector partners for services and benefits 

that support those goals. The Journey Map is changing over time and is responsive to the 

changing goals and needs of individuals and families.

Principle 2: Scope Encompassing Bundled and Compounded Supports -—
Services and supports across sectors are aligned to invest towards the goals identified on 

the Journey Map. They are not offered in isolation of one another, but bundled to function 

as a network of care to support a family’s journey. Service bundles are constructed by 

leveraging publicly accessible community resource directories within SHARPs through self-

identification or with support from navigators. They move beyond narrow interventions that 

address deficit-based needs to those that support developmental goals and priorities (e.g., the 

California Black Infant Health Program, which facilitates empowerment-focused pre- and 

postnatal groups for Black mothers). They prioritize interventions such as public benefits 

and tax credits (e.g., EITC, WIC, SNAP, child savings accounts), which impact poverty as 

an upstream driver of social needs and can be bundled together given policy linkages in 

eligibility criteria and delivered proactively, not reactively, to families at different life stages.

As acute needs arise that families seek support for (e.g., support with housing), they are 

identified by the family and connected to service providers for support. Responses to acute 
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needs identified by families are not responded to in a piecemeal fashion, but align sector 

supports to respond to those needs. For example, a family seeking support for housing 

insecurity identifies and connects to a bundle of supports (e.g., eligible anti-poverty benefits, 

community mutual aid groups, tenants rights advocates in addition to housing supports).

Principle 3: Anticipatory, Developmentally-Attuned, and Longitudinal Timing -
—Intervention bundles are timed strategically and leverage decades of evidence that identify 

critical periods in child and family development (e.g., prenatal, birth and infancy, early 

childhood, adolescence) to prioritize upstream investment.3 They anticipate common shocks 

(e.g., financial stressors during pregnancy) to mitigate their longer-term effects on health 

and development. Intervention bundles (e.g., anti-poverty benefits and discounts for those 

eligible or enrolled in Medicaid) are delivered proactively and with a longitudinal framing 

in service of supporting family goals. They are layered longitudinally to support achieving 

a family’s goals over the critical periods, rather than respond at single snapshots in time. 

The care model learns iteratively through family and community-directed insight and design

—interventions are not static but adaptive to the changing context and needs of families.

There is an opportunity to leverage technology to extend models of care delivery beyond ad-

hoc interactions during health care encounters. Adopting continuous and remote modalities 

(e.g., video or phone encounters, text nudges, web forms) may help lower structural access 

barriers for families (e.g., time, distance) and enable longitudinal care delivery with sector 

partners.39 Adoption of these modalities must be done thoughtfully to support communities 

with known barriers to digital access and meaningful use.40 In addition to ensuring that 

SHARPs are designed with usability across a broad range of populations as a priority, there 

are opportunities for sector partners to support families with access to digital tools and 

infrastructure (e.g., with support from federal programs like the Lifeline and Affordable 

Connectivity Programs) and support meaningful use (e.g., through tailored training).

Principle 4: Scale for Communities and Collective Impact -—Building upon the 

above, the model aims to move beyond supporting individuals and families to support 

sectors with identification of population-level trends as well as advocacy and action 

upon structural drivers in the community and policy contexts. SHARPs have already 

begun to develop some capacity for translating the data gathered from individuals to 

provide community-level data about social and structural needs that can inform community 

advocacy, programmatic response, and policy (e.g., identifying community hot-spots of 

housing insecurity to support cross-sector response and aligned policy-advocacy). The 

Family Journey approach builds upon this existing infrastructure to support community-level 

sensing of family priorities, goals, and longitudinal development. Such an approach, if done 

with family consent, has the potential to provide immense value at the community and 

population level where current approaches to identifying these trends (e.g., the American 

Community Survey) are too costly, infrequent, and generalized to be tailored to community 

values and priorities.

The Family Journey model has the potential to more fundamentally address ongoing 

theoretical limitations with current screen and refer approaches. However, such a model 
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cannot be meaningfully, equitably, and sustainably implemented without strong structural 

foundations.

Structural foundations to support the Family Journey Model

In addition to the model principles, we describe how key structural foundations that align 

health care, social care, and technology partners, such as governance and funding, can be 

furthered from their current approaches to support such a model. We emphasize that the 

specific elements and implementation strategy across each must be designed in equitable 

partnership with families to work effectively and sustainably. If approached thoughtfully, the 

design can optimize opportunities for sectors to listen, learn, and appreciate the authentic 

priorities, pressures, and values of patients, families, and frontline providers. We describe 

initial hypotheses about their design:

1. Governance - The greatest practical barriers in screen and refer models, to date, 

have resulted from inequitable partnerships between health care, social care, 

technology partners, and the families they aim to serve. To move forward, sectors 

must move towards cross-sector partnerships with leadership and accountability 

structures that enable more equitable distribution of resources, representation, 

and power across sector partners and with communities to enable: (1) a 

clear understanding and respect for how partners and the community currently 

operates, and their respective priorities and capacities; (2) trust across partners; 

(3) listening and learning that leads to co-created, co-owned, publicly-accessible 

design of the Family Journey Model, its technical components in SHARPs, 

process and workflows; and (4) continuous learning to improve and adapt 

delivery to the needs of families.

An example model that exemplifies many of these properties includes the Community 

Information Exchange (CIE) (which supports the 211 San Diego System), a community-

led ecosystem connecting multi-disciplinary network partners (including public agencies, 

CBOs, health care providers, families) who use a shared language, resource database, and 

integrated technology platforms to deliver enhanced cross-sector service connection and 

delivery. The CIE was created in 2011 with the goal of connecting the databases of housing 

providers and other community-based organizations to “better coordinate the complex 

health and psychosocial needs of the city’s most vulnerable individuals”. At present the 

CIE Participant Network includes 34 social service organizations, health care providers, 

and government agencies who share information bi-directionally across organizations, and 

participate in community care planning. The CIE is governed by an Advisory Board, 

made up of representatives from health care and provider organizations, CBOs, health 

plan partners, and the local Health Information Exchange. Additionally, Network members 

regularly convene to share experiences and best practices, develop new governance policies, 

and collaborate on new opportunities for use cases.

1. Funding - We describe two areas of funding that are needed to move sectors 

forward that can sustain the more equitable partnership described above: (1) 

investments to support workforce and technology modernization capacities in 

the social care sectors, and (2) financing mechanisms to sustain and scale cross-

sector partnership between partners.
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Medi-Cal’s Providing Access and Transforming Health Initiative (PATH) is an example 

of the former, which, through a $1.85 billion investment aims to build capacity and 

infrastructure for community-based organizations (CBOs), public hospitals, county agencies, 

to participate in an enhanced care management ecosystem much like the Family Journey 

approach described above.41 It aims to transition partners into more sustainable funding 

schemes required for the latter such as alternative payment models (APMs) which are 

designed to sustain and scale partnerships across sectors. APMs include mechanisms that 

can more equitably distribute funding across sectors such as bundled payments targeting life 

course health promotion processes and outcomes, capitation to maintain funding continuity, 

and strategically-targeted investments in key infrastructure to enhance cross-sector service 

capacity and capability. APMs require a funding entity that understands not only the costs 

and value of each service sector partner but the potential value of activities only possible 

through new applications of the partnership, as well as the long-term return on near-term 

activities that might take decades to realize.

1. Technology Infrastructure - Technology partners have a clear role to play 

to support advancement beyond current screen and refer approaches through 

advancing the scope and functions of SHARPs. They have the opportunity to 

adopt LCHD principles and work with families and stakeholders across sectors 

to identify how to best: (1) connect clients/patients to the right services and make 

sure they reach those services (e.g., through interoperable coordination capacities 

that integrate into existing workflows), (2) develop the resource bundles that are 

designed to be proactively deployed in anticipation of risks and that adapt to the 

developmental and environmental context of the child and family. In addition 

to supporting individual and family-level care delivery, there is an opportunity 

to (3) support community-level, structural change-making through public data 

sharing on service opportunities and population-level data on service needs, and 

(4) support the implementation of APMs that distribute funds from upstream 

reimbursement mechanisms to community social care partners.

Looking ahead and forward risks for social health delivery

Given the current structure and power dynamics across sectors and ongoing trends with 

SHARPs, there are several concerning trends in social care delivery that oppose the potential 

implementation of LCHD principles. For example, while the ideal evolution for SHARPs is 

to operate as public goods that share information and allow for innovation that is equally 

accessible to sector partners—several SHARPs have positioned themselves to commodify 

access to community resource lists, limiting access to both community providers and the 

general public without subscription.16,21 Most recently, SHARPs have begun to develop 

funding models that use their platforms to reimburse CBOs directly through health care 

systems. While this begins to establish financing mechanisms to distribute much-needed 

funding to the social care sector, doing so through health care may contribute to furthering 

inequitable power gradients between the two sectors—creating a system of dependence in 

which incentives are dictated by health care payers rather than equitable alignment across 

sectors. Moreover, this may risk further institutionalizing the limitations of screen and 

refer practices while ultimately scaling inequities across communities by closing patient 

Liu et al. Page 14

Curr Probl Pediatr Adolesc Health Care. Author manuscript; available in PMC 2024 January 22.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



access to social service providers outside of contracted networks. Each of these practices 

risks further entrenching structural barriers to what they’re purporting to address. Going 

forward, careful attention must therefore be paid to prevent these harms. Adhering to LCHD 

principles in the design and implementation of upstream health care models to address the 

social and structural determinants of life course health can continue to create more effective 

interventions.

Conclusion

A life course health development-informed approach to developing social health delivery 

models holds great promise that has yet to be fully realized to guide their design, 

standardization, and scale. The Family Journey model presented in this article is a starting 

point that consolidates key lessons to date using the LCHD framework to advance health 

care, social services, and technology partners and further the field of social health delivery 

in a way that is capable of delivering family-driven, proactive, holistic, integrated, and 

equitable services at the individual, family, community, and systems-levels.
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Callouts

“Ongoing challenges suggest SHARPs cannot replace the time and effort needed to 

build a more equitable and sustainable cross-sector partnership between health and social 

care.”

“Health care systems and community social service providers are not yet practically or 

financially aligned to sustainably collaborate with one another in the way that health care 

has envisioned.”

“LCHD theory places a family’s journey and self-determined goals on center stage to 

align health care, social care, and other sectors around a common directive”
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Fig. 1. 
Example Journey Map identifying LCHD-oriented goals and supports for a single-parent 

mother and her child from the preantal period through early childhood
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Table 1

Aligning present limitations with opportunities forward in LCHD-informed social care delivery

Core Life-Course 
Health Development 
(LCHD) intervention 
characteristics1

Limitations with current design and 
implementation of screen and refer models

Design principles of the Family Journey Model

1 Framing
What is the focus and goal of 

interventions?

Deficits-based, top-down:
• Designed by health care to screen and respond to 
downstream, deficit-based risks (e.g., food and housing 
insecurity)
• Minimal understanding and alignment with 
a family’s goals, motivations, values, limiting 
meaningful engagement

Family-centered, strengths-based:
• Organized around the Family Journey Map 
of self-identified social, financial, and health 
development goals
Common language and framing to align family, 
health system, community partners

1 Scope
What kinds of interventions 
are considered (within and 

across sectors?

Narrow, uncoordinated responses to isolated risks:
• Piecemeal response to social risks (e.g., food-
based responses to food-insecurity vs supports to 
address poverty as an upstream cause)
• Minimal coordination of interventions across 
sectors

Bundled and compounding supports:
• Leverages SHARPs to bundle services, 
programs, and opportunities across sectors and 
designed to support family social, financial, and 
health goals
• Prioritize upstream, developmental 
opportunities (e.g., anti-poverty public benefits, tax 
credits)

1 Timing
When are interventions 

identified and delivered?

Reactive, sporadic without memory or anticipation:
• Reactive to social drivers that have already 
presented as harms (i.e., does not anticipate and 
prevent known stressors at key time periods)
• Ad-hoc identification and response, dependent on 
existing cadence of clinical encounters

Anticipatory, developmentally-attuned, and 
longitudinal timing:
• Timed strategically, with anticipation, at key 
developmental time periods (e.g., prenatal, birth and 
infancy, early childhood)
• Uses asynchronous, remote strategies to enable 
longitudinal partnership with families

1 Scale
What socio-ecological 

level (individual, family, 
community, population) does 

the intervention act upon?

Individuals not communities or structures:
• Act upon individuals, with limited awareness 
response to structural drivers (incl. those that systems 
perpetuate)

Community and collective impact:
• Supports population- level sensing, advocacy, 
and action upon structural drivers through insights 
on longitudinal development from operational data

1
Adapted from Russ SA, Hotez E, Berghaus M, et al. What Makes an Intervention a Life Course Intervention? Pediatrics. 2022;149(Suppl 5): 

e2021053509D. doi:10.1542/peds.2021-05350
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