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OBJECTIVES: We sought to develop and validate a method to identify social complexity risk

abstract

factors (eg, limited English proficiency) using Minnesota state administrative data. A
secondary objective was to examine the relationship between social complexity and
caregiver-reported need for care coordination.
METHODS: A total of 460 caregivers of children with noncomplex chronic conditions enrolled

in a Minnesota public health care program were surveyed and administrative data on
these caregivers and children were obtained. We validated the administrative measures by
examining their concordance with caregiver-reported indicators of social complexity risk
factors using tetrachoric correlations. Logistic regression analyses subsequently assessed
the association between social complexity risk factors identified using Minnesota’s state
administrative data and caregiver-reported need for care coordination, adjusting for child
demographics.
RESULTS: Concordance between administrative and caregiver-reported data was moderate

to high (correlation range 0.31–0.94, all P values <.01), with only current homelessness
(r = –0.01, P = .95) failing to align significantly between the data sources. The presence of any
social complexity risk factor was significantly associated with need for care coordination
before (unadjusted odds ratio = 1.65; 95% confidence interval, 1.07–2.53) but not after
adjusting for child demographic factors (adjusted odds ratio = 1.53; 95% confidence
interval, 0.98–2.37).
CONCLUSIONS: Social complexity risk factors may be accurately obtained from state

administrative data. The presence of these risk factors may heighten a family’s need for
care coordination and/or other services for children with chronic illness, even those not
considered medically complex.
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WHAT’S KNOWN ON THIS SUBJECT: There is growing
consensus that medically complex children may
beneﬁt from care coordination. However, children with
noncomplex chronic disease may similarly beneﬁt,
particularly those children with social risk factors that
can impede effective disease management.
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WHAT THIS STUDY ADDS: Social complexity risk
factors can be successfully identiﬁed using state
administrative data. Additionally, social complexity
may be associated with increased need for care
coordination among children with noncomplex chronic
disease.
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In 2011, the Centers for Medicare
and Medicaid Services and the
Agency for Healthcare Research
and Quality identified a need to
develop quality measures related to
care coordination for children with
medical complexity. This task was
assigned to the Center of Excellence
on Quality of Care Measures for
Children with Complex Needs
(COE4CCN), 1 of 7 Centers that
constitute the national Pediatric
Quality Measures Program mandated
by the Children’s Health Insurance
Program Reauthorization Act.1
The COE4CCN was simultaneously
charged with developing a method
to identify children with medical
complexity using Medicaid
administrative data, which eventually
resulted in the creation of an
algorithm that separates children
into 3 categories: complex chronic
disease, noncomplex chronic disease,
and no chronic disease (healthy).2
Although the initial charge to
the COE4CCN focused on care
coordination for children with
complex chronic disease, COE4CCN
members also identified the need
to determine whether children
with chronic but noncomplex
diseases, such as asthma, would
have increased need for care
coordination if they had social risk
factors that might impede effective
disease management and control.
Recent work based on national
survey data examining the role of
adverse childhood experiences
(ACEs) has shown that children with
2 or more ACEs are more likely to
have problems getting referrals and
needed care coordination.3 However,
family characteristics and/or other
contextual factors that may not be
considered adverse experiences
(eg, limited English proficiency)
could also result in greater need
for assistance managing the care of
a noncomplex chronically ill child.
Such families may be considered to
have “social complexity,” as an analog
to medical complexity that reflects

a potentially heightened need for
additional support due to social risk
factors.
In a previous study, the COE4CCN
found that social complexity risk
factors identified using Washington
state Medicaid client administrative
data were associated with increased
risk of emergency department
(ED) visits and decreased timely
adherence to recommended wellchild care visits independent of a
child’s level of medical complexity.4
However, as it is unclear whether
administrative data accurately
represent social complexity risk
factors, the current COE4CCN study
sought to assess the validity of
identifying such risk factors using
this data source. Validating a method
to identify children with social
complexity risk factors using state
administrative data rather than
surveys would extend the previous
literature that relied on caregiver
surveys to measure social risk
factors, including ACEs,3 and would
help to identify more children who
might benefit from interventions,
such as care coordination.
The current study had 2 aims. First,
we sought to test the COE4CCN’s
previously developed methodology
for identifying social complexity risk
factors, established using Washington
state data, with a second state
administrative database.4 Second,
we sought to validate the accuracy of
these data for correctly identifying
children with social complexity
risk factors, including examining
the association between social
complexity risk factors and need for
care coordination, using caregiver
survey reports as the gold standard.

METHODS
The current study relies on a
consensus definition established by
the 43 COE4CCN members through
an iterative process. Hereafter,
social complexity is defined as a set
of co-occurring individual, family

or community characteristics that
can have a direct impact on health
outcomes or an indirect impact by
affecting a child’s access to care and/
or a family’s ability to engage in
recommended medical and mental
health treatments. To address the
study aims, we compiled a variety
of administrative social risk factor
indicators and assessed whether
the risk factors found in state
administrative data were correlated
with comparable social complexity
risk factors obtained via caregiver
report. Secondarily, we conducted
a regression analysis to investigate
whether social complexity,
as operationalized in state
administrative data, was associated
with caregiver-reported need for care
coordination.

Study Population
Using the Minnesota Health Care
Programs (MHCP) public health care
claims and encounter database, we
identified children who had visited 1
of 50 pediatric clinics in the previous
14 months and whose providers
were members of the Minnesota
chapter of the American Academy of
Pediatrics, a member organization
of the COE4CCN. Children seen by
these providers were eligible for
inclusion in the study if they were
age 0 to 17 years, had been enrolled
at least 3 months of the previous
year in a public health care program,
lived with at least 1 custodial parent
who was also enrolled in a public
health care program for at least 3
months, and who were identified
as having a “noncomplex chronic”
condition based on the Pediatric
Medical Complexity Algorithm.2
Among the 2966 children identified
in this process, 88.5% (2625) were
deemed eligible to participate in
the study. Most were enrolled in
Medical Assistance, Minnesota’s
Medicaid program, although some
were enrolled in MinnesotaCare,
Minnesota’s state-funded program
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caregiver with limited English
proficiency, and homelessness.4 We
included 3 additional risk factors
(caregiver chemical dependency,3,5
caregiver physical disability,6 and
discontinuous child insurance
coverage7,8) previously identified in
the literature review but which could
not be examined in the Washington
study. For analytic purposes, all
social complexity risk factors were
constructed as indicator variables
(1 = risk; 0 = otherwise), and a binary
measure of any social complexity
was created from these indicators
(1 = any social complexity risk factor;
0 = none). Analyses were based on
all available use data for eligible
children and their parents, from all
Medicaid-covered services.
FIGURE 1
CONSORT ﬂow diagram of participant enrollment and attrition.

Social Complexity Risk Factors
Measured by Caregiver Survey

for participants whose income is low
but higher than the Medicaid cut-off.

Of the 8 social complexity risk factors
identified in the state administrative
database, 6 were also measured by a
caregiver survey assessing health and
sociodemographic status, including
housing and neighborhood, family
composition, and demographics
(Table 1). Eight survey items related
to caregiver physical and mental
health were adapted from the
12-Item Short Form Health Survey.9
Limited English proficiency was
assessed with a combination of items
capturing language spoken at home
and self-reported ability to speak
English on a 4-point response scale,
based on the US Census framework.10
De novo items assessed insurance
discontinuity of at least 3 months,
homelessness, and CPS involvement.
The COE4CCN parent advisory panel
from Minnesota Family Voices, which
reviewed the proposed survey,
considered 2 proposed items related
to income level and parent chemical
dependency to be too sensitive to ask
in a telephone survey and unlikely
to be measured reliably due to social
desirability bias. These items were
removed from the survey and were
not considered further in the study.
Cognitive interviews to assess item

Procedures
Figure 1 presents the CONSORT flow
diagram depicting study recruitment
and attrition. We invited 2625
eligible families to participate in the
study by mail and provided them the
option of returning a study refusal
card. A total of 176 of the families
(7%) returned the refusal card,
and 1546 (59%) were unreachable
before the close of study enrollment,
which ran from August to December
2013. We attempted to contact by
phone the 903 remaining families for
recruitment/enrollment, of which
460 (51%) agreed to participate,
374 (41%) explicitly or passively
declined to participate, and an
additional 69 (7%) were unreachable
after 10 calls. In all, 460 complete
surveys were obtained, yielding
an American Association of Public
Opinion Research response rate of
17.5%, cooperation rate of 45.5%,
refusal rate of 21%, and contact rate
of 38.5%. Surveys were administered
in English or Spanish via telephone
to caregivers of children in the

study population. Verbal consent by
phone was obtained before survey
administration. All study procedures
were approved by the institutional
review boards at the Minnesota
Department of Human Services,
Children’s Hospital Los Angeles, and
Seattle Children’s Research Institute.

Measures
Table 1 lists the operational
definitions of social complexity risk
factors in the state administrative
database and in the caregiver survey.

Social Complexity Risk Factors
Measured in Minnesota Administrative
Data
The MHCP claims and encounter
database used to identify participants
also provided administrative
measures of social complexity risk
factors. We included 5 variables
previously identified as predictors
of increased ED visits and decreased
timely adherence to recommended
well-child visits: severe poverty
(defined as income ≤50% of
the federal poverty level), the
involvement of child protective
services (CPS), caregiver with
severe and persistent mental illness,
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TABLE 1 Deﬁnitions of Social Complexity Risk Factors in MN State Administrative Data and Caregiver Survey
Social Complexity Risk Factor

Deﬁnition in Administrative Data

Severe poverty (income ≤50% FPL)
(12 mo)

Income from all enrolled adults and children with the
same case number was summed for the previous
12 mo and reported as a percentage of the FPG.
Caregivers were coded as experiencing severe poverty
if their FPG income percentage was ≤50%.
Children for whom a child neglect/abuse assessment or
investigation was completed within the 3 y ending June
30, 1013, as operationalized by the Child Safety and
Permanency Division, were coded as receiving a child
protection assessment.
Applicants who checked “yes” to the question “Do you
need an interpreter?” on the MHCP enrollment form or
wrote in a language other than English in response to
the question “What language do you speak most of the
time?” were coded as limited English proﬁciency.
The Johns Hopkins’ Adjusted Clinic Groups Resource
Utilization Band (RUB) score of 5 out of 5 (very high
resource use) was used as a proxy for parents having
a medically complex condition. In addition, applicants
who indicated blindness or disability in 1 of the
caregivers on the MHCP enrollment form were coded
as having physical disability.

CPS involvement (3 y)

Limited English proﬁciency (current)

Caregiver physical disability (current)

Caregiver chemical dependency (18 mo)

Caregiver severe and persistent mental
illness (18 mo)

Child insurance discontinuity ≥3 mo
(12 mo)

Current homelessness (current)

Caregiver received a chemical dependency diagnosis in
past 18 mo, including alcohol dependency syndrome
(303.X), drug dependence (304.X), nondependent abuse
of drugs (305.X except for tobacco use disorder, 305.1),
alcohol- or drug-induced mental disorders (291.X or
292.X), alcoholic gastritis (535.3), or acute alcoholic
hepatitis (571.1).
(1) Diagnosis of schizophrenia or schizo-affective
disorder (295.X), borderline personality disorder
(301.83), major depression disorder (296.2–296.3X), or
bipolar disorder (296.0X, and 296.4X–296.8X); and
(2) Receipt of intensive mental illness services, such as
inpatient stay, residential treatment, or crisis services:
and
(3) Did not receive a developmental disability waiver and
did not live in a DD/MR residential facility in past 18
mo.
Children who had not reached their ﬁrst birthday as
of June 30, 2013 were coded as having complete
coverage due to the “auto-newborn” process in which
children automatically receive coverage for their ﬁrst
year of life if their mother has MHCP coverage (or if
she enrolls during or shortly after the delivery). For
children ages 1–17 y, MHCP enrollment records were
reviewed over the 12 mo ending June 30, 2013 and
coded for length of any continuous gap in enrollment.
Caregiver indicated homelessness on the MHCP
application in response to the item “Check this box if
you are homeless.”

Deﬁnition in Caregiver Survey
Not assessed.

Not directly assessed; inferred from a response of “foster
mother” or “foster father” to the questions “How are
you related to [CHILD NAME]?” and “How is (your spouse
or partner) related to [CHILD NAME]?”
US Census item “How well do you speak English?” on a
4-point response scale, coded as 1 = “not at all” or “not
well” and 0 = “well” or “very well.” A supplementary
item for validation only asked language spoken at home
(coded 0 = English, 1 = any other response).
Maximum of 5 items from the SF-12 Health Survey:
whether the caregiver’s physical health limits them
from moderate activities or climbing several ﬂights of
stairs (coded 1 = “limited a lot” or “limited a little,”
0 = “not limited at all”) and/or caused them to cut down
on work or daily activities, accomplish less than they
would like, or limited the kind of work or daily activities
they could do in the past 4 wk (1 = yes, 0 = no).
Not assessed.

Maximum of 3 individual survey items from the SF12 Health Survey: whether their mental health
caused them to cut down on work or daily activities,
accomplish less than they would like, or limited the kind
of work or daily activities they could do in the past 4 wk
(1 = yes, 0 = no for each).

One item, “About how many months in the last 12 did your
child not have insurance?” A response of 3 or more was
coded as insurance discontinuity.

One item asked whether the family “had one night or
more when [they] did not have a place to live” during
the previous year. A second item asked caregivers to
describe their current living situation; responses were
recoded as 0 = stable housing (owning or renting
one’s home) and 1 = precarious housing (any other
response).

Time frames in parentheses in column 1 represent look-back periods for each indicator in the Minnesota state administrative data. Diagnostic codes in administrative data deﬁnitions
refer to the International Statistical Classiﬁcation of Diseases, Ninth Revision (ICD-9). FPG, federal poverty guideline; FPL, federal poverty level.

understandability were conducted
with 3 caregivers of children with
noncomplex chronic conditions cared

for in a safety-net clinic in Seattle,
WA. These interviews did not result
in any additional changes to the

survey. Caregiver-reported need
for care coordination, which was
examined as a secondary validation
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TABLE 2 Characteristics of Children With NonComplex Chronic Conditions Identiﬁed in Minnesota
Administrative Data (N = 460)
Demographic Characteristics

N (%)

Gender
Male
Female
Race/ethnicity
Non-Hispanic white
Non-Hispanic black
Hispanic
Other race
Age category
0–5 y
6–11 y
12–17 y

252 (55)
208 (45)
193 (42)
165 (36)
42 (9)
60 (13)
208 (45)
157 (34)
95 (21)

Social Complexity Risk Factorsa
Any social complexity
No. of social complexity risk factors
0
1
2
≥3
Severe poverty (income ≤50% FPL)
Open child protection case
Parental limited English proﬁciency
Parental physical disability
Parental chemical dependency
Parental severe and persistent mental illness
Child insurance gap ≥3 mo
Current homelessness

326 (71)
134 (29)
160 (35)
115 (25)
51 (11)
242 (53)
72 (16)
63 (14)
61 (13)
47 (10)
36 (8)
28 (6)
6 (1)

FPL, federal poverty level.
a As operationalized in the Minnesota state administrative data.

measure, was operationalized as
a binary score based on a positive
response to any of 3 items (2 adapted
from the National Survey of Children
with Special Health Care Needs11
and a third item related to assistance
with obtaining community services
developed for this study).

Analysis
Tetrachoric correlations were used
to quantify concordance between the
binary measures of social complexity
obtainable in the Minnesota state
administrative data and caregiverreported social complexity risk
factors. A logistic regression
analysis subsequently examined the
association between the presence
of ≥1 social complexity risk factor
and need for care coordination,
controlling for the child’s age in years
(range, 0–17 years), gender (1 =
male, 0 = female), and race/ethnicity
(categorized as non-Hispanic white,

complexity risk factors present in
the administrative database. As
noted earlier, caregiver chemical
dependency and poverty were not
assessed in the survey, and we were
unable to examine concordance
for the CPS involvement risk factor
as the final sample included only
1 foster caregiver. Significant
correlations were found between
administrative and survey-based
measures of caregiver physical
disability, caregiver serious and
persistent mental illness, child
insurance discontinuity of at least 3
months, limited English proficiency,
and a history of homelessness
in the previous 2 years (r values
ranging from 0.31 [P < .01] to 0.94
[P < .001]; Table 3). However, there
was no association between the
administrative indicator of whether
the parent was currently homeless
and the parent’s self-reported
precarious housing (ie, endorsing a
housing option other than owning or
renting one’s home; P = .95).

Regression Analysis
non-Hispanic black, Hispanic, and
other, with non-Hispanic white as the
omitted reference category).

RESULTS
Table 2 presents descriptive statistics
reflecting the demographic makeup
and prevalence of social complexity
risk factors among the sample. Based
on the Minnesota state administrative
data, 326 families (71% percent
of the sample) had at least 1 social
complexity risk factor, compared
with 335 (73%) identified by the
caregiver survey. The most common
documented risk factor was poverty
(ie, income ≤50% federal poverty
level), identified in 53% of the sample.

Validation of Social Complexity
Risk Factors Identiﬁed Using State
Administrative Data
We were able to examine
concordance for 5 of the 8 social

Logistic regression results are
presented in Table 4. The presence of
any social complexity risk factor was
associated with a higher likelihood
of caregiver-reported need for care
coordination (unadjusted odds ratio
[OR] = 1.65; 95% confidence interval
[CI], 1.07–2.53). After controlling
for demographic characteristics,
social complexity trended toward
an association with need for care
coordination but was no longer a
statistically significant predictor
(P = .06; adjusted OR = 1.53; 95% CI,
0.98–2.37).

DISCUSSION
This study complements and
extends previous work on ACEs by
demonstrating that valid measures
of social complexity risk factors may
be obtained in state administrative
data not originally collected for this
purpose. We found a high degree
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TABLE 3 Tetrachoric Correlations Representing Concordance Between Caregiver Survey and Minnesota Administrative Measures.
MN Administrative Data

Caregiver Survey

Parent 1 or 2 has physical disability

Parent 1 or 2 has serious persistent mental illness

Parent currently homeless (span including June 30, 2013)
Parent homeless from July 2011 to June 2013
Limited English proﬁciency
Child uninsured 3+ months in Minnesota public health care
program
**

Physical health limits you from moderate activities
Physical health limits you from climbing stairs
Past 4 wk: cut down on work/daily activities (physical)
Past 4 wk: accomplished less (physical)
Past 4 wk: limited in work/activities (physical)
Past 4 wk: cut down on work/daily activities (emotional)
Past 4 wk: accomplished less (emotional)
Past 4 wk: limited in work/activities (emotional)
Precariously housed
1+ night on street in past 12 mo
Language other than English spoken at home
English spoken “not well” or “not at all”
Child has insurance gap of at least 3 mo

Correlation
0.46***
0.42***
0.39***
0.31**
0.38***
0.57***
0.56***
0.54***
−0.01
0.72***
0.94***
0.85***
0.79***

P < .01
P < .001.

***

TABLE 4 Unadjusted and Adjusted Regression Analyses Predicting Greater Need for Care Coordination
Any social complexity (unadjusted)
Any social complexity (adjusted)
Age (y)
Male gender
Non-Hispanic black
Hispanic
Other race

of concordance between social
complexity risk factors identified
using administrative data and the
same risk factors assessed using
caregiver survey reports, including
caregiver physical disability and
serious and persistent mental illness,
child insurance discontinuity of
at least 3 months, limited English
proficiency, and a history of
homelessness. Our results lend
credibility to the idea that Medicaid
agencies can validly identify children
with a subset of important social
complexity risk factors using the
administrative data already available,
without having to collect additional
information from families beyond the
documents already required to enroll
in Medicaid coverage. These results
may inform future research efforts
(eg, identifying children with social
complexity risk factors for secondary
data analyses) as well as policies
for children and families served by
public insurance, who may benefit
from provision of targeted services at
the state or local level.

OR (95% CI)

P

1.65 (1.07–2.53)
1.53 (0.98–2.37)
1.03 (0.99–1.08)
0.96 (0.65–1.42)
2.32 (1.49–3.61)
1.35 (0.67–2.73)
1.06 (0.56–1.98)

.02
.06
.11
.83
<.001
.40
.86

Furthermore, results suggest that
this sample of children relying on
Minnesota public health care programs
have been exposed to many social
risk factors in addition to financial
need, which generally triggers their
eligibility. It is especially concerning
that 10% of children in our sample
had a parent with a recent chemical
dependency diagnosis, 8% had a
parent with a severe and persistent
mental illness, and 16% had an open
CPS case within the past 3 years.
Such information could be invaluable
to Medicaid agencies as they try to
identify and support the physical and
mental health of children at greatest
risk for poor health outcomes.
Results also suggests that for
children with noncomplex chronic
conditions, the presence of at least 1
social complexity risk factor may be
associated with increased caregiverreported need for care coordination,
although this relationship was
no longer statistically significant
after controlling for demographic

variables, particularly race/ethnicity.
As caregivers of non-Hispanic black
children were more likely than
caregivers of non-Hispanic white
children both to experience at least
1 social complexity risk factor (76%
vs 68%) and to endorse heightened
need for care coordination (51% vs
32%), the attenuated association
between social complexity and
need for care coordination may be
evidence of a statistical suppression
effect12 after the introduction of the
race/ethnicity variables.
Importantly, the results of this study,
which is based on a sample of families
with public insurance and known
providers, also suggest that although
families with social complexity may
technically have “access” to care (eg,
the ability to secure an appointment
with a care provider), they may
nonetheless lack the ability or
resources to fully use these providers
or to coordinate the services rendered
by these providers. Previous work
suggests that providing “potential
access” does not equate to “realized
access,” particularly for socially at-risk
families.13 We may need to consider
broadening how patient access to care
is measured or evaluated, particularly
among families with social complexity.

Generalizability
The availability of public program data
differs from state to state (and database
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to database), which raises questions
about the ease of generalizing results.
Whereas claims and encounter data
are standard across states and are
likely compiled within the agency
or organization that administers
the programs, there is substantial
variation among Medicaid enrollment
forms across states. In Washington,
for example, indicators of parental
death and intimate partner violence
are available that were not assessed
in Minnesota; conversely, we were
able to include measures of chemical
dependency, disability, and insurance
discontinuity using Minnesota data
that could not be modeled in the
Washington study. Other states may
have additional measures of social
complexity risk factors that should be
considered beyond those discussed
in the current study.
Furthermore, individual state
agencies may or may not have
access to these data. The Minnesota
Medicaid agency, for example, had
access to child protection data
because the Minnesota Department
of Human Services administers both
types of programs. Replicating the
current results in other states may be
more or less challenging depending
on how state services are organized,
what types of program data are
available, and how social complexity
risk factors are operationalized.
Collectively, our results using
the comprehensive Minnesota
administrative database highlight the
opportunity to obtain a much richer
understanding of social complexity
if data from multiple sources are
combined at the state or federal level.
A challenge to generalizability
inherent to our study design is that
this sample was selected based on the
child having recently accessed health
care from an American Academy of
Pediatrics member physician. This
may have greatly limited our ability
to identify problems with access
to care and biased associations
between social complexity and need
for care coordination toward the

null. Additionally, given that we
were unable to formally validate 3
of the social complexity risk factors
available in the administrative
data, the identification of families
with “any social complexity” may
be overly broad. This too may have
biased regression results toward the
null, if we included families identified
administratively as socially complex
who would not have identified
themselves that way. Alternately, the
small difference in families identified
by each method (326 in the MHCP
database vs 335 via the survey)
suggest that administrative data may
slightly underestimate families with
social complexity risk factors.
Finally, the small percentage of the
Minnesota sample reporting some
risk factors (eg, homelessness) makes
it difficult to get a clear picture of
their impact; results might differ
for populations in which these
risk factors are more prevalent.
Because our sampling approach may
have disproportionately excluded
homeless families by requiring
a known, stable mailing address
and phone number, alternative
methods may be needed to study the
impact of social complexity among
the most heavily disadvantaged
families. Similarly, our sample may
be biased toward the inclusion of
higher-functioning caregivers and
those not currently experiencing an
exacerbation of physical or mental
conditions that may have precluded
some potentially eligible respondents
from opting in to study participation.

Other Limitations
Although we found high concordance
overall between the survey and
administrative data, a different
caregiver may have completed the
survey than had been included in
the administrative dataset. This
may partially explain disagreements
between the 2 data sources,
particularly for the caregiver health
measures, but may also challenge
the interpretability of our results.

Additionally, we did not examine
connections between social complexity
and child health outcomes (eg, ED/
hospital use), and this remains an
important direction for future study.

CONCLUSIONS
Despite growing consensus that
medically complex children may
benefit from care coordination, less
is known about the needs of children
with noncomplex chronic disease,
particularly those with social risk
factors that may impede effective
management of their conditions.
We found that social complexity
may be accurately ascertained
from state administrative data and
trended toward association with
greater caregiver-reported need for
care coordination. Children with
noncomplex chronic disease may
be vulnerable to social risks that
increase their family’s need for care
coordination or other services, and
future work to identify a common
set of indicators in administrative
databases, including data belonging
to commercial payers and other
health systems, may help to identify
and include all families who may
benefit from these interventions.
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