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Abstract
Health and social care integration has become an important policy strategy within U.S. Medicaid as states and health systems respond to fragmented care, persistent health-related social needs, and pressure to demonstrate value from public spending. This narrative review examines how economic evidence has informed Medicaid-supported health and social care integration in the United States from January 2020 through May 2026. A structured search of PubMed, Scopus, Web of Science, Google Scholar, and JSTOR was used to identify peer-reviewed literature on Medicaid, integrated care, health-related social needs, economic evaluation, implementation, value-based financing, and health equity; authoritative policy documents and selected foundational studies were used only for context. The evidence indicates that Medicaid-supported integration can improve social-needs identification, referral processes, care coordination, and access to community resources, but effects on health care utilisation and costs are heterogeneous. Empirical Medicaid studies show both favourable utilisation shifts and null short-term effects, while implementation studies consistently identify administrative burden, workforce capacity, data interoperability, referral completion, and the stability of community partnerships as major determinants of program performance. Economic evaluation remains limited by short time horizons, inconsistent costing methods, narrow health-system perspectives, and incomplete treatment of equity and implementation costs. The March 2025 rescission of prior federal guidance on health-related social needs also illustrates that policy pathways can change while the underlying evidence base continues to evolve. Future evaluations should combine conventional cost and utilisation measures with implementation costs, longer-term outcomes, explicit uncertainty analysis, and equity-sensitive measures. Economic evidence is therefore most useful when interpreted as one component of a broader policy decision framework rather than as a simple test of short-term cost savings.
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1. Introduction
Health outcomes are shaped by clinical care and by the social and economic conditions in which people live. Housing stability, food security, transportation, employment, education, and social support can influence access to care, treatment adherence, health care utilisation, and population health inequities (World Health Organisation [WHO], 2024). Health systems have therefore increasingly considered interventions that identify and respond to health-related social needs alongside conventional medical services (Gottlieb et al., 2017; Chuang & Safaeinili, 2024).
Medicaid is a particularly important setting for this integration because it serves populations with substantial medical and social vulnerability and because state Medicaid programs can combine payment reform, managed care, accountable care arrangements, and waiver-based delivery reforms. During the past decade, U.S. policy initiatives have expanded the use of social-needs screening, care navigation, community partnerships, and value-based delivery models within Medicaid and related public programs (Sandhu et al., 2021). These approaches are intended to improve coordination and access while reducing avoidable utilisation, but their effects depend on implementation quality, local service capacity, and the design of financing arrangements (Chuang & Safaeinili, 2024; McCurley et al., 2023).
Economic evidence is central to decisions about whether integrated-care programs should be adopted, financed, scaled, modified, or sustained. Traditional economic evaluation methods include cost-effectiveness analysis, cost-benefit analysis, cost-utility analysis, budget-impact analysis, and return-on-investment assessment. Integrated care, however, creates methodological challenges because intervention costs and benefits may occur in different sectors, implementation requires organisational change, and important outcomes may emerge beyond short-term health care spending (Vondeling, 2004; Dopp et al., 2021; O'Leary et al., 2022).
The policy question is therefore broader than whether a program immediately lowers medical expenditures. Decision-makers also need evidence about implementation cost, affordability, service access, referral completion, organisational capacity, equity, and the time required for benefits to emerge. This broader perspective is especially important for Medicaid, where social-needs interventions often depend on partnerships with community-based organisations and where program design varies across states and delivery systems (Sandhu et al., 2021; Rangachari et al., 2024).
Despite growing policy activity, the literature remains fragmented across economic evaluation, implementation science, utilisation studies, financing, and equity, making it difficult to determine how these evidence streams collectively inform Medicaid-supported integration. In particular, limited synthesis has examined how methodological choices, such as analytic perspective, time horizon, implementation-cost measurement, and equity treatment, shape the policy interpretation of economic evidence. Addressing this gap is necessary to clarify what existing evaluations can and cannot support for Medicaid policy decisions.
This review examines the role of economic evidence in shaping Medicaid-supported health and social care integration policies in the United States between January 2020 and May 2026. It synthesises evidence on integrated-care implementation, economic evaluation frameworks, utilisation and cost outcomes, financing considerations, and health equity, with particular attention to the methodological limitations that affect policy interpretation.
2. Conceptual Framework
The review uses an integrated conceptual framework that links social determinants of health, Medicaid-supported integrated care, economic evidence, implementation conditions, policy decisions, and population outcomes. The framework treats social-needs screening, community health worker programs, care navigation, behavioural health integration, food-based interventions, and cross-sector referral systems as delivery strategies whose value cannot be separated from the context in which they are implemented (Knowles et al., 2023; Chuang & Safaeinili, 2024).
Economic evidence enters this framework through estimates of costs, resource requirements, cost-effectiveness, return on investment, affordability, and distributional consequences. Implementation conditions, including workforce readiness, reimbursement, data infrastructure, organisational capacity, and community partnerships, influence whether economic results observed in one setting can be reproduced elsewhere (Bowser et al., 2021; Dopp et al., 2021; O'Leary et al., 2022). Equity is treated as an explicit dimension of value because average performance measures can obscure whether benefits are distributed across populations with different levels of social risk (Agniel et al., 2023).
As shown in Figure 1, the relationship is iterative rather than linear. Economic evidence can inform program adoption and financing, but implementation and outcome data subsequently feed back into future policy decisions. This feedback structure is important in Medicaid because policy authority, payment rules, and service availability can change during the life of an intervention.
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Figure 1. Conceptual framework showing how economic evidence informs Medicaid-supported health and social care integration policies.
3. Methodology
3.1 Review design and scope
A structured narrative review was conducted to examine how economic evidence has been used to evaluate and inform Medicaid-supported integration of health and social care in the United States. The review period for the core evidence base was January 2020 through May 2026. A narrative design was selected because the literature includes heterogeneous intervention types, study designs, economic methods, policy arrangements, and outcome measures that are not suitable for a single pooled effect estimate.
The review distinguishes between the core peer-reviewed evidence base and contextual sources. Peer-reviewed empirical studies, economic evaluations, implementation studies, and rigorous reviews published during the review period were used for the principal synthesis. Authoritative policy documents and selected pre-2020 foundational publications were used only to define concepts, describe policy changes, or explain established economic-evaluation principles.
3.2 Search strategy and eligibility
Literature searches were conducted in PubMed, Scopus, Web of Science, Google Scholar, and JSTOR. Search concepts combined Medicaid with terms relating to integrated care and social needs, including integrated care, health and social care integration, social determinants of health, health-related social needs, behavioural health integration, community health workers, food-based health interventions, social care referrals, economic evaluation, cost-effectiveness, cost-benefit, return on investment, value-based care, financing, implementation cost, and health equity. Database-specific syntax and controlled vocabulary were adapted as appropriate. A representative concept structure was: Medicaid AND (integrated care OR social care OR social needs OR social determinants of health) AND (economic evaluation OR cost OR financing OR value-based OR implementation) AND (United States OR U.S.).
Records were screened for relevance to the review question using the criteria summarised in Table 1. Priority was given to studies that directly examined Medicaid populations, Medicaid accountable care organisations, Medicaid-supported social-needs interventions, or policy and financing mechanisms that affect integrated care. Studies from broader U.S. health-system settings were retained when they provided directly relevant evidence on economic methods, implementation costs, referral systems, or equity measurement that could inform Medicaid decision making.
Studies outside the United States, publications without a meaningful connection to integrated health and social care, and sources lacking an economic, implementation, policy, utilisation, or equity contribution were excluded from the core synthesis. Non-peer-reviewed sources were not used as evidence of intervention effectiveness; however, primary federal policy documents were used when necessary to describe current Medicaid policy.
Table 1. Inclusion and exclusion criteria
	No.
	Criterion
	Inclusion
	Exclusion

	1
	Geography
	United States; Medicaid or directly relevant U.S. integrated-care settings
	Non-U.S. evidence unless used only for foundational economic context

	2
	Timeframe
	January 2020-May 2026 for the core evidence base
	Before 2020, except selected foundational/contextual sources

	3
	Publication type
	Peer-reviewed empirical studies, economic evaluations, implementation studies, policy analyses, and rigorous reviews
	Editorials, opinion pieces, conference abstracts, dissertations, or unverifiable sources as effectiveness evidence

	4
	Policy/service focus
	Medicaid-supported integrated care, health-related social needs, value-based care, cross-sector care, or directly applicable evaluation methods
	Unrelated clinical care or interventions without an integration or policy connection

	5
	Outcome/content
	Costs, utilization, implementation, financing, access, care coordination, sustainability, or equity
	No relevant economic, implementation, policy, utilization, or equity content


Note. Primary policy documents and selected foundational sources were used for context but were not treated as intervention-effectiveness evidence.
3.3 Evidence organisation and appraisal
For each retained source, the synthesis considered the study design, population and setting, intervention or policy mechanism, economic or financing approach, implementation conditions, utilisation outcomes, cost outcomes, and equity-related findings. Particular attention was given to whether reported cost or utilisation changes were directly estimated, inferred from intermediate outcomes, or proposed conceptually.
Because the evidence base included systematic reviews, observational studies, quasi-experimental studies, implementation evaluations, and methodological papers, no single quantitative risk-of-bias instrument was applied across all sources. Instead, evidence was interpreted qualitatively with attention to comparator quality, follow-up duration, confounding, generalisability, outcome definition, and whether conclusions exceeded the design. No meta-analysis was undertaken because intervention designs and outcome measures were too heterogeneous for defensible statistical pooling.
3.4 Methodological limitations
The review has several limitations. First, its narrative design prioritises interpretive synthesis rather than exhaustive effect estimation, and publication bias may favour programs with positive implementation experiences. Second, many social-needs and integrated-care studies are observational or quasi-experimental, which limits causal inference. Third, follow-up periods are often short relative to the time required for preventive or social interventions to affect downstream utilisation. Fourth, Medicaid programs differ substantially across states, so results from individual accountable care organisations or waiver programs may not transfer directly to other jurisdictions. These limitations are considered throughout the interpretation of findings.
4. Review of Literature and Findings
4.1 Medicaid-supported health and social care integration
Medicaid-supported health and social care integration encompasses a range of strategies rather than a single model. Common approaches include health-related social needs screening, referral and navigation, community health workers, behavioural health integration, accountable care organisations, food and nutrition services, and formal partnerships with community-based organisations. Policy reviews describe a gradual expansion of these approaches in the United States, often linked to value-based payment and delivery-system reform (Sandhu et al., 2021; Chuang & Safaeinili, 2024).
The need for integrated approaches is visible in Medicaid population data. In a Medicaid accountable care organisation, Schiavoni et al. (2022) analysed 27,413 patients who completed 30,703 social-needs screenings across 114 primary care practices. Among completed screenings, 44.6% were positive for at least one social risk factor and 19.1% were positive for a stated social need, with incomplete overlap between social risk and requests for assistance. This distinction is policy-relevant because screening only for risk does not necessarily identify all patients who want or need resource navigation.
Implementation evidence also shows that program reach depends on operational capacity. McCurley et al. (2023) evaluated the Massachusetts Flexible Services program within a Medicaid accountable care organisation. Among 67,098 enrollees, 57.3% completed at least one social-needs screening; 16.0% screened positive for food insecurity and 11.0% for housing insecurity. The study identified administrative burden, data-sharing limitations, coordination with community organisations, and pandemic-related disruptions as implementation barriers, while administrative funding, bidirectional communication, and adaptive enrollment strategies functioned as facilitators.
Community health workers can strengthen navigation, trust, and continuity between health systems and communities, although effectiveness depends on role clarity, integration into care teams, financing, and supervision (Knowles et al., 2023). Cross-sector collaboration similarly requires durable relationships and information-sharing structures rather than referral alone (Anderson et al., 2023). Food-based interventions have expanded as another form of health-social integration; the broader evidence indicates potential benefits for food security and cardiometabolic management, but the economic evidence remains heterogeneous and program-specific (Mozaffarian et al., 2024).
The federal policy environment has also changed during the review period. On March 4, 2025, the Centers for Medicare & Medicaid Services (CMS) rescinded its 2023 and 2024 guidance on health-related social needs and stated that state applications for such services and supports would be evaluated case by case under applicable statutory and regulatory requirements (Centers for Medicare & Medicaid Services [CMS], 2025). This policy change does not resolve questions about intervention effectiveness; rather, it reinforces the need to distinguish empirical evidence on program value from the durability of any particular financing pathway.
Overall, Medicaid-supported integration can improve the processes required for whole-person care, but implementation is not automatic. Screening coverage, referral completion, community capacity, workforce availability, data exchange, and payment design shape whether policy authorisation becomes effective service delivery.
4.2 Economic evaluation frameworks in Medicaid-supported integrated care
Economic evaluation in integrated care has traditionally emphasised cost-effectiveness, cost-utility, cost-benefit, budget impact, and return on investment. These approaches are useful but can be incomplete when the intervention requires substantial implementation activity or when benefits occur outside the health care sector (Vondeling, 2004). In Medicaid-supported social care, costs may be borne by health systems, states, community organisations, or beneficiaries, while benefits may appear as improved access, social stability, quality of life, reduced utilisation, or longer-term population outcomes.
Dopp et al. (2021) argued that economic evidence can be translated into financing strategies for implementation, drawing attention to the difference between estimating value and creating payment mechanisms that make adoption feasible. This distinction is important for integrated care because an intervention can be cost-effective over time yet remain difficult to implement if upfront costs, cash-flow requirements, or organisational incentives are misaligned.
Implementation-cost evidence is also methodologically inconsistent. Bowser et al. (2021), in a systematic review of implementation studies in mental health and substance use disorders, found substantial variation in costing methods and reporting practices. Such variation limits comparison across programs and makes it difficult for decision makers to determine which resources are required for replication or scale-up. O'Leary et al. (2022) similarly emphasised the need to extend analytic approaches used in implementation science so that economic evaluation reflects changing implementation intensity, context, and system dynamics rather than treating implementation as a fixed background condition.
Alternative payment models represent one mechanism for aligning financing with prevention and integration. Rosenfeld et al. (2025) developed a conceptual framework for substance use disorder prevention that illustrates how payment structures may be designed around evidence-based interventions whose benefits do not fit traditional fee-for-service incentives. Although conceptual frameworks do not establish effectiveness, they are useful for identifying financing mechanisms that can be tested empirically.
A second limitation of conventional economic evaluation is the treatment of equity. Average cost and quality measures may obscure distributional differences among population groups. Agniel et al. (2023) demonstrated that equity-sensitive quality measurement requires explicit decisions about how performance across groups should be weighted. For Medicaid, this implies that economic evaluation should report not only average outcomes but also whether gains and burdens are distributed across populations with different levels of social risk.
Table 2 summarises key evidence informing the revised synthesis and highlights why economic conclusions should be interpreted alongside study design and implementation context.
Table 2. Key evidence informing the narrative synthesis
	Source
	Design/setting
	Contribution to the review
	Important limitation

	Bowser et al. (2021)
	Systematic review of implementation cost analyses in behavioral health
	Shows heterogeneity in costing methods and the need for standardized implementation-cost reporting.
	Not specific to Medicaid or integrated social care.

	Dopp et al. (2021)
	Implementation-science/economic financing framework
	Links economic evaluation to practical financing strategies for adoption and scale-up.
	Primarily methodological; does not estimate a single Medicaid program effect.

	Yan et al. (2022)
	Systematic review of social-needs screening/interventions in U.S. clinical settings
	Finds improved resource access in many studies but mixed utilization and cost effects.
	Heterogeneous interventions and designs; not limited to Medicaid.

	Schiavoni et al. (2022)
	Cross-sectional study in a Medicaid ACO; 27,413 patients
	Demonstrates high prevalence of social risk and incomplete overlap between risk and requests for assistance.
	Descriptive; does not estimate causal effects on costs or utilization.

	Buitron de la Vega et al. (2023)
	Nonrandomized controlled trial in a Medicaid ACO; 364 adults
	Tests intensive screening/navigation; no significant 12-month reduction in hospital/ED utilization.
	Single safety-net setting and nonrandom allocation.

	McCurley et al. (2023)
	Mixed-methods implementation evaluation of MassHealth Flexible Services
	Identifies screening reach, administrative burden, data-sharing needs, and community-partnership requirements.
	Implementation evaluation in one ACO; not designed to estimate long-term cost savings.

	Sabatino et al. (2023)
	Repeated cross-sectional MassHealth ACO utilization study
	Shows increased primary care and selected declines in hospitalization/unplanned use after ACO implementation.
	Descriptive pre/post comparison without a contemporaneous causal control group.

	De Marchis et al. (2023)
	Systematic scoping review of social screening implementation
	Shows wide variation in reach, adoption, implementation, and maintenance reporting.
	Focuses on screening implementation rather than economic outcomes.

	Knowles et al. (2023)
	Review of U.S. community health worker integration
	Supports CHW roles in navigation, chronic disease management, and community linkage.
	Program designs and financing models vary substantially.

	Agniel et al. (2023)
	Health Affairs research article on equity-sensitive quality measurement
	Provides an explicit framework for incorporating equity into performance measurement.
	Illustrative Medicare-based application; not a Medicaid intervention evaluation.

	Chuang & Safaeinili (2024)
	Annual Review of Public Health review of social-needs interventions
	Synthesizes implementation and evidence on utilization, cost, and integration; concludes impact evidence is limited and mixed.
	Broad U.S. review across payers and program types.

	Mozaffarian et al. (2024)
	JACC state-of-the-art review of Food Is Medicine
	Summarizes food-based intervention models and policy/payment considerations.
	Evidence quality and economic methods vary across programs.

	Thorndike et al. (2025)
	Prospective cohort study of Medicaid Flexible Services participants
	Found no significant short-term improvement in food/housing insecurity, diet, stress, or acute utilization relative to comparison participants.
	Nonrandomized participation and one ACO setting.

	Rosenfeld et al. (2025)
	Conceptual framework for alternative payment models in SUD prevention
	Illustrates how financing structures can support preventive and cross-sector interventions.
	Conceptual; requires empirical testing in specific Medicaid settings.


4.3 Health care costs, utilisation outcomes, and health equity
Evidence on cost and utilisation outcomes is mixed, and this heterogeneity is one of the most consistent findings across the literature. Yan et al. (2022) found that social-needs screening and intervention studies often improved access to resources, but effects on health care utilisation, costs, and clinical outcomes varied across settings and intervention types. Chuang and Safaeinili (2024) reached a similar conclusion: implementation is expanding faster than high-certainty evidence about downstream utilisation and financial effects.
Medicaid-specific studies illustrate why simple cost-saving claims are not justified. Buitron de la Vega et al. (2023) evaluated enhanced pharmacy care that incorporated repeated social-needs screening and navigation for 364 adults in a Medicaid accountable care organisation. At 12 months, the intervention was not associated with significantly lower odds of any hospital admission or emergency department visit (adjusted odds ratio = 0.62, 95% CI 0.23-1.62; p = .32) or lower visit rates among participants with any visit (adjusted rate ratio = 0.93, 95% CI 0.71-1.22; p = .62). The study is important because it demonstrates that greater screening and navigation intensity does not necessarily translate into short-term utilisation reductions.
At the delivery-system level, Sabatino et al. (2023) described utilisation changes during the first two years of the Massachusetts Medicaid accountable care organisation program. Primary care use increased, observed hospitalisation rates were lower than expected in several groups, and some condition-specific unplanned use declined, while all-cause emergency department use increased slightly. Because the study used repeated cross-sectional administrative data rather than a contemporaneous controlled design, these findings are best interpreted as evidence of utilisation shifts rather than proof that the ACO model caused the changes.
The Massachusetts Flexible Services experience also demonstrates the gap between program implementation and measurable short-term outcomes. McCurley et al. (2023) documented substantial screening activity and successful delivery of nutrition and housing services among enrolled participants, while also identifying administrative and cross-sector implementation barriers. In a later prospective cohort evaluation, Thorndike et al. (2025) found no significant between-group improvement over one year in food insecurity, housing insecurity, diet quality, stress, or acute health care use among Flexible Services participants compared with eligible nonparticipants. Together, these studies suggest that implementation success should not be equated automatically with rapid improvements in medical utilisation or social conditions.
The time horizon of evaluation is therefore critical. Many integrated-care interventions require upfront investment in staff, data systems, referral infrastructure, and community partnerships. Short follow-up may capture implementation costs before downstream benefits can plausibly occur. Conversely, a long time horizon can overstate confidence if assumptions about persistence, uptake, or counterfactual utilisation are not tested. Sensitivity analysis and transparent reporting of perspective, time horizon, discounting, and uncertainty are consequently important for policy interpretation (Vondeling, 2004; O'Leary et al., 2022).
Health equity further complicates economic interpretation. Integrated care may create value through improved access, trust, navigation, and social stability even when short-term medical spending does not fall. However, equity claims should also be measured rather than assumed. Stratified outcomes, access measures, patient-reported outcomes, and explicit equity-oriented performance metrics can help determine whether integrated-care benefits reach groups experiencing greater social risk (Agniel et al., 2023).
5. Discussion
The reviewed evidence indicates that economic evidence has become an important component of Medicaid-supported health and social care integration, but its role should be characterised carefully. The literature does not show that economic evaluation uniformly determines policy decisions or that integrated care consistently produces net cost savings. Instead, economic evidence interacts with program goals, statutory authority, organisational capacity, service availability, and political-administrative context. The most defensible conclusion is that economic evidence increasingly informs decisions about design, financing, implementation, and sustainability, while its influence varies across settings.
Three findings are especially consistent. First, implementation conditions strongly influence outcomes. Social-needs screening has limited value if referral systems are incomplete, community resources are unavailable, or data cannot be exchanged across organisations. The Medicaid Flexible Services evaluation demonstrates that administrative funding, staffing, communication, and bidirectional information systems can be as important to implementation as the nominal intervention itself (McCurley et al., 2023). Reviews of community health workers and cross-sector collaboration similarly emphasise integration into organisational workflows and sustained relationships (Knowles et al., 2023; Anderson et al., 2023).
Second, utilisation and cost outcomes are not uniformly favourable. Controlled and observational Medicaid studies include both null and potentially favourable findings. The non-randomised controlled trial by Buitron de la Vega et al. (2023) did not demonstrate a significant reduction in hospital or emergency department use, whereas system-level MassHealth data reported by Sabatino et al. (2023) suggested selected shifts toward primary care and lower hospitalisation in some groups. Thorndike et al. (2025) likewise found no short-term favourable changes in several social and utilisation outcomes in a Medicaid Flexible Services cohort. This pattern supports cautious interpretation and argues against using short-term cost reduction as the sole criterion for continuation or scale-up.
Third, current economic frameworks often underrepresent implementation and distributional effects. Conventional analyses can identify whether an intervention produces health gains relative to cost, but integrated care also involves organisational adaptation, community capacity, and benefits that may accrue outside the health system. Implementation science therefore offers useful extensions to standard economic analysis by treating context and implementation intensity as variables rather than background assumptions (Bowser et al., 2021; O'Leary et al., 2022). Equity-sensitive measurement similarly makes the distribution of performance explicit rather than relying only on population averages (Agniel et al., 2023).
The policy environment itself is a source of uncertainty. CMS's March 2025 rescission of previous HRSN guidance illustrates that federal policy parameters can change during evaluation and implementation (CMS, 2025). Economic analyses intended for policy use should therefore specify the payment authority and regulatory assumptions under which costs and benefits are estimated. A program that is operationally feasible under one financing pathway may require redesign under another even if its clinical or social value is unchanged.
The review also supports a distinction between downstream and upstream action. Health-system programs can identify social risks, provide navigation, and finance selected services, but they cannot by themselves eliminate broader structural determinants such as the supply of affordable housing or local labour-market conditions. Reviews of U.S. health-system initiatives show substantial activity focused on individual social needs, with less direct capacity to alter structural conditions (Rangachari et al., 2024). The appropriate interpretation is not that screening and referral are unimportant, but that their expected effect should be aligned with the level at which the intervention operates.
6. Policy Implications and Future Research
Future Medicaid economic evaluations should use a multi-dimensional concept of value. Cost and utilisation remain important, but decision-grade evaluation should also report implementation cost, reach, referral completion, access, patient-reported outcomes, and equity. These domains should be linked explicitly to the intended mechanism of the intervention. For example, a social-needs screening program should first be judged on screening coverage, identification, referral completion, and service receipt before attributing downstream utilisation changes to the program.
Time horizon and analytic perspective should be specified prospectively. A health-system perspective may miss costs shifted to community organisations or benefits realised by other public programs, while a broad societal perspective can introduce substantial uncertainty. Reporting both payer or health-system results and a broader sensitivity analysis can make trade-offs visible without assuming that all social benefits can be converted into immediate medical savings.
Implementation costs should be measured alongside intervention costs. Staffing, training, information technology, community contracting, data governance, and evaluation infrastructure can determine whether an apparently effective model is scalable. Standardised resource categories would improve comparability across studies and help policymakers distinguish one-time start-up costs from recurring operating costs (Bowser et al., 2021; Dopp et al., 2021).
Future research should also strengthen causal inference. Comparative state studies, controlled interrupted time series, difference-in-differences designs, and prospective cohorts with longer follow-up can help separate program effects from secular trends. Linkage of Medicaid claims, electronic health records, screening data, and community-service data can improve measurement of referral completion and downstream utilisation, provided privacy and governance requirements are met. Qualitative implementation research should accompany quantitative evaluation so that null or favourable outcomes can be interpreted in relation to program fidelity and local capacity.
Finally, equity should be specified as an evaluative objective rather than treated only as a narrative aspiration. Stratified estimates, equity-sensitive quality measures, and transparent weighting approaches can reveal whether average improvements conceal persistent disparities (Agniel et al., 2023). These methods are particularly relevant to Medicaid because population-level averages can mask differences by geography, disability, language, socioeconomic position, and other dimensions of social risk.
7. Conclusion
Economic evidence is increasingly relevant to Medicaid-supported integration of health and social care, but the available literature does not support a simple conclusion that integrated-care programs consistently reduce short-term health care costs. The strongest evidence shows that program effects depend on implementation quality, organisational capacity, financing, referral completion, community resources, and the time horizon of evaluation. Medicaid-specific studies report both favourable utilisation shifts and null short-term effects, underscoring the need for cautious causal interpretation.
Future policy evaluation should combine conventional economic outcomes with implementation costs, longer-term measures, explicit uncertainty analysis, and equity-sensitive indicators. Such an approach can provide a more complete assessment of value and can better support decisions about whether programs should be adopted, adapted, financed, scaled, or discontinued within changing Medicaid policy environments.
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