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What would it take to reduce
inequities in healthy life expectancy?
We can envision a future in which everyone in our nation has the same prospects for living a long and
healthy life, no matter who they are or where they live. In this future, all people live in safe and healthy
environments; enjoy reliable access to health care, nutritious food, and stable housing; and have the
knowledge and opportunities to make healthy choices about diet and exercise. And none of us has to
contend with the harms of persistent racial discrimination, violence, trauma, and injustice.
Federal and state policies that seek to make health insurance and health care universally accessible
and affordable can directly affect health and life expectancy. 1 This brief, however, goes beyond health
care and focuses on how the health care sector can shape people’s health by addressing health-related
social needs. Realizing equity in healthy life expectancy requires bold action not just by the health care
sector, but by businesses, philanthropic groups, and nonprofit organizations with scopes extending far
beyond the health sector and by all levels of government. Strategies that strengthen families’ financial
well-being by protecting and empowering them to build income and wealth play a foundational role,
including expanding opportunities for lifelong learning and jobs that provide family-sustaining wages
and benefits. It is also critical to find solutions to the challenges of affordable housing, neighborhood
safety and environmental conditions, and public school quality. And across all these efforts,
policymakers, thought leaders, and on-the-ground practitioners would need to confront and dismantle
the structural barriers that sustain racial and economic inequities and injustice.
The challenge is urgent. Health inequities by race, ethnicity, and socioeconomic status exist at every
stage of life, accumulate over time, and create gaps in both the length and the quality of people’s lives. 2
In 2017, for example, the life expectancy for non-Hispanic black men in the US was 4.5 years shorter
than that of non-Hispanic white men; the life expectancy for non-Hispanic black women was 2.7 years
shorter than that of similar white women (Arias and Xu 2019). Plus, the life expectancy for poor people
in the US is lower than that of rich people—and the gap is widening (Chetty et al. 2016; Dwyer-Lindgren
et al. 2017; Geronimus et al. 2019). The history of social policy decisions in the US, which have often
been shaped by underlying racism, has also exacerbated structural inequities that can affect health.
Examples include zoning restrictions that limit low-cost or higher-density housing developments 3 and
decisions of states with disproportionately large numbers of nonwhite residents not to expand
Medicaid under the Affordable Care Act (Grogan and Park 2017).

Demographic changes, growing economic inequalities, and the cumulative effect of deleterious
social policies threaten to worsen chronic disease prevalence and mortality in the decades ahead.
Stagnating wages and the associated lack of resources both increase the risk of chronic disease
morbidity and mortality among people at the bottom of the income and wealth distribution and make it
difficult for them to afford preventive care or manage chronic health conditions to counteract these
risks. An aging population could increase the prevalence of chronic disease in the US population and
strain the budgets of government income support and health programs. 4 And if health and longevity
gaps persist between racial and ethnic groups as the United States becomes more diverse (Ortman,
Velkoff, and Hogan 2014), the increasing burdens of chronic disease and premature death could further
increase government spending on health care, potentially to the exclusion of other critical programs.
The health care sector can help eliminate disparities in health and life expectancy. In addition to
providing access to life-saving and life-enhancing medical care, health care providers, plans, and payers 5
increasingly recognize the importance of routine screenings, diagnosis, and treatment for trauma and
for mental, behavioral, and physical health problems early in life and at other critical junctures over a
person’s lifetime. At the same time, however, racial and ethnic disparities persist in the rates of
screening for disease and in the aggressiveness of treatment once a disease is diagnosed. 6
The health care sector is also focusing more attention on understanding the complex factors that
influence health and exploring ways to help meet people’s health-related social needs. This broadening
of perspective is motivated partly by the financial benefits of reducing the need for expensive medical
treatment and partly by the growing understanding that social needs can undermine the benefits of
medical treatment. Medicaid and Medicare 7 policymakers are increasingly exploring ways to improve
health and reduce health care spending by addressing people’s health-related social needs. Similarly,
private entities in the health care sector, including managed care plans, accountable care organizations,
and health provider networks, are testing new ways to help enrollees and patients meet their healthrelated social needs.
Five mutually reinforcing strategies could increase the effectiveness of the health care sector in
helping people address their health-related social needs and in turn narrow inequities in health and
healthy life expectancy:


Payers, plans, and providers develop and implement standardized approaches to
systematically assess health-related social needs.

2
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Private philanthropy and state or local governments jointly develop, finance, and maintain
community resource networks and platforms where managed care organizations, providers,
and consumers can connect with the health-related social services they need.



State Medicaid programs incentivize investments in nonmedical services with positive healthsector payoffs.



Federal, state, and local health officials establish sustainable mechanisms for operating and
financing programs addressing health-related social needs that yield cross-sector payoffs.



Private-sector health care payers and providers align their organizational policies and
activities to maximize impact on health-related social needs.

Leaders in the health care sector already are seeking reliable, up-to-date evidence that would help
them better target their efforts, partner more effectively with institutions in other sectors, and assess
their effectiveness in improving health and health equity:


To identify high-value targets among health-related social needs, health-sector policymakers
and practitioners need rigorous evidence about both the incidence of specific social needs (e.g.,
hunger, housing instability, social isolation, or exposure to violence) and the potential payoffs of
investments to address them, as measured by improvements in health and healthy life
expectancy.



Health care providers and payers considering investments in “upstream” factors and weighing
where to concentrate their efforts would value a reliable, up-to-date, actionable evidence base
of proven interventions that resolve health-related social needs, so they could have
confidence in the impact of their investments.



Federal, state, and local officials need independent assessments of alternative cross-sector
strategies to address health-related social needs that integrate health, social service, and
other systems.

This brief draws on an environmental scan and on interviews and group discussions with a broad
array of changemakers in the health care sector. These conversations (1) highlighted innovative
solutions being explored in Medicaid programs and by health plans, hospitals, and other health care
providers across the country and barriers to further progress; (2) identified gaps in understanding
about links among health, health care costs, economic deprivation, and social needs; and (3) suggested
opportunities for new knowledge-building that could inform and accelerate solutions to help close deep
and long-standing inequities in health and healthy life expectancy in the US.
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Advancing Solutions: Health Care
Sector Action, Investment, and
Innovation
Five mutually reinforcing strategies—currently being pursued by health care payers, plans, and
providers to address health-related social needs—could narrow inequities in health and healthy life
expectancy. Leaders in the health care sector already are seeking reliable, up-to-date evidence that
would help them better target their efforts, partner more effectively with institutions in other sectors,
and assess their effectiveness in improving health and health equity.

Solution Set 1: Systematically Assess Health-Related
Social Needs
With systematic information on the magnitude, distribution, and nature of unmet health-related social
needs (including economic needs), state Medicaid programs, 8 Medicaid managed care plans, and
providers could effectively target social interventions and community-level investments. Information
on health-related social needs could also improve patient care plans and provide the basis for more
equitable payment approaches. It could highlight for policymakers and other stakeholders the sectors
(i.e., housing, transportation) where investments and policy changes are most needed to address unmet
health-related social needs for Medicaid beneficiaries. In addition, standardized collection approaches
could minimize burdens for Medicaid enrollees, who may have multiple entities collecting similar data
on their unmet social needs.
Over two-thirds of Medicaid members are enrolled in comprehensive managed care organizations,
or MCOs, making those health plans a powerful partner in screening enrollees for health-related social
needs (MACPAC 2018, exhibit 29). Some MCOs and health care providers are collecting information on
enrollees’ social and economic risks as part of national, state, or provider-driven initiatives. Many of
these initiatives have developed their own screening tools. Moving forward, standardized approaches
to collecting data on social and economic needs of Medicaid members could help states develop
programs to target enrollees’ most pressing unmet social needs and could inform health plan
contracting and payment strategies.

4
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Implement Standardized Screening Tools
The Centers for Medicare & Medicaid Services (CMS) is requiring that health care providers use a
standardized screening tool as part of the Accountable Health Communities (AHC) model. This
voluntary demonstration is designed to test whether systematically identifying and addressing the
health-related social needs of Medicare and Medicaid enrollees affects health care utilization, spending,
quality of care, and health outcomes. 9 The screening tool, which is being implemented in hundreds of
sites across all AHCs over five years, has 10 questions in five core domains: housing quality and
instability, food insecurity, transportation problems, utility needs, and interpersonal safety. 10 Among
other uses, the information derived from the screener will be combined with health care claims data to
explore how health-related social needs drive health care costs and health outcomes among Medicare
and Medicaid enrollees. 11
As part of its State Innovation Model Initiative, the Michigan Medicaid agency has developed a
screening tool and mandated its use among all health care providers participating in the PatientCentered Medical Home program to assess patients’ social needs. Participating providers also must
establish links with community-based organizations that provide resources and social services and
track initiation, follow-up, and outcomes of referrals (MDHSS 2018a).
In 2020, Medicaid MCOs in North Carolina will be required to conduct universal screenings within
90 days of a person’s Medicaid enrollment and to share the collected information with the enrollee’s
primary care provider. Enrollees designated as having high social needs must be referred to a case
manager charged with finding appropriate services in the community (NCDHHS 2018b).
Kaiser Permanente, which serves Medicaid beneficiaries in nine states, has developed its own
comprehensive screening tool, Your Current Life Situation, 12 that collects information about difficulties
with activities of daily living; child care; employment; food security; housing, legal or public benefits;
medical, dental, and vision services; safety; transportation; and utilities. Clinic staff can fill out the tool
on paper or via phone, and members can fill it out online in the patient portal. All responses are entered
in electronic health records (EHRs), where issues requiring follow-up are immediately flagged. Kaiser
Permanente has partnered with Health Leads, which connects health care and community service
providers, to pilot a call center that reaches out to patients identified in EHRs as being at high risk of
adverse health outcomes. Trained call center staff screen these patients for social needs, offer
connections with resources in the community, and call periodically to assess whether patients’ needs
are being met. Kaiser Permanente has used these data to identify resources gaps across communities. 13
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Community health centers use the Protocol for Responding to and Assessing Patients’ Assets, Risk,
and Experiences (PRAPARE), 14 which covers some of the same ground as the AHC screener and Your
Current Life Situation. However, PRAPARE screens differently, asking about housing worries as well as
inability to pay for needed food, utilities, clothing, child care, and transportation; and including optional
questions on safety and interpersonal violence. 15 The PRAPARE questionnaire can be integrated into
EHRs to capture the data in the clinical workflow. Several health centers have piloted PRAPARE and
another tool designed to facilitate referrals to local social service agencies (LaForge et al. 2018).

Expand the Use of ICD-10 Z Codes
Some health care provider associations and insurers—including the American Hospital Association
(AHA 2018), the American Medical Association, and UnitedHealthcare 16—and health care analysts
(Daniel-Robinson and Moore 2019; Jones and Muller 2018) are advocating for widespread use and
expansion of ICD-10 Z codes to capture patients’ socioeconomic and psychosocial circumstances
alongside clinical diagnoses. 17 With information on the health-related social and economic needs of
their enrollees coded into claims data, Medicaid programs could better track and improve provider
performance and beneficiary outcomes. In addition, ICD-10 Z codes could be used in risk adjustment of
capitated payments to managed care plans that compensate plans caring for a higher share of people
with identified unmet social needs that affect their medical needs and costs. Accounting for social needs
in Medicaid payment models could help ensure adequate payment rates to support the health and wellbeing of the population and provide managed care plans and accountable care organizations (ACOs)
greater incentives to identify and address members’ health care and social needs. But new processes
would need to be developed to verify the accuracy of the coding and to minimize risks of overpayments.
Massachusetts refined its Medicaid risk-adjustment model for MCOs and ACOs to include
variables for unstable housing (defined as three or more addresses in single year or an ICD-10 Z code
for homelessness on a claim or in encounter data) and a neighborhood stress score (a composite
measure of financial stress using census data, such as percentage of families with incomes below the
federal poverty level or percentage of unemployed adults). 18 Accounting for social determinants of
health improved the power of the Massachusetts risk-adjustment model to predict health care costs
and allowed the state to make more accurate payments to managed care plans (Ash et al. 2017).
However, physicians’ time with patients is limited, averaging only 20 minutes an office visit in 2010
(Shaw et al. 2014). Documentation of social needs by physicians and other providers through ICD-10 Z
codes, screening, or EHR prompts could place more demands on office visits and add to physician

6
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administrative burdens. The American College of Physicians therefore recommends limiting such data
collection to a small number of social needs with an established connection with health (Daniel,
Bornstein, and Kane 2018).

Leverage Experimentation to Inform Screening Approaches
As these examples illustrate, plans and providers are not using a single approach to collect information
on social risks and health-related social needs of the populations they are serving (Daniel-Robinson and
Moore 2019). 19 The domains included in screening will determine which social needs Medicaid
programs and managed care plans can identify, which in turn will drive how well they understand the
prevalence of particular social needs among their enrollees and how they affect health care needs and
costs. For example, a plan’s assessment of how food insecurity affects health outcomes and health care
costs will differ depending on the questions asked and the definition of food insecurity used. What’s
more, Medicaid programs and managed care plans may overstate the effects of certain social needs on
health or spending if the screeners do not capture other social needs that commonly occur alongside
the ones measured. The timing, frequency, and lookback period of screeners may also vary.
While North Carolina plans to implement a common social needs screener across all Medicaid
managed care plans in the coming year, in other states, it is at the managed care plan’s discretion which
domains to include and which questions to ask. In addition, there is not yet a standard of practice for
administering screenings, including who administers them (e.g., managed care organizations, physicians,
care managers, or physician office staff), how data are stored (e.g., in the EHR or in separate datasets),
and who has access to the data. Though variations in screening tools and implementation approaches
may allow for more innovation, standardized screeners and screening protocols will minimize the
burden on Medicaid enrollees and yield consistent information that could compare and track needs
across different patient populations, plans, and geographies within the state. This could be
accomplished through a standard set of questions on the Medicaid 834 enrollment form (DanielRobinson and Moore 2019). One potential middle ground could include universal initial screenings
using a minimal number of questions, with in-depth follow-up for a subset of patients found at high risk
for unmet social needs. This approach would allow for screening for needs, such as literacy, language
barriers, or social support, that may affect health but are not included in initial screenings.
For Medicaid managed care plans that operate in multiple states, state mandates to use different
screeners could add administrative complexity and cost burdens. Similarly, the variety of screeners in
use could add to administrative burden for providers, potentially reducing the time they have to spend
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on patient care. EHR burdens, in particular, are correlated with physician burnout, though physician
burnout could be reduced if clinics have dedicated staff and resources available to help meet (not just
screen for) patients’ social needs (De Marchis et al. 2019; Linzer et al. 2016).
Overall, it is critical that the current experimentation with screening be leveraged to learn more
about what instruments and schedules are feasible and most useful for managed care organizations,
providers, and beneficiaries. In addition, it is critical to assess how data from screenings are used and
whether some screening processes lead to more actionable data.

“Screening has to be done to figure out what’s going on, but it’s the very first step. I
worry that plans will stop at screening—it’s worse to screen and not follow up than
to just not screen at all.”
—Jocelyn Guyer, Manatt Health Strategies

Solution Set 2: Establish Community Resource Networks
and Platforms
Having managed care organizations and providers identify enrollees’ health-related social needs is a
solid first step. But collecting information on unmet needs is not enough; providers and managed care
plans will also need to help their patients address those social needs. Implementing and standardizing
screening for social needs in health care settings will need to go hand in hand with developing strong
referral systems so managed care organizations and providers can link patients with community-based
services and keep track of what happens. Given that many community-based organizations and safety
net programs are underfunded and lack the resources to address current needs, feedback loops will be
critical for identifying areas where more investment is required.
To follow through effectively on patients’ social needs, managed care organizations and health
providers need real-time information on the resources available in their communities. Building local
resource networks and platforms that include information about available social and other services
could address several challenges in the current system, including the following:

8
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Health care organizations may not know where to refer patients or what community resources
(e.g., food banks, housing assistance) are available. Though many state agencies, provider
associations, advocacy groups, and philanthropic organizations collect and disseminate
community referral resources, these lists are often incomplete, out of date, or duplicative, and
real-time information about organizations’ capacity to take on new clients and the quality of
services offered is often not available.



Health care organizations may lack formalized partnerships with community-based
organizations to ensure they can exchange information and share data, receive bidirectional
referrals, and close the loop on referrals to allow for tracking of outcomes. Privacy
requirements such as the Health Insurance Portability and Accountability Act can also present
barriers to data sharing. The complexity and cost of formalizing partnerships likely prevent
individual managed care organizations and providers from acting.



If more than one stakeholder forms and maintains such a network, it may place unnecessary
burdens on community-based organizations, many of which rely on grant funding and lack the
management systems or infrastructure parallel to the formalized referral, data-sharing, and
outcomes-tracking practices of the health care system (Raday, Krodel, and Chan 2018).

“We are hoping that those relationships get established. That’s a key part of this—
relationship building and trust between different sectors.”
Chris DeMars, Oregon Health Authority Transformation Center

A promising solution to the challenges of identifying resources to address health-related social
needs is having private philanthropy, Medicaid programs, and state governments jointly develop,
finance, and maintain community resource networks and platforms that include feedback loops
between community partners and providers and plans. Pooling community resource information
provides a critical resource for the health sector, its community partners, and people needing help who
are not yet connected to health or social service providers. It also helps state governments map out
resource gaps that are affecting their residents by geography and subgroup.
North Carolina has begun implementing a statewide electronic care coordination network platform,
NCCARE360, supported by a public-private partnership between the North Carolina Department of
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Health and Human Services and the Foundation for Health Leadership and Innovation. NCCARE360
integrates a directory of health care and social service organizations (including a dedicated call center
and data team responsible for verifying the information) with a referral platform that enables health
care and human service providers to exchange data and track outcomes efficiently and securely. The
platform will be made available to health care and social service providers, health plans, and members of
the public. 20
Building upon its efforts to screen patients for social determinants of health, Kaiser Permanente is
launching the Thrive Local initiative to link its members across the US to services and supports in their
communities that address health-related social needs. The “social care network” will be integrated into
Kaiser Permanente’s EHRs and will track referrals and outcomes to assess how well needs are being
met and to identify resource gaps. 21 Other managed care plans are implementing or using similar
systems to help connect members to resources they need in their communities. 22 However, little
information is available on the implementation, maintenance, and effects of technology-based referral
applications (Cartier, Fichtenberg, and Gottlieb 2019).
Other promising approaches to link health care and community social service providers rely on
cross-sector information exchange. The 2-1-1 San Diego referral service provides phone- and webbased care coordination via a team of health navigators and includes a cloud-based interactive
database—Community Information Exchange (CIE)—that integrates data from housing, food programs,
health care services, criminal justice, and other systems. 23 Health navigators use a comprehensive risk
rating tool to assess a client’s health and wellness needs, and then rank each client’s needs on a
continuum that ranges from crisis to stable to thriving. The 2-1-1 San Diego health navigation system is
supported by monthly fees for patient referrals from participating organizations, while the technology
and license costs are covered by a fee-for-service model through contracts with local health plans. The
CIE has been developed and maintained through grants from a local foundation and the federal
government and is currently free. However, both systems are reportedly exploring subscription-based
financing to ensure future sustainability (Spencer and Hashim 2018).
A similar effort has been developed in Jackson, Michigan, and supported by the state’s State
Innovation Model funds. The Jackson Care Hub is a shared community platform that incorporates a
social needs screening tool, a 2-1-1 resource directory, and an online management tool that enables
referral tracking (MDHSS 2018b).
Although the use of online networking platforms is growing, not every community currently has the
necessary infrastructure and resources to enable cross-sector collaboration and electronic data

10
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exchange. Some communities are implementing solutions that do not involve the creation of platforms.
With funding from the State Innovation Model initiative and Agency for Healthcare Research and
Quality’s EvidenceNOW Southwest initiative, Colorado developed the Regional Health Connectors
program to facilitate connections between primary care providers and community-based behavioral
health and social service organizations. The state is divided into 21 regions, each with an assigned
regional health connector (a community member) who, in addition to connecting clinical and nonclinical
service providers, is responsible for supporting practices in quality improvement efforts and
recommending resources to improve health outcomes.
Likewise, the Pathways HUB Community Action program in Ohio relies on community health
workers connecting at-risk people to health care and social services. 24 This program, which has a
primary goal of reducing infant mortality, is funded by the Ohio Commission on Minority Health, Ohio
Department of Medicaid, health plans, and grants from public and private organizations. Under the
HUB Community Action program, hospitals, federally qualified health centers, and governmental
agencies partner to deploy community health workers to locate community members at greatest risk
for poor health outcomes; comprehensively assess health, behavioral, and social risk factors; and assign
each risk to a Pathway, which is a standardized process to ensure the risk is addressed. 25 A key
component of the model is measuring outcomes as each Pathway is completed and risks are reduced. A
HUB functions as the central agency that contracts with community-based organizations, health care
providers, health plans, and care coordination agencies and tracks and monitors service delivery and
outcomes (AHRQ 2016b). This approach simplifies contracting for managed care plans because they
need to contract with one entity as opposed to identifying and vetting individual service providers. The
approach could also improve coordination of medical and social services for Medicaid members.
Other collaboration arrangements rely on an externally funded “backbone organization” to
coordinate the activities of a consortium of organizations. 26 The AHC model tests two approaches for
ensuring beneficiaries are connected to social services and community supports that may affect their
health. Sites on the “assistance track” conduct an inventory of local community services (similar to
identifying a community resource network) and help high-risk beneficiaries access services. Sites on the
more advanced “alignment track” also assess whether local resources are responsive to beneficiaries’
needs and encourage partner organizations to work together, which includes data sharing and analyses
to identify resource gaps and develop quality improvement plans. 27 For both AHC model tracks, CMS is
funding the administrative functions for bridge organizations (e.g., community-based organizations,
health care organizations, local governments) to coordinate local efforts that could efficiently and
effectively identify and address health-related social needs of Medicare and Medicaid beneficiaries.
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Together, improved knowledge of unmet needs among Medicaid enrollees served by managed care
plans and providers and the ability to connect to community resources would improve the chances that
enrollees can have those needs met. However, community resources may be underfunded or
unavailable, requiring the health sector to take additional steps to address those needs, as described in
solutions 4 and 5. Moreover, such initiatives may rely on health care providers and managed care
organizations acting against their financial interests. Once health care providers expend resources on
screening and referral, they could lose revenue if those services work as intended and patients need
fewer medical services. For managed care plans, having healthier enrollees can result in reduced
capitation and risk adjustment payments from state Medicaid programs. The next solution examines
how health care financing systems can encourage investments that address health-related social needs.

Solution Set 3: Incentivize Investments in Nonmedical
Services with Health-Sector Payoffs
Health care providers and plans need appropriate financing mechanisms to play a sustained role in
addressing health-related social needs. As the Medicare and Medicaid programs shift from paying for
services to paying for outcomes, there has been increasing focus on identifying steps that the federal
government, state governments, and health plans can take to reward nonmedical investments that have
positive health impacts and/or that yield medical costs savings (Alderwick, Hood-Ronick, and Gottlieb
2019). To date, many of these investments have focused on generating short-term medical cost savings
for high-need patients. In Medicaid, states and CMS have developed several approaches to encourage
managed care plans and hospitals to invest in addressing enrollees’ and patients’ health-related social
needs. These approaches generally fall into one of three categories: (1) imposing requirements, (2)
creating incentives, and (3) removing barriers.
Given the innovation occurring across the country and the fact that some of it is taking place in the
context of time-limited demonstrations, it will be important for CMS, states, managed care plans, and
providers to learn from this experimentation to inform subsequent policy development and target new
investments toward cost-effective activities.

Impose Requirements
State Medicaid programs are using contracting tools to require managed care organizations to screen
for unmet health-related social needs, spend money to address social needs, and/or support

12
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community-based organizations addressing those needs (Gifford et al. 2018; Manatt Health 2019). For
example, Washington State’s contracts require that MCOs identify and address members’ social
needs. 28 In Oregon, coordinated care organizations (CCOs), which are networks of health care
providers given global budgets to care for Medicaid beneficiaries, are required to have a community
advisory council. At least 51 percent of the council’s members must be Medicaid enrollees, with the
remainder representatives of the community. As of 2020, CCOs will be required to spend a portion of
any year-end surpluses or excess reserves on addressing health disparities and social needs, 29 and their
community advisory council must approve the approach. 30 A portion of this spending must be dedicated
to housing-related services and supports, including supportive housing (OHA 2018). And in 2021,
Oregon will require reporting on social need and health equity performance milestones. 31
Starting in January 2020, Massachusetts will require its Medicaid ACOs to offer members “flexible
services” that address social needs, such as having a safe and healthy living environment or adequate
nutrition. ACO members who meet at least one health needs–based criterion (e.g., behavioral health
need, complex physical condition, repeated emergency room visits) and have at least one risk factor
(e.g., homelessness, nutrition deficiency) may receive pre-tenancy and tenancy supports (e.g.,
completing housing applications, communicating with landlords), home modifications (e.g., doorway
modifications), and nutrition assistance (e.g., home-delivered meals, obtaining benefits from the
Supplemental Nutrition Assistance Program, or SNAP, or the Special Supplemental Nutrition Program
for Women, Infants, and Children, or WIC). 32 Finally, Arizona, as part of its Medicaid-covered
behavioral health benefits, requires managed care organizations to provide supportive services such as
case management, housing support, transportation, and assistance accessing community resources and
social services, including applying for benefits from other safety net programs. 33
Some states are also leveraging their regulatory and purchasing powers to require community
reinvestment targeting upstream population-level health needs. In 2018, Arizona began requiring its
managed care plans to reinvest 6 percent of any profits or surpluses in the community, building on its
prior requirement for behavioral health authorities. Managed care plans have broad discretion in using
these funds but must submit a community reinvestment report to the state (Manatt Health 2019). 34
Massachusetts implemented a new approach to tapping health systems’ financial resources to
address community-wide social needs. The state requires hospitals, long-term care facilities, and other
licensed health care facilities seeking a determination of need (DoN) for substantial capital expenditure,
substantial change in service, an original license, or transfer of ownership to contribute 5 percent of the
proposed project’s capital expenditure to community-based health initiatives. 35 DoN applicants must
develop, and submit as part of the application, plans to address the priority areas for this funding,
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including social environment; built environment; housing, violence, and trauma; employment; and
education (AGO 2018; DPH 2017). These funds are split between local and statewide projects that
address social needs using a state-set formula. 36 For example, a $102 million proposed renovation
project at Massachusetts General Hospital would provide $5 million in Community Health Initiative
funds, including $1.3 million for statewide initiatives and $3.8 million for local initiatives. 37 In addition,
the state’s Office of the Attorney General has recently updated its voluntary community benefits
guidelines for nonprofit hospitals to encourage hospitals to align their community benefit activities with
strategies that address the state’s six social determinants of health priorities (AGO 2018).
On the federal level, the Affordable Care Act requires all nonprofit hospitals to submit a community
health needs assessment every three years that identifies and prioritizes significant health needs of the
community with community input. 38 Nonprofit hospitals must also provide information on how they are
addressing those identified needs with community benefit dollars. 39 Hospitals have used these
assessments to identify health-related social needs and target community benefit dollars to addressing
those needs. 40 In 2015, the American Hospital Association, Catholic Health Association of the United
States, and Association of American Medical Colleges jointly lobbied the Internal Revenue Service to
include hospital-sponsored housing activities as a community benefit. 41 One example of mobilizing
community benefit dollars to tackle a pressing social problem comes from Portland, Oregon, where five
hospitals and a health plan combined forces and provided $21.5 million to build new housing for the
homeless (Kuehn 2019).

Incentivize Investment
States are increasingly using value-based purchasing, demonstration waivers, and other alternative
payment models to support screening and referrals for health-related social needs. In some instances,
states are using waivers or alternative payment methods to help fund nonmedical services or capacitybuilding within critical community-based organizations. 42 Medicaid managed care plans are increasingly
taking advantage of these opportunities, using case management services, transportation assistance,
and social needs screening and referral programs to help their enrollees access services. 43
Some states have used waivers to encourage managed care plans to cover health-related services
that are not generally covered by Medicaid. In Oregon, for example, CCOs are allowed to cover “flexible
services,” which are nonmedical services that may improve health. 44 But less than 1 percent of CCO
spending went toward health-related services in the first five years of Oregon’s waiver. 45
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Under North Carolina’s Section 1115 waiver, the state will implement “healthy opportunity pilots”
to provide evidence-based nonmedical services that address health-related social needs. Managed care
organizations operating in the pilot regions will be provided with funds beyond their capitated rate to
address housing instability, transportation and food insecurity, interpersonal violence, and toxic stress
for Medicaid-enrolled pregnant women, children, and adults who meet the eligibility criteria (NCDHHS
2018a). To participate in the pilot, an adult Medicaid beneficiary must have at least one state-defined
physical or behavioral health risk factor (e.g., multiple chronic conditions, high-risk pregnancy) and at
least one social risk factor (e.g., housing or food insecurity). Children will also be eligible for the pilot,
including neonatal intensive care graduates, babies with low birth weight, babies with neonatal
abstinence syndrome, children from birth to age 21 with one or more significant uncontrolled chronic
condition, children experiencing three or more adverse childhood experiences, and children in foster
care (NCDHHS 2019). The North Carolina demonstration is distinctive in its focus on children, who are
often overlooked when states and plans focus on high-need, high-cost populations. The demonstration
also includes a strong evaluation design, which will provide important new insights about how coverage
of these types of services affect the health and medical costs of enrollees (NCDHHS 2019).

“The issue with kids is the question about time horizon. Investments in kids won’t
pay off for many years, until they’re adults. They’re not costing Medicaid a lot at
present.”
—David Adler, Robert Wood Johnson Foundation

States are also exploring value-based models and contracting tools to support the provision of
nonmedical services that affect health and medical costs. Oregon will offer bonus payments from 2021
to 2022 to CCOs that meet performance milestones in addressing social needs. 46 Massachusetts
Medicaid ACOs can receive pay-for-reporting bonuses for conducting health-related social service
assessments. 47 Minnesota requires its Medicaid Integrated Health Partnerships to propose at least one
quality measure related to health equity and reducing health disparities. 48 Louisiana also requires its
MCOs to propose quality measures related to improving population health and to describe their
experience with using data on social needs to improve health status. 49
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Remove Barriers
Under the medical loss ratio policy, Medicaid MCOs are required to spend at least 85 percent of their
revenues on medical care, including incurred medical claims and select quality improvement activities,
such as case management, emergency transportation, and peer supports. 50 However, some spending to
address enrollees’ health-related social needs, like programs to address housing instability, may not
count as either an incurred claim or a quality improvement activity. This creates a disincentive for
MCOs to provide those services. States requiring managed care plans to invest in addressing enrollees’
health-related social needs, including Arizona and Oregon, have worked to ensure that such
investments can count as medical care.
Another potential barrier to investment in addressing social needs in Medicaid is “rate slide.”
Managed care organizations are paid a capitated, per enrollee rate to provide Medicaid services, and
that rate must be based on plans’ actual spending in the prior period. However, CMS rules exclude
spending on “value-added” activities, like grab bars to reduce the risk of a fall, from rate-setting
processes (Machledt 2017). In essence, CMS and state Medicaid programs capture the savings from
MCO services that address social needs without financially supporting the continued provision of those
services. Some states are working to address this problem. For example, North Carolina is providing
new up-front funding for managed care plans to address health-related social needs that will not be part
of the capitated payments (NCDHHS 2018a, 2019). Oregon includes the cost of flexible benefits for
CCOs as part of “administrative load” in its rate-setting process (Optumas 2018).
While there is a strong push to involve the health sector more directly in addressing health-related
social needs, several potential pitfalls and downsides need to be considered. First, many Medicaid
enrollees have unmet social needs; given the chronic concerns about low payment rates in Medicaid, 51
requiring plans or providers to address additional health-related social needs could come at the
expense of meeting patients’ medical needs. Second, as social service provision shifts out of the
community and into medical settings, it could raise the costs of those services, increase public spending,
and undermine the community-based organizations that specialize in providing those services. Third,
states, CMS, and managed care plans all have incentives to focus on short-term medical cost savings
rather than longer-term statewide savings or cost efficiency across multiple sectors. In fact, CMS
requires that Medicaid Section 1115 waivers, which have been used to support much of the state-level
work to address enrollees’ social needs, be budget neutral concerning federal Medicaid spending,
meaning that any increased spending on addressing social needs must be offset by savings on medical
needs over the course of the waiver. This imperative to generate short-term medical cost savings likely
means prioritizing the needs of those with high medical costs. In geographic areas with limited
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resources, this could mean that less support would be available for other population groups, such as
children and young parents who tend to have low medical costs on average but for whom early
intervention on health-related social needs could pay off in the future. Focusing on reducing unmet
social needs to produce short-term cost savings could mean not addressing social needs that have
serious long-term consequences for society.
Medicaid programs, managed care plans, and providers can help address the health-related social
needs of enrollees; and Medicaid benefits, reimbursement, and contracting approaches can be
structured to reward provision of nonmedical services that help improve patient health and lower
health care costs. However, Medicaid and the health care sector will remain focused on providing direct
medical care, and they can and should go only so far in addressing upstream factors affecting health,
since addressing health-related social needs may come at the expense of providing medical care. If
reducing health-related social needs is a high priority, policymakers will need to consider the cost
savings and benefits generated outside the health sector. 52 In addition to realigning incentives and
rewards within the health sector, policymakers will need to consider cross-sector financing approaches
that reflect broader savings and benefits to society and how to sustain them.

Solution Set 4: Establish Sustainable Mechanisms for the
Operation and Financing of Programs Addressing HealthRelated Social Needs That Yield Cross-Sector Payoffs
From a national societal perspective, improving population health and health equity and reducing the
need for medical care to treat disease and injury are almost certainly worthy goals; evidence suggests
that the negative health impacts of poverty and unmet social needs cross years, departments, and levels
of government (Holzer, Schanzenbach, and Duncan 2008; Nilsen 2007). Investment in children and
families through public programs like Medicaid, the Children’s Health Insurance Program, and SNAP
pays off in other sectors, including improved family financial well-being, improved kids’ performance in
schools, lower use of health care services in adulthood, and reduced eviction rates, all of which are areas
where future public spending is at stake. 53 However, the standard state and local government
appropriations process operates on a one- or two-year planning horizon, is entirely separated by
department or agency, and operates at a single geographic level (state, county, or city).
The narrow focus of public-sector budgeting complicates efforts to capture returns on investment
in social needs when those returns accrue to multiple public- and private-sector entities. Health plans
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and providers in a capitated environment have an even narrower focus and gain no benefit from
improved societal outcomes other than lower utilization and spending on health services—and only if
they retain members in their plan over time. These misalignments of incentives are sometimes referred
to as a type of “wrong pockets” problem, wherein the return on investments made in one sector or
period flows to other sectors or periods (i.e., the wrong pocket). This problem reduces the incentive to
make the investment, even if total returns to society far outweigh the costs.
In addition, for providers in a fee-for-service environment, reduced health care utilization may be
viewed as a negative outcome, even if it results from improved health. For example, addressing the
underlying causes of asthma attacks by assessing homes and removing triggers could prevent asthmarelated hospital stays and emergency room visits, but doing so would reduce hospital service use and
undermine the bottom line for hospitals. 54

“States operate on an 18-month budgeting cycle, and budgets are tight. When you’re
building out infrastructure, you need a longer time frame.”
—Kevin Moore, UnitedHealthcare Community and State, and former Medicaid director

Pool and Coordinate Public Funding
Recognizing the cross-sector impacts of public investments, government agencies are expanding the
frame of reference for return on investment beyond individual agencies and single budget cycles, using
various “braiding and blending” approaches to strategically deploy separate funding streams toward
common goals (TFAH 2018). One option is legislation to explicitly pool resources, such as Virginia’s
1993 Children’s Services Act. The Children’s Services Act funds a case management model for at-risk
children and youth by pooling state funds across social services, education, juvenile justice, and
behavioral health agencies and allocating those funds to localities, where they are managed by a locally
appointed team (Clary and Riley 2016).
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“We’re a state, not just a payer. We are thinking about what do we know about what
works for kids age 0 to 8, regarding home-visiting programs, food housing, etc. We
have a childhood action plan that is data driven. We identify interventions, think
about how to fund them using various sources of funding.”
—Elizabeth Tilson, North Carolina Department of Health and Human Services

Another approach establishes “children’s cabinets”—collaborative coordinating bodies that draw
from agencies with overlapping goals and separate funding streams. 55 For example, Maine recently
reestablished a children’s cabinet to align, prioritize, and maximize the use of state and federal funds,
with a focus on expanding quality home-visiting programs, improving quality of child care and early
childhood programs, and improving access to community-based services for at-risk youth. 56 Many
states and localities have established a children’s cabinet, and similar collaborations seem possible for
other populations around health-related social needs.
Governance structures may be key to the success of children’s cabinets and other cross-agency
groups (Rennie Center 2009). Locating the cabinet within one of the collaborating agencies may make it
difficult to establish trust with other agencies, so executive bodies with authority over all participating
agencies (e.g., governor’s or mayor’s office) may be the best choice. To be successful, these entities need
buy-in from all participating agencies on goals, as well as alignment on the strategies and funds each
agency will use to achieve those goals. Agencies also need shared evidence of what interventions work
to advance those goals, alignment on outcomes data collection and analysis, and coordination of budget
planning. Achieving buy-in from the health care sector can be difficult, if not impossible, given that the
result may be a smaller health care delivery system and lower health care spending.
Oregon’s coordinated care organization model, organized and funded through the state’s Medicaid
waiver, is a health-focused example of organizing multiple stakeholders to provide medical and
nonmedical services with a shared financial incentive. In this model, a CCO contracts with the state
Medicaid agency for a global monthly payment tied to the risk profile of their enrollees and possible
bonuses for meeting quality targets. In addition to using the pool of Medicaid funding for care
coordination, CCOs have latitude to spend some resources on social needs such as food and housing,
and CCOs across Oregon have made varied choices depending on their own assessments of enrollee
needs. 57 But, to our knowledge, no one has published a systematic assessment of those variations
(Alderwick, Hood-Ronick, and Gottlieb 2019).
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Since 2012, the government of Hennepin County, Minnesota, has led the Hennepin Health plan, a
Medicaid ACO available to nonelderly beneficiaries in the county (Hostetter, Klein, and McCarthy
2016). The plan assesses members’ health-related social needs 58 to identify those at high risk and refers
them to an ambulatory intensive care unit where a multidisciplinary team works to resolve primary and
behavioral health care needs, as well as social needs like housing and employment assistance, before
transitioning the member to a more permanent primary care home. The plan partners with local
organizations that deliver nonmedical services and distributes part of the shared savings payments it
receives from the state Medicaid agency to these partners. Early results from the Hennepin Health plan
show increases in the use of recommended care among members with diabetes, vascular disease, and
asthma and reductions in unnecessary care among members who receive housing assistance (Sandberg
et al. 2014). 59

Combine Public and Private Resources
In addition to coordinating government financing around common goals, the addition of private capital
to public funding is an option for overcoming the wrong-pockets problem. Pay for success approaches,
which are often structured as public-private partnerships, use private investments as a substitute for
public funding when public funds are unavailable for specific purposes (or at all), in return for a share of
the returns from those investments. While several criminal justice, housing, and education
interventions are using this approach, 60 using it to address health-related social needs comes with
significant challenges (Skopec 2018), and only a few such projects have been attempted. 61 The Social
Impact Partnerships to Pay for Results Act included $100 million in federal funding to support pay for
success outcomes payments, evaluations, and feasibility studies for projects led by state and local
governments, which could yield important new evidence, though the eligibility requirements are
narrowly defined by projected reduction in federal health care spending. 62
Aligning for Health—a membership organization of health plans (including Medicaid managed care
plans), health systems, and hospital associations—proposes to solve the wrong-pockets problem by
addressing regulatory and funding barriers to cross-sector collaboration. This group advocates for more
flexible federal regulations and funding opportunities to support development and testing of integrated,
coordinated pilot programs that address social and health needs of Medicaid beneficiaries. To date,
however, Aligning for Health has been unable to receive federal authorization and funding to support
such demonstrations.
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Researchers at George Mason University and Harvard Business School have developed a new
hybrid approach that combines resources of private- and public-sector stakeholders, deriving from a
theoretical economic model for overcoming the market failure introduced by “public goods.” In this
voluntary auction model (Nichols and Taylor 2018), major stakeholders that could benefit from an
intervention and those who might be required to devote resources to that intervention submit
confidential bids to a trusted broker indicating how much they would be willing to pay or need to be
compensated for a given intervention. If the total willingness to pay across all stakeholders exceeds the
required cost, the broker can then calculate a set of prices that distribute costs and benefits to make
each stakeholder better off. To be implemented at scale, this approach to pooling resources may require
changes to legislation or regulations governing how public agencies can spend resources. Several
communities have expressed interest in pursuing the approach, and the researchers are seeking
participants to study its feasibility starting in summer 2019. 63
Several philanthropic and venture capital approaches to cross-sector collaborations aimed at
improving population health and health equity have also developed in recent years. Wellville, a
nonprofit effort founded by Angel investor Esther Dyson, and Purpose-Built Communities, an initiative
supported by Warren Buffet and other investors, fund multisector community development projects
focused on housing, education, nutrition, and resilience. Philanthropy is also supporting the Build
Healthy Places Network, an effort to help communities develop sustainable collaborations between
public and private community development and health partners to help define and achieve health
equity goals. In Los Angeles County, the Magnolia Place Community Initiative, launched by the
Children’s Bureau of Southern California, has brought together residents and community resources
across silos in four neighborhoods of South Central Los Angeles. Fostering a culture of cooperation, the
participating communities adopted a conceptual framework of “strengthening families’ protective factors”
to improve child and family well-being. As part of the initiative, multiple services are located in a single
neighborhood community center, facilitating warm handoffs between county agencies and improving the
chances that multiple social needs get addressed in a timely manner (Bowie 2011).
States and localities are testing innovative strategies to address the wrong-pockets problem that
leads to suboptimal funding for activities that yield benefits and savings across multiple sectors, levels
of government, or on a longer time horizon. Important lessons will be learned from evaluations of these
efforts that can help others undertake similar initiatives. But, it is unlikely that these initiatives can
make a substantial dent in reducing unmet health-related social needs or the upstream factors that
affect health in the immediate future because they are not being implemented at scale and because of
the substantial governance, financing, and administrative hurdles that need to be overcome. The next
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solution focuses on how the health sector can adopt organizational practices and push for policy
changes that would reduce the prevalence and depth of unmet health-related social needs and bring
about more equitable health outcomes.

Solution Set 5: Align Organizational Policies and
Activities to Reduce Social Needs
Even if these four priority solutions were fully implemented, which would be a major accomplishment,
people’s health-related social needs will almost certainly outstrip the public and philanthropic
assistance and resources available to address those needs. Just one in five people who meet the
eligibility criteria for housing subsidies can receive them because of funding constraints (Scally et al.
2018), and millions of low-income adults report food insecurity and other material hardships (Karpman,
Zuckerman, and Gonzalez 2018). These gaps raise fundamental questions about how much the health
care sector can help with unmet social needs if the funding constraints in other sectors remain
unaddressed.
In addition, many people with unmet health-related social needs who are not connected to the
health care system—because, for example, they are uninsured or do not have identified health needs—
will likely not be reached by strategies outlined in the four previous solutions. And, the health care
sector affects the prevalence of health-related social needs in its community through its employment,
training, contracting, pricing, bill collection, and investment practices. Therefore, the fifth solution
involves health-sector institutions implementing organizational policies that reduce unmet healthrelated social needs and using their clout to advocate for policies that would help fill gaps and address
underlying sources of disparities.
Spending on health care accounted for 17.9 percent of gross domestic product in 2017. 64 An
estimated 16 million people worked in health care jobs in 2017, 65 and hospitals are often the largest
employer in many communities. 66 As such, these institutions can shape the nature of the jobs that
people have and the standard of living of many residents.
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“There’s potential for the industry to increase the number of quality jobs in the local
economy and improve who in the economy gets access to those jobs. Income and
income stability are huge drivers of social determinants. We always talk about
value-based payment, but there has to be an intentionality to make sure the money
doesn’t just go the C-suite, but goes to lower-wage workers, like community health
workers, who are helping to improve outcomes.”
—Sameera Fazili, Federal Reserve Bank of Atlanta

Align Employment, Purchasing, Pricing, Billing, and Investment Practices
The wages and benefits that health systems and hospitals offer their employees and their use of
contract labor affect the incomes and unmet health-related social needs of millions of people. Health
system and hospital hiring and employment practices also affect equity within their community by
shaping access to jobs, compensation, and benefits. Moreover, as a dominant employer in a local market,
hospitals may have more power in labor negotiations—power that can depress wages and benefits more
broadly. Indeed, greater hospital consolidation seems to exert downward pressure on wages (Prager
and Schmitt 2019).
Many people in the US earning the minimum wage lack employer-sponsored benefits and
experience material hardship. 67 The health care sector can reduce the extent and severity of healthrelated social and economic needs by raising wages and expanding access to benefits for their workers.
With a tight labor market, hospitals in several cities have raised wages for their minimum-wage
employees, but those increases may not be sustained during an economic downturn. 68 Certain hospitals
have reportedly redirected salary increases slated for executives and other senior staff toward lowwage workers, 69 but they seem the exception rather than the rule.
Some health systems and hospitals are investing in initiatives that improve job quality and
advancement opportunities for frontline health care workers. 70 As with increases in wages and benefits,
these efforts may be motivated by the business imperative to reduce staff turnover and lower training
and hiring costs rather than a desire to improve the living standards and job quality of employees. In
either case, impacts will depend on whether these initiatives are sustained and adopted widely.
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Hospitals can also support local economies and community development through their purchasing
power (Dubb and Howard 2012). 71 In 2010, Henry Ford Health System, in partnership with Detroit
Medical Center and Wayne State University, began participating in “Live Local, Buy Local, Hire Local.”
Funded by philanthropic dollars, the initiative aimed to support local communities by encouraging
employees to live locally (e.g., offering forgivable home purchase loans, rental assistance), purchasing
goods and services from local businesses, and creating access to employment opportunities for local
residents. In the first three years of “Live Local, Buy Local, Hire Local,” more than 2,000 people used the
financial incentive to move into Detroit’s Midtown neighborhoods, $16.5 million was spent on locally
owned businesses, and 100 local residents were hired by Henry Ford Health System. 72 In another
example, Cleveland Clinic recently turned over management of its laundry facilities to Evergreen
Cooperative Initiative, an organization that creates living-wage jobs in some of Cleveland’s poorest
neighborhoods and allows workers to share in the business ownership. 73
In addition to improving employment practices, hospitals and other health care providers can lower
the prices they charge for care. Lowering prices would reduce public spending on health care and lower
financial pressures on families—particularly for those with uninsured members or private plans that
have high deductibles—and on businesses that provide employer-sponsored health insurance. Rapidly
increasing hospital prices, which grew 42 percent between 2007 and 2014, are a key driver of health
care spending growth in the United States (Cooper et al. 2019). In addition, hospital prices for
employer-sponsored plans in 25 states are more than double Medicare rates, according to a recent
study (White and Whaley 2019). Such high hospital prices put pressure on employers to increase
employee premiums or deductibles, reducing families’ financial resources available for other needs like
housing, food, and child care. 74
Because hospitals provide services that can be very costly, particularly for patients who are
uninsured or have high-deductible health insurance plans, their billing and collection policies also affect
the financial well-being of patients and their families (Melnick and Fonkych 2008; Rosenthal 2018). 75
Although hospitals provide uncompensated care and financial assistance to uninsured and
underinsured patients, some also use collection agencies to resolve unpaid medical bills, a process that
can lead to suing patients and garnishing their wages and bank accounts (Bruhn et al. 2019). 76 As recent
examples from Tennessee and Virginia demonstrate, hospitals pursue collections and lawsuits against
their low-income patients, including, in one nonprofit hospital’s case, dozens of its own employees. 77 By
changing billing and collections practices, as some hospitals are doing, hospitals can minimize the
adverse financial consequences that accompany expensive hospital stays for low-income patients. 78
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Some hospitals are anchor institutions, focused on serving community needs and reinvesting in the
local community. 79 The missions of nonprofit hospitals, which are obligated to give back to the
communities they serve in exchange for their tax-exempt status, sometimes include addressing health
disparities. For example, Bon Secours Health System has supported various efforts to revitalize
economically isolated neighborhoods around its hospital campus in West Baltimore, including
affordable housing development and support for community and child care centers, as well as
workforce and education initiatives. 80
Some hospitals and health systems also provide grants, donations, and in-kind contributions or
invest directly in affordable housing and community development (AHA 2019a; Hack and Deane 2017;
Reynolds et al. 2019). 81 Kaiser Permanente recently announced a $200 million impact investment
through its Thriving Communities Fund to address housing concerns in communities it serves, including
developing supportive housing and creating and preserving affordable housing. 82 In New York City, four
hospitals are partnering with the state to revitalize Central Brooklyn in a project called the Vital
Brooklyn Initiative. The development includes affordable housing with an integrated ambulatory care
network. 83 And some hospitals have partnered with local community organizations to renovate vacant
properties (e.g., Nationwide Children’s Hospital in Columbus, Ohio), improve housing quality and help
families afford housing (e.g., Allina Health and the Abbott-Northwestern Hospital in Minneapolis, MN),
and support evaluations of community initiatives to improve housing quality (e.g., Mount Sinai Hospital
in New York) (Kottke, Abariotes, and Spoonheim 2018). 84
Health plans are also funding programs to address social needs. 85 CareSource has developed a
program called JobConnect to help its enrollees in Georgia, Indiana, and Ohio find and maintain
employment. 86 The program is also available to the parents of Medicaid-enrolled children in these three
states who are not themselves Medicaid eligible. In addition, UnitedHealthcare has donated over $400
million to help build more than 4,500 affordable homes with on-site support services in 18 states. 87

Advocate for Social Policies
Because of their size, resources, and political influence, health-sector institutions can influence federal,
state, and local decisions on funding, programmatic, and regulatory issues that affect health-related
social needs. Medicaid is expanding its role in addressing housing needs for groups, such as homeless
people with chronic health problems, where the return on investment to the health sector is positive. 88
But Medicaid policy strictly limits the use of federal funds to cover housing expenses. 89 Given these
constraints and the significant shortfall in available housing assistance, it is highly unlikely that
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Medicaid, other health insurance payers, and plans will be able to provide enough funding and services
to eliminate homelessness, housing instability, and housing affordability problems for all affected
people or families.
Leaders of health institutions can, however, convene or join advocacy efforts pushing for changes in
local land-use restrictions, zoning requirements, and other policies that aim to expand the available
housing stock and increase access to affordable housing (Turner et al. 2019). 90 For example, Greater
Oregon Behavioral Health, Inc.—a partner in the Eastern Oregon CCO—lobbied for changes in zoning
codes in La Grande, Oregon, that allow development of “tiny cottages” to increase affordable housing
options in the community. 91 Kaiser Permanente has advocated for state and federal affordable housing
policies, including the Veterans and Affordable Housing Act of 2018, which provides for up to $4 billion
for affordable housing initiatives and home loans for veterans. 92 And both Kaiser Permanente and
Sutter Health are members of the Mayors & CEOs for U.S. Housing Investment initiative, which
advocates for policy solutions to the affordable housing crisis and sustained federal support for housing
resources. In an effort to target community benefit dollars to meet pressing needs, Boston Medical
Center obtained permission to use all its funding designated for addressing community-based health
needs as part of the DoN obligation toward affordable housing. 93
As large employers with substantial financial resources, health systems and health plan executives
and board members wield considerable political influence and can advocate for funding changes to key
federal safety net programs and for other investments that would particularly benefit low-income
groups. For example, SNAP benefits often fall short of meeting food assistance needs (Waxman,
Gundersen, and Thompson 2018), and food insecurity has been associated with poor health outcomes
(Gunderson and Ziliak 2015). When Congress deliberated major funding cuts for SNAP in 2018, Boston
Medical Center, Partners HealthCare, Dartmouth Hitchcock Health, and more than 60 other health
care providers, provider associations, and consumer groups across New England and New York signed a
letter to Congress urging senators to oppose SNAP cuts. 94 Similarly, when substantial cuts to safety net
programs, including SNAP, Temporary Assistance for Needy Families, and federal housing assistance
were included in the 2018 federal budget proposal, the Catholic Health Association, representing more
than 600 hospitals and 1,400 long-term care facilities, sent Congress a letter opposing the cuts. 95
Health-sector institutions can also advocate for other federal policies and nutrition programs that
address food insecurity. For example, the American Academy of Pediatrics has advocated for funding
for nutritional programs such as WIC, SNAP, and school lunch programs to support healthy child
development (Council on Community Pediatrics 2015). And the American Hospital Association called
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for an extension of WIC program in the postpartum period to help overcome racial disparities in
maternal and infant health outcomes (AHA 2019b).
Transportation barriers interfere with people’s ability to maintain employment and get access to
needed health and social services. 96 Health-sector leaders could advocate for improved public
transportation systems and/or improved access to those systems through subsidies for low-income
populations (Wizemann and Baciu 2016). For example, health centers in Boston found that many of
their patients who arrived late or missed appointments relied on the bus system to travel to clinics. So,
they have been advocating for policy changes to improve public transportation access and affordability
and have connected patients to local groups advocating for improved transit policies. 97
While health-sector leaders and institutions can certainly advocate for evidence-based policies and
greater funding for safety net programs designed to target particular unmet health-related social needs,
it may be even more important for them to use their political capital and resources to address
underlying wealth and income inequities, 98 as those are key drivers of disparities in health and longevity
(Khullar and Chokshi 2018; Krisberg 2016). Many health-related social needs, including food insecurity
and housing instability, are driven by insufficient income and wealth (Gunderson, Kreider, and Pepper
2011; Pilkauskas 2018). Health institutions can advocate for poverty-reducing programs like the
earned income tax credit along with education and child care policies like universal prekindergarten
that can improve economic opportunities (Lustig and Cabrera 2019). The American Academy of
Pediatrics, for example, has advocated for the earned income tax credit, the child tax credit, higher
minimum wages, and job-training programs. 99
Finally, implementing policies that close the large income and wealth gaps will likely reduce
disparities in unmet social needs, health, and longevity. But eliminating racial inequities will also require
confronting and overturning structurally racist policies and practices in education, employment,
policing, and other areas (Kijakazi et al. 2019). Some health systems have developed programs to reduce
racial and ethnic inequalities in health care treatment and outcomes through provider training and
patient education (e.g., the Accountability for Cancer Care through Undoing Racism and Equity
project), 100 but these efforts rarely extend to a broader focus on racial justice.
In one such effort, the Southern Jamaica Plain Health Center in Boston, Massachusetts, sought to
understand and address obvious health disparities between its white patients and its patients of color
by offering training to staff and community partners, developing a glossary to guide discussions about
racial injustice, and advocating for policy changes to address racial inequity. 101 The knowledge and
experiences gained through this effort culminated in a toolkit on how the health care delivery system
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can address racial inequity in health care. 102 Efforts to improve cultural competency and raise provider
awareness of the effects of discrimination and toxic stress on the health of their patients are likely
necessary steps to combat the adverse effects of structural racism. Ultimately, policies will also be
required that address the upstream conditions systematically damaging patient health and leading to
racial and ethnic disparities in active life expectancy.
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Building Knowledge Changemakers
Need
In the absence of systematic evidence, Medicaid managed care plans and health care providers are
often engaged in varied activities aimed at addressing health-related social needs without
understanding what the effects of those activities will be. Consequently, the health care sector is not
reliably targeting investments and resources to address the social needs that most affect health or
health care costs, and those investments are therefore unlikely to be sustainable. Moreover, plans and
providers lack guidance on how, when, and whom to screen and which referral approaches and resource
networks and platforms to invest in and use. Even when plans and providers can identify specific social
needs as promising targets for intervention, little evidence is available to help guide decisions over
which interventions to employ.
Drawing on an environmental scan and on interviews and group discussions with stakeholders and
other key informants, we identified three priorities for knowledge-building to help inform and support
efforts that narrow socioeconomic and racial and ethnic disparities in health and active life expectancy:
1.

Expand the use and analysis of administrative data links, and systematically assess how
different health-related social needs across the life cycle drive health-sector outcomes and
costs and outcomes and public outlays in other sectors so (a) health care payers and plans
prioritize investments that achieve the largest net benefits in improving health outcomes
and/or lowering health care costs and reducing disparities in healthy life expectancy and (b)
policymakers take into account cross-sector payoffs when allocating resources.

2.

Build the evidence base on the most cost-effective approaches for screening, referral, and
provision of services addressing health-related social needs so payers, plans, and providers
have the highest likelihood of improving health outcomes and reducing inequities in life
expectancy sustainably.

3.

Assess alternative approaches to overcoming the wrong-pockets problem and integrating
health, social service, and other systems to help policymakers and other key stakeholders
determine which approach(es) would work best in their setting and understand the expected
costs and returns to different sectors.

These priorities will not address all the knowledge gaps that are preventing health-sector
changemakers from making investments that reduce unmet health-related social needs that in turn may
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reduce disparities in active life expectancy and improve health. But these priorities fill some critical
gaps that payers, plans, and providers are facing. Each priority area is discussed below, with an emphasis
on places where new research and methods are needed and how new knowledge could spur changes
that lead to reduced health inequities and improved healthy life expectancies.

“When we’re measuring blood pressure, we have a clear standard of what’s good and
not good. Social determinants of health is so new in this sector, there hasn’t been an
entity that has stepped up to say what role plans, hospitals, or providers should play.
It’s still trial and error. There’s growing confidence that we have to do this to have an
impact on outcomes and bend the cost curve. What’s lagging behind is clearer
definitions around the direction, which social determinants of health have the
biggest impact, and which don’t. Where is the specific ROI that the health care
industry can lean on?”
—Karin VanZant, CareSource

Priority 1: Identify High-Value Targets among HealthRelated Social Needs
People of color and people with low incomes disproportionately experience unmet health-related social
needs; they also have disproportionately high rates of chronic disease and lower life expectancy. 103
Addressing inequities in healthy life expectancy will likely require addressing the high burden of
poverty, food insecurity, housing insecurity, and transportation issues on racial and ethnic minorities
and people with disabilities. Communities, Medicaid programs, and managed care plans often lack
information on the prevalence and nature of the unmet health-related social needs of their populations,
making it difficult to address those needs and improve health and well-being. Further, research is sparse
estimating the causal effects of unmet health-related social needs on health outcomes, healthy life
expectancy, and health care costs, as well as on outcomes and public outlays in other sectors. In
addition, we are unaware of published research that explores how the effects of these social needs and
corresponding costs vary across a lifetime (e.g., unmet social needs may have larger impacts on health
and medical costs at certain ages), across racial and ethnic groups, and by income. Such research will be
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critical to helping communities, state Medicaid programs, and managed care organizations target
interventions to high-need groups and to prioritize investments that will have the maximum effect on
narrowing disparities in healthy life expectancy.
Further, the literature on health-related social needs has not explored how long after attending to
social needs we can expect to observe effects on health and health care costs, how much this varies by
the type of need (e.g., food insecurity, housing insecurity, and trauma), or how to balance investments in
upstream factors that have lagged, long-term payoffs like early childhood education against more
immediate interventions like short-term housing after a hospitalization. Ultimately, the upstream
investments may have a larger impact on reducing disparities in healthy life expectancy over time than
short-term investments, but they are less likely to have a short-term positive return on investment for
the health sector. Finally, to inform health-sector investments, researchers also need to explore how
often different social needs co-occur with other types of needs and whether different combinations of
needs have additive, overlapping, or multiplicative effects on outcomes. For example, food insecurity
may have much greater adverse health effects when people are also experiencing housing instability
and do not have places to store or prepare food.

Applying Knowledge to Accelerate Solutions
Having information on the unmet health-related social needs of enrollees would help state Medicaid
programs, managed care organizations, and providers determine


which social needs to prioritize in experimental payment and delivery models;



how to structure value-based payment arrangements and use managed care contracting to
achieve better outcomes and reduce health inequities; and



how to mobilize community benefit dollars and other community resources to target upstream
investments that reduce health care costs and narrow disparities in healthy life expectancy.

The availability of population-specific data on the prevalence of unmet health-related social needs
and correlations of prevalence across different types of needs would allow payers and plans to focus on
interventions that maximize returns in improving health, lowering health care costs, and/or reducing
inequities in healthy life expectancy.
For example, the Massachusetts Department of Public Health has developed a database that
combines relevant information from more than 300 systems across state agencies to assess how social
needs are affecting population health and inform development of public health strategies (Spencer,
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Freda, and McGinnis 2016). When data revealed that people released from Massachusetts prisons were
substantially more likely to have a fatal opioid overdose than people not in the correctional system, the
public health department collaborated with the justice system to implement interventions aimed at
preventing overdoses upon release (Alie 2017).
When Hennepin County, Minnesota, developed an integrated administrative data system that
included data from the health care, human services, criminal justice, and housing sectors, it found that
Medicaid expansion enrollees, particularly those with mental health and substance use disorders, had a
high level of cross-sector needs. This finding suggested that integrating medical care with services that
address unattended social needs could reduce unnecessary utilization and costs across multiple public
sectors while improving outcomes for individuals (Bodurtha et al. 2017).

Approaches to Knowledge-Building
Building the evidence to help changemakers target their efforts requires three key steps: (1) refinement
and more standardization of methods that plans and providers use to collect data on social needs, (2)
syntheses of existing evidence and new analyses of the interactive impacts of social needs on outcomes
and costs in health and other sectors, and (3) dissemination of those findings to the different types of
changemakers who can use them.
In 2016, CMS updated its Medicaid managed care rule, expanding care coordination requirements
to include coordination with community-based social service providers and requiring plans to make
their “best effort” to conduct an initial health risk assessment for new enrollees within 90 days. 104
Researchers should partner with managed care organizations to analyze the new information being
collected about enrollees’ social and economic needs along with the diagnosis, service use, and cost data
from medical claims. Such analysis would give managed care plans and Medicaid programs a much
better understanding of the social factors that affect health of Medicaid members and contribute to
unnecessary health care utilization and spending.
Evaluating the alternative assessment tools in use, as well as assessing the different approaches
used to reduce barriers to collecting health risk assessments, could ultimately allow Medicaid programs
to have standardized, comprehensive information on the unmet health and social needs of their
enrollees and to understand how those factors shape health outcome and costs. ICD-10 Z codes, which
capture information on patients’ social needs including education and literacy, employment,
occupational exposure, housing and economic circumstances, social environment, upbringing, primary
social support, and psychosocial circumstances, 105 are another potential source of standardized
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information on social and economic risk factors that could be aggregated to the population level. Z
codes generally are not being used in health care settings, but recent changes to coding guidelines could
lead to broader use of these codes (AHA 2018; Lewis et al. 2016; Torres et al. 2017). As a critical first
knowledge-building step, researchers could partner with plans and providers to test and evaluate Z
codes in health care settings.
To guide efforts to address unmet health-related social needs, payers and plans need scientifically
rigorous information about how unmet social needs affect health care spending, health outcomes,
healthy life expectancy, and disparities in these outcomes by race and class. Research organizations and
other stakeholders can support these efforts by collecting, synthesizing, and sharing high-quality
research on the short- and long-term health effects of unmet social needs, and how those effects vary
by age, race or ethnicity, income, and disability status. Research organizations can also work with states
and managed care organizations to identify gaps in that research, develop new studies to fill those gaps,
and ensure that new programs to address unmet health-related social needs are designed to facilitate
evaluation. In addition to building high-quality evidence of how unmet social needs affect health and
nonhealth outcomes and costs, plans and payers would greatly benefit from a systematic translation of
these studies into cost-benefit analyses for the health sector and other sectors, including the timing of
those costs and benefits over a lifetime and variations across populations.
Research organizations can also help design and exploit integrated data repositories crossing
multiple state programs. Analyses conducted using these repositories help policymakers at all
government levels and other changemakers understand how investments and policy changes in one
sector affect outcomes and costs in other sectors. For example, Washington State’s Department of
Social and Health Services developed an integrated database that includes administrative data from
more than 30 systems across several state departments and agencies, including Medicaid, employment,
courts, and criminal justice. An analysis of these data showed that a parent’s continuous receipt of
Temporary Assistance for Needy Families benefits while their child was removed from home
contributed to higher rates and speedier family reunification. This finding reportedly led Washington
State officials to continue this policy as opposed to cutting benefits for parents when children were in
out-of-home placements (Annie E. Casey Foundation 2017).
Other state and local governments could benefit from working with research partners to build
these types of administrative data linkages and use them to address pressing policy questions. Or,
researchers could help states explore machine-learning approaches to data matching that do not
require a completely integrated administrative data portal. Both approaches are complicated and
resource-intensive, but their potential to both improve and more efficiently prioritize public outlays and
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sequence policy steps would likely be appealing across the political spectrum. In addition, these
approaches can highlight variations in unmet social needs across racial and ethnic groups and income
levels, potentially allowing for targeted efforts to reduce inequities in healthy life expectancy. Thus,
highlighting the use-cases of existing systems and helping governments across the country develop
their own systems are both key to this knowledge-building priority.

Priority 2: Build an Actionable Evidence Base of Proven
Interventions That Resolve Health-Related Social Needs
Health plans and payers are increasingly engaged in screening, referrals, and follow-ups to address a
wide variety of social needs; some plans and payers are also financing interventions to address social
needs. However, this work is proceeding without guidance on what approaches could address unmet
social needs cost-effectively. Consequently, the health sector is not necessarily financing screenings,
referrals, or social services in the most efficient manner. Payers, plans, and providers lack easy access to
information on the costs and benefits of alternative approaches to screening, referral, and provision of
social services and how they vary across settings and population subgroups. In addition, there is little
information about the potential downsides to these activities, so payers, plans, and providers are unable
to account for, and attempt to mitigate, unintended consequences. While priority 1 addresses gaps in
the knowledge necessary to prioritize the most pressing needs in the populations served by states,
plans, and providers, this priority discusses building an actionable, high-quality evidence base to allow
these stakeholders to quickly identify “what works” and minimize duplicative, time-consuming
experimentation and literature searches.

Applying Knowledge to Accelerate Solutions
Information on the cost-effectiveness of different approaches to assessing and resolving enrollees’
unmet health-related social needs would help payers and plans focus on approaches that have the best
prospects for improving health outcomes, reducing health care costs, and/or reducing inequities in
healthy life expectancy. Actionable evidence on what works, including short- and long-term return on
investment in the health sector and in other sectors, would provide state Medicaid programs with the
guidance they need to impose requirements and create incentives for addressing unmet social needs in
managed care contracting and to implement value-based payment models that would yield the largest
potential gains. Such an evidence base would also help plans and providers choose the most efficient
ways to meet the new screening and referral requirements that many states are implementing.
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“Payers are interested in knowing about the actual evidence base for an
intervention: Will it improve x, y, or z? If I have limited dollars, where should I invest
them? What interventions should I invest in, from among the available options?”
—Enrique Martinez-Vidal, Association for Community Affiliated Plans

Approaches to Knowledge-Building
Changemakers in the health sector who are helping patients address their health-related social needs
need quick, centralized access to information about the costs and benefits of particular interventions,
alternative financing models, and evidence-based screening and referral practices. However, because
the evidence base is currently thin, addressing this priority will require expanding the evidence base
alongside gathering and synthesizing high-quality, actionable evidence. Helping changemakers better
target their efforts to address social needs requires four key steps:
1.

systematically assess existing evidence on screening approaches, and build further evidence as
necessary to support standardization of evidence-based screening tools

2.

systematically assess existing evidence on referral approaches, and conduct evaluations to
build new evidence on the most effective approaches to referral

3.

systematically assess existing evidence and identify priority areas for creation of new evidence
about the costs and benefits of different types of interventions to help patients address the
needs identified through social needs screenings

4.

partner with health care providers and payers to design demonstrations and conduct rigorous
evaluations that build new evidence on screening, referrals, and interventions designed to
address specific health-related social needs

To support state Medicaid programs and managed care organizations in choosing and/or
standardizing screening tools, researchers could assess evidence drawn from the varied approaches
that plans and providers have implemented and develop new evidence where evaluations are lacking.
First, researchers could assess the literature on screening approaches to determine the strength of
existing evidence and identify gaps. Next, researchers could address gaps in the evidence base by
partnering with state Medicaid agencies, managed care plans, providers, and/or community-based
organizations to design and implement robust evaluation plans, including identifying screening
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approaches that would merit testing using randomized controlled trials. This approach would ensure
that evidence from early innovators is available to inform later adopters and subsequent policies and
practices implemented by payers and plans.
One big challenge providers and plans cite with requirements to screen for social needs is that they
do not know where to refer patients with identified unmet health-related social needs. As indicated
above, states, localities, and plans are using alternative approaches to develop and maintain community
resource networks that support referrals. 106 Researchers can assess the evidence base for technologybased platforms, as well as other referral approaches, and develop new studies to further explore the
most effective approaches. To date, very little research has been conducted on the effectiveness of
alternative community resource networks and platforms, their costs and benefits, and managed care
organization, provider, and enrollee experiences using these networks. Researchers can help fill these
gaps by partnering with jurisdictions implementing these approaches to design and implement strong
evaluations. Jurisdictions that have not yet set up community networks would benefit from a
systematic assessment of the evidence base for community resource networks and platforms and other
referral approaches, including what has and has not worked, how much different approaches cost,
whether the networks have made referrals to social services more efficient and effective, and whether
referral programs have improved enrollee health outcomes. This could be accomplished through
partnerships between research organizations and early implementer states and with wide
dissemination of the results.
In addition, state Medicaid programs, managed care organizations, and providers are increasingly
exploring direct funding of programs to address unmet health-related social needs. However, there is
currently little evidence on the outcomes and short- and long-term return on investment for specific
interventions, making it difficult to choose which interventions to implement with limited funds (IUHRP
2016; Taylor et al. 2016; Tsega et al. 2019). 107 Both CMS’s Accountable Health Communities
demonstration and the North Carolina Medicaid demonstration have strong accompanying evaluations
that have the potential to provide concrete evidence about the impacts of alternative screening and
referral approaches and the cost-effectiveness and return on investment of alternative approaches for
addressing the social needs that are covered under the pilot projects. But there will be important
opportunities to learn even more. Researchers could partner with managed care organizations in North
Carolina to test the relative merits of alternative service delivery approaches—for example, for an
enrollee with food insecurity, what are the relative costs and outcomes associated with facilitating
SNAP enrollment or maintenance of SNAP benefits, providing vouchers for food, referring to a food
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bank, or providing home delivery of meals? What voucher amounts, number of meal deliveries, or timing
of benefits is most effective, and for which enrollees?
Research efforts to build an actionable evidence base of proven interventions could build on the
Social Interventions Research and Evaluation Network, which maintains an evidence library of health
care–based interventions that address patients’ social needs. The library, which emphasizes “resources
that carefully describe and evaluate the social needs components of these interventions,” 108 includes
more than 770 journal articles, research reports, issue briefs, and commentaries published since 2000.
Assessing, distilling, and synthesizing the findings from these studies will be critical steps to provide
payers and plans with actionable, accessible information.
It is critical that the evidence base on screening, referral, and interventions to address social needs
also highlight any negative effects on plans, providers, and enrollees. For example, how does social
needs screening by physicians affect the doctor-patient relationship? Can screening be conducted
without increasing physician or provider workloads? Is screening for social needs coming at the expense
of other tasks? Are beneficiaries reluctant to provide information about their social needs to their
health plan or their providers, and do they want help addressing their unmet social needs? Are existing
social services sufficient to address unmet social needs? If the social service sector is unable to handle
the volume of needs in a community, will economic incentives shift their focus to the new populations to
the detriment of populations they currently serve?

Priority 3: Assess Strategies for Integrating Health, Social
Services, and Other Systems
Changemakers in both government and private sectors are testing various approaches to overcome the
wrong-pockets problem and align investment decisions across different public and private actors and
sectors. To date, however, no one appears to have systematically assessed the conditions necessary for
implementing these approaches, nor has anyone compared these alternative approaches to assess what
makes one more likely to succeed than another. Moreover, most evaluations of individual programs do
not account for the costs and benefits of coordinated interventions because those are accrued across
multiple sectors, extending beyond the scope of the stakeholders who commission the evaluation.
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“We have a lot of good evidence about intervening within a sector, but where we
could really see a payoff is across sectors. We have to get good numbers to convince
officials at the state and federal levels to let the funds flow, which is a necessary
condition to get these projects done.”
—Stuart M. Butler, Brookings Institution

Applying Knowledge to Accelerate Solutions
As more communities, cities, and states consider collaborative strategies to address health-related
social needs, they will need a body of evidence that shows net positive returns, both economic and
noneconomic, across multiple sectors. This detailed accounting will be a guide to determining which
public and private stakeholders need to be included in any cross-sector initiative. After identifying key
participants, decisionmakers would need how-to guides that describe the advantages and
disadvantages of various solutions to the wrong-pockets problem. To be most useful to changemakers,
enumeration of the relative advantages and disadvantages of each approach should also address how to
overcome differences in governance across stakeholders and legal and regulatory barriers, along with
how well each approach sustains collaboration and promotes beneficial investments.

Approaches to Knowledge-Building
Several activities can support stakeholders making and implementing policies to solve the wrongpockets problem.
First, comparative evaluations of existing approaches would supplement and synthesize the small
amount of current evaluation work on individual cross-sector initiatives. These comparative
evaluations would require a mix of qualitative and quantitative methods to answer process questions
about the formation, legal structures, and governance of the collaboratives and to analyze their effects
on outcomes within participating sectors and outside those sectors. Integrated multisector databases
would be a key resource for any such work. 109 Some evaluation work is planned for the Wellville,
Purpose Built Communities, and Magnolia Place interventions, and federal and state evaluations are
under way for government-directed initiatives like AHCs and ACOs. Other approaches, such as
children’s cabinets, have yet to be formally evaluated. Even where evaluations are planned, they may
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not include robust process and impact assessments and may fail to compare the success of these
projects to both the status quo and alternative approaches to addressing the wrong-pockets problem.
Second, new approaches being developed and implemented, such as the voluntary multistakeholder auction approach described above in solution set 4, would optimally include a rigorous
evaluation to ensure others can learn from their experiences. As much as possible, design choices for
the intervention should consider what would constitute a valid counterfactual. Similarly, for approaches
like pay for success, which has been implemented on a limited basis in the health sector but is still
largely untested, research partnerships that build on the existing evaluations to address broader
process and impact questions could yield valuable insights to inform future efforts.
Finally, backbone organizations and collaboratives like children’s cabinets would benefit from
technical assistance and research support to address analytic challenges, provide access to salient and
digestible findings drawn from curated repositories of evidence on the bidirectional relationships
between social factors and health, and build and maintain multisector databases of participant
outcomes for evaluation purposes.
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Maximizing the extent to which the health sector contributes to reductions in inequities in health and life
expectancy will require addressing racial, ethnic, and socioeconomic disparities in access to affordable health
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