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Tapping into the Benefits of Social Investments:
Addressing Financing Silos

S

tate and local communities are placing a greater
emphasis on addressing the full spectrum of a patient’s
clinical, behavioral and social needs. Multi-stakeholder
approaches to increase and target social (or population
health) spending, and coordinate efforts across the
health and social services sectors, have been shown to
improve outcomes and even save money on net for certain
populations.1
However, program rigidity and other barriers can stifle
needed investments, even if these investments pay for
themselves on net. This research brief discusses the nature
of these barriers and uses case studies and evidence review
to explore the strategies to remove financing barriers and
improve funding for population health.

SUMMARY
State and local communities are placing
a greater emphasis on addressing the full
spectrum of a patient’s clinical, behavioral
and social needs, however programmatic
and temporal barriers to integrating social
and medical spending remain. This research
brief discusses the nature of these barriers
and uses case studies and evidence review
to explore the strategies to remove financing
barriers and improve funding for population
health. Many of the financing strategies
discussed in the brief work in two ways: by
requiring or incentivizing health spending to
move upstream or by introducing new funds
that target social needs.

High Returns from Targeted Social
Investments
Some investments not only improve health outcomes, but
they essentially pay for themselves. For example,
• Studies have found that every dollar invested in
smoking cessation can save $2-3.2
• Ensuring that diabetics on Supplemental Nutrition
Assistance Program (SNAP) don’t run out of food
before the end of the month can reduce hypoglycemic
episodes and, in turn, emergency department (ED)
visits. Patients who experience food insecurity
are nearly twice as likely to report such episodes.3
Investments that reduce hypoglycemia-related
hospitalizations for Type 1 diabetics could result in a
net cost savings between $946 to $1,346 per patient.4
• Community-based investments in nutrition, physical
activity, smoking cessation and prevention programs
leading to a 5 percent reduction in rates of Type 2
diabetes and high blood pressure could save more than
$5 billion in healthcare spending.5
• Doing home remediation for severely asthmatic
children can reduce ED visits and hospitalizations,
improve health outcomes and school performance,
with lasting effects into adulthood. One such program
implemented by the Minnesota Department of Health
saw a positive return on investment, which ranged
from $5.25 to $1.61 for every dollar invested in homebased services for asthma patients.6
• A partnership between the Maine Medical Center and
Southern Maine Agency on Aging to provide specialized
meal delivery to high-risk Medicare patients saw savings
of $3.87 for every dollar spent on meals.7
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Many of these estimates do not account for additional
long-term gains, like increased worker productivity,
decreased absenteeism from school or work, improved
quality of life and extension of healthy life expectancy.8
In addition to investments that “pay for themselves”
in direct savings, myriad other social and health system
interventions reliably improve health outcomes and are
worth paying for because we value better population
health. For example, the home-based intervention for
pediatric asthma patients implemented by the Minnesota
Department of Health saw a reduction in missed school
days by an average of 2.42 days in a three-month period.9
Both types of valuable investments should be kept in mind
as we explore financing mechanisms.

Barriers to Financing Targeted
Investments to Address Social
Determinants of Health
States—key stakeholders for improving outcomes—face
many barriers as they try to integrate social and medical
spending for the greater good. These barriers are the result
of:
• clinical and social services that are siloed in separate
and distinct programmatic funding streams;

to extreme poverty, trauma, violence, mental illness,
addiction or other chronic health condition. Without
housing, these individuals struggle to adhere to medical
regimens, take medication and manage their chronic
conditions and are more likely to end up in the emergency
room.10 For these individuals, housing can entirely dictate
their health trajectory and the introduction of stable
housing can yield a net system savings.11 Yet unless a
waiver is acquired, the Medicaid program does not allow
for federal financial participation (FFP or federal matching
funds) to pay housing costs for non-institutionalized
beneficiaries.12
Temporal Barriers to Targeted Social
Investments

There are also temporal barriers. Many needed investments
—for example, in early childhood education—have robust
payoffs throughout the life of the child. But the future
benefits in terms of worker productivity, higher incomes,
lower incarceration rates, etc. can’t be readily accessed to
pay for the intervention. States must annually balance their
budgets and can’t recognize those future savings to fund
social investments.
Stakeholder Mismatch

• social services are not adequately reimbursed and the
“health” business case for increasing social spending
may not be clear; and

In addition, some stakeholders have little incentive to
make certain types of investments. If the benefits occur
too far into the future or are dispersed to people who aren’t
• there is often a mismatch between stakeholders who
part of the stakeholder’s patient population, the savings
make investments and ones who realize savings and
may not accrue to the stakeholders. As a general rule, we
benefits down the road. Stakeholders do sometimes
should not expect stakeholders to make investments if they
reap the benefits of their investments, but not enough
will not reap the benefits—public spiritedness is useful but
to justify solely financing an initiative targeting social
unlikely to motivate the full spectrum of needed social
determinants of health.
investments.
What qualifies as “good business” will vary by
Programmatic Barriers to Targeted Social
stakeholder. Hospitals, Accountable Care Organizations
Investments
(ACOs), patient-centered medical homes (PCMHs), health
In some instances, a stakeholder that could potentially reap plans, employers, and county, state and federal payers
will consider questions such as: whether the intervention
savings and improve outcomes is stymied from making
directly targets their population, how certain the benefits
these investments due to program rules. For example,
are, and when in the future the benefits occur.13 Examples
housing is a necessary precursor of health for individuals
of how these calculations might differ include:14
trapped in a cycle of crisis and housing instability due
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• In a fee-for-service system, providers have little incentive
to coordinate with social services or to supply needed
services directly, unless they are paid for their efforts.15
• As discussed further below, other methods of paying
providers could affect their calculations. Under the
Medicare Hospital Readmission Reduction Program,
Medicare reduces payments to hospitals with high
rates of hospital readmissions within 30 days. With
these altered incentives, hospitals may benefit from
partnerships that integrate social and medical care.16
• Private health plans are concerned with the difference
between what they collect through enrollee premiums
and what they pay for covering healthcare expenses.
Insurers may not see a benefit to investing in the longterm health of their enrollees because individuals are
likely to change plans.17
• Government payers face a different calculation, they
also face budgetary constraints. If a program requiring
a sizeable investment would result in long-term
savings, Medicaid directors still have to consider
short-term consequences like associated program cuts,
taxes and debt. Political administrators tend to have
short tenures and may not be around to see savings.
State behavior is also shaped by policies around federal
matching funds and grants.
• Employers purchasing insurance are primarily
concerned with recruiting and retaining productive
workers, while keeping costs low. They might be
willing to make investments to increase workforce
productivity in the short- and medium-term but not
for the long-term or for non-workers.

Strategies to Increase Social Financing
A significant set of approaches has been developed to
address the financing challenges described above and to
improve our ability to make wise investments that address
social determinants of health. Broadly speaking, funding
strategies work in two ways: 1.) requiring or incenting
health spending to move upstream and 2.) introduce new
funds to address social needs. (see Funding Strategies box).
A final strategy is to better aligning social investments
with the natural incentives facing various stakeholders, in
order to maximize the contributions of each.
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Funding Strategies Work

in

Two Ways

Require or incent health spending to move
upstream:
• Community Benefit Requirements
• Alternative Provider Payment Models (e.g.,
global capitated or bundled payment models,
and Shared Savings)
• State Medicaid Waivers
And/or introduce new funds to target social needs:
• Blended or Braided Financing
• CMMI/SIPPRA grants
• Public Health Bundles
• Pay for Success
• Trust Funds for Population Health
Community Benefit Requirements

Nonprofit hospitals incur a community benefit
requirement in order to receive an exemption from most
federal, state, and local taxes. Under the “community
benefit” standard, spending that promotes community
health, in addition to charity care, count toward meeting
the requirements for tax exemption. Some of these efforts
include “community building activities,” which can involve
investments in housing and making environmental
improvements.18 Historically, the vast majority of
community benefit spending by hospitals has been related
to charity care—that is, providing patient care services
for free or at a reduced charge.19 Only a small fraction has
been spent on community health improvement—less than
8 percent according to one study.20
The Affordable Care Act (ACA) includes guidelines
for obtaining tax exempt status, including requiring
hospitals to conduct Community Health Needs
Assessments (CHNA) and implement strategies to
address said needs.21 Though, current federal guidance
governing CHNAs is problematically vague, leaving a
great deal open to interpretation.22 As a result, some
assessments include perspectives from a rich diversity of
community stakeholders, while others incorporate input
from a select few.
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For many reasons, experts are skeptical that this
community benefit obligation is well positioned to
address social determinants of health. For one, the
current system focuses on the immediate service areas of
hospitals, risks widening health disparities as suburban
hospitals focus on relatively well-off communities, while
urban hospitals have more limited resources to invest
in their neighborhoods because of higher burdens of
uncompensated care. In addition, the levels of investment
are too low, infrequently coordinated with other social
determinants of health efforts, and not always invested in
evidence-based approaches to improving public health.
Finally, many large nonprofits operate like for-profits,
paying high CEO salaries, spending reserves on state-ofthe-art lobbies, and accumulating vast amount of surplus,
the nonprofit hospitals equivalent of profit.23,24
This state of affairs suggests three things: improved
accountability for nonprofits (or the imposition of taxes
to fund public health initiatives); considering similar
obligations for other health system nonprofit entities; and
coordinating these efforts with other means of financing
social investments, as described below. As an example, state
governments can improve the utility of CHNAs conducted
by nonprofit hospitals by requiring comprehensive, citywide assessments that look across medical, behavioral
and social sectors to identify unmet needs and assess the
community’s ability to meet those needs.
Alternative Payment Models

Alternative-payment models (APMs) seek to reward
healthcare providers (hospitals and doctors) for improved
outcomes and quality, rather than the amount of care
they provide. Not every provider is positioned to accept
these types of payments but larger, integrated healthcare
systems like hospital systems, ACOs, and HMOs may
have the ability to use these approaches.
APMs encompass a wide range of approaches, but
approaches that could incent upstream investments
include: Shared Savings, bundled payments and capitated
payment models. Because benefits must accrue fairly
quickly (outcomes are typically assessed within the
plan year), APMs may be better suited to interventions
targeting patients with acute conditions as opposed to
interventions with longer-term pay offs.
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Case Study: Independence

at

Home

Independence at Home (IAH) is a CMS pilot program
that provides chronically ill patients with primary care
and assistance with activities of daily living to decrease
hospital readmissions and emergency department visits.
The demonstration was funded through the Medicare
Shared Savings program and included services
performed by social workers, such as support for
caregivers and care management.26 Implemented in 14
sites around the country, CMS found that in the second
performance year, participating medical practices
saved more than $10 million and enrolled nearly
10,500 beneficiaries. All practices in the program saw
improvement in at least two of six quality measures.27
CMS has saved approximately $2,700 per beneficiary
per year.28 As a result of these successes, the program
has been extended for another two years.29
Shared Savings

The Medicare Shared Savings program can be used to
incentivize providers to reduce healthcare spending for a
defined patient population. Providers coordinate services
as part of an Accountable Care Organization (ACO), or
a group of providers, physicians, hospitals and other care
providers. The ACO is responsible for patient outcomes
and quality of care. The payment amounts, which are
based on historical payments, are risk adjusted to reflect
the population’s health and medical needs that may affect
the utilization of services. If providers meet a predefined
set of access, cost and quality measures they receive a
percentage of the net savings or a bonus from the federal
agency that administers Medicare.25 Some states are using
shared savings to incorporate social services into their
ACOs. (See IAH case study box.)
Bundled Episode Payments

Bundled payments set a standard payment for all care
associated with a clinical episode or for a specified period
in order to promote coordination among providers
and incentivize a reduction in unnecessary services.30
Theoretically, bundled payments can be used to pay
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for social services associated with a clinical episode. For
example, services that help deliver specialized meals after
acute gastrointestinal trauma. Ideally, payments would be
tied to meeting quality targets.31 (See NYU case study box.)
Payment models affect the way risks and returns are
shared when integrated partnerships deliver services.
For example, if a community based organization (CBO)
receives a bundled episode payment from a medical
partner, the CBO is assuming risk if the case rate and
service intensity is higher than anticipated. Other
agreements, like Medicare Shared Savings, result only in
upside risk for the ACO. The Commonwealth Fund ROI
tool helps partners assess which financing model to use
when integrating new services.34
Global Capitated Model

The global capitation model seeks to integrate healthcare
delivery by providing a single payment to a care
organization or physician group for all care for a defined
population.35 This payment can be based off of historical
costs for the community or patient population.36 Providers
receiving capitation payments must meet quality targets in
order to ensure that they are not withholding care.37
Capitation is meant to encourage provider to deploy
a mix of services that result in better outcomes for the
population they serve. Though, for the most part, payers
are not required to include social services to receive their
capitated payment, if the spending “pays for itself ” over
the short-run and improves outcomes, this payment
structure allows the provider to keep the resulting savings
or receive a quality bonus.
Many organizations lack the capital and infrastructure
to manage this type of patient risk. Using risk adjustment
tied to patients’ health status may help to mitigate some
of this organizational risk.38 (See Commonwealth Care
Alliance case study box.)
State Medicaid Waivers

Medicaid waivers, both section 1115 and 1915, offer a
unique opportunity for states to pilot innovative programs
that may not adhere to traditional Medicaid requirements
set by the federal government. States can apply to test
delivery system changes that may potentially improve care
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and reduce costs, so long as changes are budget neutral.

Case Study: NYU Lagone Medical Center

The NYU Langone Medical Center participated in
CMS’s Bundled Payments for Care Improvement
initiative seeking to reduce complications during joint
surgery for Medicare patients. Despite difficulties
coordinating care between physicians, nurses, social
workers and behavioral health practitioners, the
organization improved patient outcomes and realized
cost savings. The bundled payment was used to
provide smoking cessation and weight loss services
prior to joint replacement surgery and to cover
home health services to enable patients to recover
at home.32 Langonesaw reductions in overall length
of stay and readmission rates. The average hospital
stay dropped from 3.58 days to 2.96 days and the
number of readmissions within 30 days decreased
from 7 to 5 percent.33

Case Study: Commonwealth Care Alliance
Commonwealth Care Alliance (CCA) implemented
a social accountable care organization (ACO) in
Massachusetts. The organization receives capitated
payments through Medicare and Medicaid to serve
the dual-eligible population enrolled in Senior Care
Options (SCO) and One Care demonstrations.39
CCA’s care model uses multidisciplinary teams to
deliver integrated care that links non-medical and
social services to address unmet needs, such as
unstable housing, unemployment, food insecurity,
social isolation and lack of transportation for the
dual-eligibles (individuals who qualify for both
Medicare and Medicaid). This ACO has provided
air conditioning, wheelchair ramps, meals and pet
care for hospitalized patients. In 2016, CCA ranked
above the 90th percentile for eight key performance
measures for Medicaid healthcare quality, reduced the
average cost of patient visits by more than 35 percent
and decreased the number of days members spent in
psychiatric hospitals by 9 percent.40
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If a waiver is granted by CMS, states can receive federal
match for services delivered by non-traditional providers
or in non-traditional settings.41
As noted above, there are certain things that traditional
Medicaid cannot pay for (like room and board), but
states have the flexibility to design waivers that include
supports that encompass a broad range of services related
to housing transition and sustainability. States have the
ability to use 1115 waivers to extend coverage to additional
populations, and to coordinate a variety of medical,
behavioral and social services.42 As of July 2018, there
are 16 approved delivery system reform waivers and 21
approved behavioral health waivers.43
Delivery System Reform Incentive Payment (DSRIP)
waivers, part of the broader 1115 wavier program, link
provider funding to performance metrics. Under DSRIP,
states can use waivers to change the way healthcare is
delivered in inpatient and outpatient settings, as long as
providers and states meet benchmarks. DSRIP waivers
are being used to improve coordination among medical
health, behavioral health and social service providers.44
Some states have concluded their DSRIP programs
(California), whereas others will continue through 2021
(Washington). CMS has emphasized that DSRIP funds are
a one-time, time-limited investment that states will need
to sustain using other reform initiatives.45
Through Section 1915 waivers states can target
individuals who need long-term services and supports
and home and community-based services. For example,
1915c home and community-based services (HCBS)
waivers are used to provide services to people who want to
receive long-term care in their homes and communities,
instead of in an institutional setting. States seeking to use
a 1915c HCBS waiver must meet certain requirements like
demonstrating that services are cost neutral and issuing
reasonable provider standards to address the needs of the
target population.46 Section 1915k, or community first
choice waivers, also allow eligible Medicaid beneficiaries
to receive home and community based services. With
this option, states receive a 6 percent increase in federal
matching funds. Unlike 1915c waivers, 1915k waivers
have no target groups and are meant to provide integrated
services without regard to an individual’s age or disability
status.47 (See Oregon and New York case study boxes.)
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Case Study: Oregon
Oregon is using 1115 and 1915 waivers to make
changes to the state’s Medicaid program, including
new approaches to address patients’ unmet social
needs.48 One waiver, the adult HCBS 1915 waiver,
provides services like non-medical transportation, family
training, career exploration trainings and supported
employment services to adults with disabilities.49
Additionally, the state is using an 1115 waiver to
create regional Coordinated Care Organizations
(CCOs) that receive a global budget to coordinate and
integrate community health workers, patient navigators
and non-traditional health providers to deliver services
like care coordination, home and living environment
improvements and assistance with food.50

Case Study: New York
The New York 1115 waiver, Medicaid Redesign
Team, was approved in 2014 and allocates $6.42
billion for DSRIP. New York’s program seeks to reduce
hospital utilization, improve quality of care and
lower costs. Under New York’s approach, Medicaid
providers and community-based organizations
are required to form integrated delivery networks
known as Performing Provider Systems (PPSs). PPSs
can choose from 44 projects or models of care
delivery, such as expanding asthma home-based
self-management programs, preventing substance
abuse, or promoting tobacco use cessation among
low-socioeconomic populations and those with poor
mental health.51 The goal of this program is not only
to treat sick patients, but also to improve community
health by addressing social determinants of health. As
of March 2018, the state’s DSRIP program met four
Statewide Accountability Milestones. For example,
state ER spending is below the target trend rate and
75 percent of delivery system improvement measures
are improving or maintaining instead of worsening.52
However, the state’s performance on four other
measures, including pediatric and adult access to
preventive or ambulatory care, has worsened.53
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Blended and Braided Financing

Many states have used Medicaid waivers to blend or braid
funding from local agencies to coordinate social and medical
care. Blended and braided financing allow organizations to
pool funds that can be used to pay for a variety of services,
like Medicaid funding for medical care and patient support,
rent subsidies from state housing departments and more.
Through braided financing, several funding streams
are combined to pay for related services. This model
supports multi-stakeholder financing and keeps the funds
in different streams so they can be tracked easily at the
administrative level. In order to ensure each funding
stream is being used to pay for eligible activities, regular
reporting is required.
Blended funding, on the other hand, receives
money from multiple sources but combines it into a
single funding pool or stream. This allows for minimal
administrative oversight and maximum flexibility.54
As an example, through braided funding, Steve, a
homeless patient with addiction issues suffering from a
chronic medical condition, is able to receive medical care,
rent subsidies and substance abuse prevention services
from Medicaid, the Housing Department and community
programs through a coordinating agency. The separate
funding streams pay for services they are authorized to pay
for, but the patient does not have to deal with the headache
of coordinating the back-and-forth from provider to
counselor to provider. Through blended funding, various
payers would pool funds that are used to pay for services
that patients like Steve need, without having to worry about
attributing costs to certain funding streams.55 (See Blending
and Braiding case study boxes.)
Federal Grants

To encourage new models of coordination across social
and health sectors, the federal government periodically
provides limited duration grant funding.
Centers for Medicare and Medicaid Innovation

While no grants are currently available, it is worth noting
the federal Centers for Medicare and Medicaid Innovation
(CMMI) recently awarded time limited grants to fund
RESEARCH BRIEF NO. 29 | October 2018

Blending Case Study: The Philanthropic
Collaborative for a Healthy Georgia
The Philanthropic Collaborative for a Healthy
Georgia blends funding from more than 20 private,
community and corporate sponsors to incorporate
social services into medical care. So far, the
collaborative has pursued five main issues: school
health, rural health, cancer, childhood obesity and
healthcare safety net for Atlanta’s uninsured. The
school health initiative featured a task force made
up of nurses, representatives from foundations, the
Georgia Department of Education, the Department
of Community Health, the Georgia Health Policy
Center and public school administrators. Thirteen
grants were awarded to provide school-linked clinical
services, activities designed to address the social,
behavioral and emotional needs of students and build
collaborative partnerships with community agencies.

Braiding Case Study: Minnesota's
Hennepin Health
Hennepin Health is a county-based, risk-bearing
Medicaid ACO for high-risk, high-need Medicaid
patients that integrates mental and physical health with
supportive housing and employment services. Hennepin
receives a per member, per month payment from the
state to cover Medicaid services and braids it with
grants from the county.56,57 The program provides care
coordination, transportation and housing assistance,
information about community resources, prescription
drug benefits and other medical services.58 The
program reduced ED visits by 9 percent and increased
outpatient visits by 3.3 percent between 2012 and
2013. Hennepin also opened an “Access Clinic” in
2014 to address the needs of patients who aren’t
high risk enough to be referred to the Coordinated
Care Center but are still considered high utilizers. As
of 2015, Hennepin served approximately 12,000
Medicaid beneficiaries with complex and unmet care
needs related to nonmedical challenges like mental
health and substance abuse issues.59
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pilot program integration projects to test new payment
and service delivery models.60 In 2012, CMMI awarded
$1 billion in the first round of Health Care Innovation
Awards to organizations focusing on meeting Triple Aim
goals.61 Though no grants are currently available, CMS
awarded 27 states and the District of Columbia second
round awards starting in 2014.62 These awards used a
pre-determined time period (generally short) to assess the
model’s return on investment. (See CMMI case study box.)
Social Impact Partnerships to Pay for Results Act (SIPPRA)

As part of the Bipartisan Budget Act of 2018, Congress
passed the Social Impact Partnerships to Pay for Results
Act (SIPPRA).65 The legislation creates a pool of funds
to support outcomes-based financing models. Social
impact partnerships are available to entities that are able
to produce one or more measurable outcomes that result
in social benefit or savings. While not restricted to health,
some of these metrics include: reducing rates of asthma,
diabetes or other preventable diseases and improving birth
outcomes and early childhood health among low-income
families and individuals.66 As of this writing, awards have
not yet been made.
Public Health Bundles

Public health bundles are an untested approach that would
be established by a state or local public health department
to deal with public health issues.67 Taking teen car
accidents as an example, a state or local health department
would establish a fund to receive annual payments from
participating payers based on anticipated hospital costs
of injuries to teenagers in motor vehicle accidents. The
fund then is responsible for reimbursing payers for
the actual care provided. To reduce payouts, the health
department convenes a community coalition of public and
private partners devoted to traffic safety. Savings would be
reinvested in additional prevention efforts.
Though not yet being used, public health bundles
would be a way for CBOs and clinical partners to work
together to address underlying social determinants for
common, costly public health problems. In theory, these
can be coordinated with social impact bonds (described
next) to reimburse investors for meeting outcomes targets.
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CMMI Case Study: Complex/High-Risk
Patient Targeting Awards
NORC at the University of Chicago evaluated
Complex/High-Risk Patient Targeting (CHRPT)
grants awarded under the CMMI program. These
23 awardees set out to serve patients with multiple
chronic conditions at high risk for hospitalization,
re-hospitalization and ED visits. Programs coordinated
care for these patients and provided services
emphasizing independent living skills, adapted homes
for independent living, and provided education
to family caregivers. A third-year annual report of
CHRPT portfolio found significant cost savings. Eight
awardees saw statistically significant reductions in
hospitalizations for at least one intervention. Average
cost savings ranged from $381 to $5,657 per
beneficiary across awardees.63 One such awardee,
LifeLong Medical Care in California, a federallyqualified health center, reduced hospitalizations
per 1000 in their dual-eligible population by 148
individuals. Additionally, over 90 percent of patients
were satisfied or very satisfied with the care they
received.64
Pay for Success

The pay for success (PFS) model creates public-private
partnerships whereby the private partner makes an
initial investment that addresses a social problem. The
government partner then repays the investor based on
improvements to predefined outcome or performance
measures.68 The goal is for the end payer to save enough
money when outcomes are achieved to justify repayments
to initial investors.69
In a traditional PFS model, known as a social impact
bond, the funders/investors provide upfront capital for a
nonprofit service provider to deliver agreed upon services.
At a later date, a government payer reimburses private
funders once the specified outcomes are achieved by a service
provider.70 This includes both a success payment, based on
a cost-benefit analysis, as well as a repayment of the initial
investment, usually based on an outcome trigger.71
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A RAND study that looked at social impact bonds
in the UK targeting socially isolated elders, people with
multiple chronic conditions and those with disabilities and
found that only one program realized net savings during
a three-year evaluation period.72 However, outcomes may
be different in the United States due to our country’s lower
initial levels of social spending.
Presently, health focused PFS efforts in the US are
still in their early stages and tend to focus on reducing
healthcare utilization among the high-need, high-cost
population by addressing social factors like homelessness
and food insecurity.73
Concerns about whether this model would decrease
public investment and whether public entities should
invest directly in social determinants of health instead of
working with private partners remain. When a private
investor meets outcome or performance measures,
the public entity has to pay that investment back with
an additional return on investment. Key questions
for advocates and other stakeholders include: Should
government partners pay a premium on services that
have already demonstrated success? Should public entities
partner with social service providers on their own? (See
South Carolina case study box.)
Trust Funds for Population Health

A trust fund for population health is funding raised to
specifically address and support prevention and social
interventions to improve the health outcomes of a targeted
population. This can be used in combination with other
approaches and funds can come from a variety of sources,
including implementing a tax on hospitals or insurers or
capturing savings from successful interventions.
As an example, the Prevention and Wellness Trust
Fund (PWTF) in Massachusetts is tasked with gathering
evidence of the cost-saving power of disease prevention.
Inaugurated in 2012, this first-in-the-nation trust is a $60
million commitment over four years to support population
health promotion efforts.76 The Trust Fund is financed
through a one-time assessment on health insurers and
large hospitals in the state. Mandated outcome measures
include a reduction in healthcare costs and preventable
health conditions.77 (See Boston case study box.)
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Case Study: South Carolina Nurse-Family
Partnership
In 2016, South Carolina created a PFS financing model
to expand the Nurse-Family Partnership, a proven
program that improves health outcomes for first-time
Medicaid-eligible mothers and their children. Though
South Carolina is the first state to use a PFS financing
model to fund their Nurse-Family Partnership, other
Nurse-Family Partnerships across the country have
demonstrated improved outcomes and savings. Prior
evaluations found that children in families who receive
early interventions from Nurse-Family Partnerships are
67 percent less likely to experience behavioral and
intellectual problems at age 6 and 72 percent less
likely to be arrested by age 15 when compared to
their peers. Mothers enrolled in the program also saw
an 82 percent increase in months employed.74 South
Carolina’s program mobilized $30 million for six
years–philanthropic investors (The Duke Endowment,
BlueCross BlueShield of South Carolina Foundation, The
Boeing Company, and others) committed $17 million
and Medicaid funded $13 million through a 1915
Medicaid HCBS waiver. The South Carolina partnership
currently serves 3,200 Medicaid-eligible moms and
their children. Criteria for success is based on reductions
in preterm births and child hospitalization due to injury
and percentage of mothers from high-poverty ZIP codes
enrolled in NFP. Since the philanthropic investors do not
require repayment, success payments will be reinvested
to extend the NFP program.75

Matching the Investment to the
Stakeholder
To date, efforts to improve and target social investments as
part of a vast patchwork of efforts that seek to leverage the
financing opportunities available at the moment but are
rarely part of systematic and sustainable plan.
Communities may want to consider more systematic
approaches that tally the full spectrum of unmet social
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Case Study: Boston Public Health
Commission
The PWTF is providing three years of funding to
the Boston Public Health Commission to focus on
pediatric asthma, hypertension and elder slip-andfall prevention. In turn, the Boston Public Health
Commission is partnering with health centers, Boston
Public Schools, Head Start programs, home care
organizations and the Commission on the Affairs
of the Elderly. As an example, the PWTF provided
funds for elderly patients to take Tai Chi classes to
strengthen their muscles and improve stability.78 After
receiving 304 referrals for falls home assessments
and seeing a 75 percent and 48 percent completion
rate for enrollees participating in Matter of Balance,
a program focused on strategies to reduce fear of
falling and improve activity levels, and Tai Chi classes
respectively, PWTF estimates it prevented more than
900 falls and averted $188,000 in healthcare costs
in its first year.79

needs, marry this with data on the broad returns to
society for meeting these needs and then consider which
stakeholder is best positioned to make these investments.
A new “health impact assessments” could be employed
to estimate the broad and stakeholder specific health
and economic future impact of not investing in social
determinants of health.
Estimating the returns by stakeholder and overall to
society, is of course easier said than done. The spectrum of
benefits moves from cost-avoidance or savings that result
from less tertiary care (e.g., lower hospital readmission
rates or ED use) to the value of improved health outcomes
(like A1C levels) to the long-term economic impacts like
worker productivity improvements or lower incarceration
rates. It can be difficult to agree not only on what is
included in the spectrum of benefits but how to value
the more intrinsic outcomes like improved quality of life,
wellbeing and patient experience.80
Putting aside those difficulties, there is likely
significant gains to be made by better tailoring the
stakeholder to the investment. As discussed above,
RESEARCH BRIEF NO. 29 | October 2018

stakeholders vary in their ability to realize the benefits
of a given social investment. For example, a state
Department of Housing might invest in lead poisoning
remediation in the home, but the future health benefits
rarely accrue to the agency. Moreover, longer-term
societal and economic impacts may benefit a variety
of stakeholders, including “free riders” who might
otherwise not make an investment.
These considerations lend support to the idea that a
single pool of funds operated by a neutral party may lead
to the greatest benefit.81 With this reasoning in mind,
economists Len Nichols and Lauren Taylor developed a
strategy based on the notion that upstream investments
in social determinants of health should be regarded as
a public good because they benefit a variety of sectors.82
To ensure appropriate investment by stakeholder, they
envision a system that uses a financial neutral party or
“trusted broker” to convene stakeholders. Calculating
ROI for each stakeholder would require technical experts
to use local data in conjunction with evaluations from
similar communities. The investment will be worth
pursuing if the collective value surpasses total cost.
Based on what the broker decides each party should pay,
entities would then pool funds to address common social
problems, similar to the public health bundle model.
As an example, authors modeled costs and benefits to
various stakeholders investing in nonemergency medical
transportation. They concluded that providers, especially
hospitals, would lose revenues from a decline in
utilization by paying consumers. As a result, a tax paid by
other stakeholders to providers would encourage them to
participate.
The “social determinants of health as a public good”
argument could also lead to increased public sector
investments. Without government investment, private
actors may not have a large-scale impact on improving
health outcomes for the public. For example, herd
immunity created by vaccinations impacts the entire
population and should be paid for by the government.
Similarly, certain interventions targeting social
determinants of health such as early-childhood education
and housing effect society as a whole.83
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Conclusion
Achieving the Triple Aim in healthcare is the gold
standard that communities strive to attain. There is
increasing evidence that approaches that increase
and target social (or population health) spending,
and coordinate efforts across the health and social
services sectors, are integral to success in these aims.
Unfortunately, we underinvest in these approaches, even
in social investments that “pay for themselves.” To remedy
this short-coming, this evidence review enumerates ways
in which communities can move current health spending
upstream and pursue new sources of funds. Moreover,
we recommend taking a nuanced look at the type of
investments being coaxed from provider, employer, health
plan and other stakeholders, to ensure that incentives are
properly aligned and to potentially gain funding from
current “free riders.”
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