Consumer-Focused Health System Transformation:
What are the Policy Priorities?
Appendix G: 10 Policies to Get Started
Creating a healthcare system that is equitable and works seamlessly with public health, social sectors and
community members to address the goals and needs of the people it serves will require numerous policy changes
at many levels. Nevertheless, we recognize that advocates, funders and others might benefit from a shorter, more
manageable list of policies upon which to focus their early efforts.
This appendix lists 10 of our favorite policies, distinguished by one or more of the following attributes:
• Strongly supported by evidence
• Strongly endorsed by interviewees and/or have widespread support in policy circles
• Are local enough to be shaped by community members’ goals and needs
Collectively, these policies span our three-part organizing strategy: the need for assessment, the need to create
integrated systems and the need to ensure meaningful access to care and services.

10 Policies to Start
1.

Fill in gaps in coverage, via Medicaid expansion or other evidence-based approaches. (Federal, state or local
health agencies)

2.

Coordinate the community needs assessment obligations of nonprofit hospitals, public health departments
and FQHCs to support the development of a single, comprehensive county- or city-wide assessment of residents’ health and health-related needs. Expand community need reporting requirements to include other
nonprofit organizations that influence health, as well. (IRS and/or state departments of revenue)
Provide technical assistance, funding and research to support states and communities in identifying a core
set of wellbeing measures that reflect community priorities. (State and local government agencies)

3.
4.

5.
6.
7.
8.

Similarly, identify a core set of state-level wellbeing measures consistent with overall health system transformation goals. Deploy these wellbeing measures across vendor contracts in different sectors to create
“parallel risk,” and seek alignment with private payers in terms of payment and other incentives facing
healthcare providers. (State agencies overseeing health and health-related social sectors)
Increase funding for Accountable Communities of Health through state appropriations and/or Section
1115 DSRIP waivers and support with technical assistance. Create wellness trusts to help fund this type of
cross-sector collaboration. (State and local departments of health)
Require (and pay) providers to use evidence-based, targeted, social needs screening tools as a condition of
participation in government-sponsored health plans. (State governments, as purchasers)
Pay for care coordination activities under FFS and VBP models. (Federal and state governments, as healthcare
purchasers)

Incentivize or create connected data systems that track people across the health and social sectors, with the
goal of tracking progress in addressing their health and health-related social needs. (State agencies overseeing
health and health-related social sectors and state governments, generally, as healthcare purchasers)
9. Remove limits on same-day billing for medical, behavioral and dental services provided in Federally Qualified Health Centers and other facilities that offer co-located services. Encourage the provision of co-located services. (Medicaid agencies)
10. Mandate consumer representation in health system governance whenever state or federal funds (or tax exemption) are used to provide services. Establish clear guidelines as to what constitutes sufficient consumer
engagement. (All government agencies related to health)
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Discussion
It is widely recognized, in the health policy community
and among interviewees, that healthcare coverage is a
basic prerequisite to ensuring that the health system
meets people’s goals and needs. This view is supported
by overwhelming evidence tying coverage to improved
health outcomes and, in some circumstances, greater
equity. Compared to being uninsured, the benefits, as
documented by the Institute of Medicine’s Care without
Coverage: Too Little, Too Late and other studies, include
(but are not limited to):1
•

Higher likelihood of receiving preventive and
screening services

•

Greater likelihood of survival due to an earlier
diagnosis and effective treatment of lifethreatening conditions

•

Better management of chronic diseases

•

Fewer disparities in the receipt of preventive,
screening and cardiovascular services

•

Improved financial security

Similarly, increasing the comprehensiveness of covered
benefits is associated with additional advantages, such
as greater and more appropriate use of services. The
evidence is particularly strong with respect to the
inclusion of mental health benefits.2
Using a community driven process to assess people’s
needs and determine priorities is essential to
achieving our overall goal. Numerous interviewees
cited that community needs assessments conducted
by nonprofit hospitals, public health agencies and
FQHCs have potential, but that requirements should
be strengthened to coordinate efforts and engage
a greater diversity of community stakeholders.3
Amending federal guidance to create a single
assessment timeline4 would facilitate collaboration by
making the assessment a priority for each organization/
agency at the same time. States can obtain buy-in from
additional stakeholders by imposing needs assessment
requirements on other nonprofits that influence health,
as well. For example, New Hampshire requires nonprofit
behavioral health providers, retirement communities
and nursing homes to produce needs assessments
and community benefit plans, in addition to nonprofit
hospitals, public health departments and FQHCs.5
Ideally, state or local governments should go further by
requiring the development of comprehensive, city- or
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county-wide assessments produced by a coalition of
community stakeholders. The Columbia Gorge Regional
Community Health Assessment (conducted by a
collaborative of hospitals, clinics, public health agencies
and community-based organizations operating in the
Columbia Gorge Region) is a strong example of a multicounty, multi-stakeholder CHNA produced in response
to Oregon’s law.6 In 2012, 39 organizations participated
in the collaborative’s first CHNA, which culminated in a
list of shared priorities from which to base community
health improvement efforts.
Coordinated community health needs assessments
informed by a diversity of perspectives contribute
to the development of a community-driven process
for determining priorities related to residents’ overall
well-being. Once established, these community
priorities should inform the creation of performance
measures used to gauge the effectiveness of policies
and programs.7 Widely accepted measures can galvanize
action, align disparate stakeholders and influence
priorities throughout the system.8
Many interviewees felt strongly that outcomes
measures should be used to determine whether
interventions have been successful.9 It is important
to recognize, however, that structural and process
measures have merit in certain situations10 and should
be employed when appropriate. For example, Live Well
San Diego—a multi-stakeholder collaboration based
in San Diego County, California—uses performance
measures that include lowering the percentage of
residents experiencing food insecurity and increasing
the percentage of county residents healthy enough to
live independently.11
Similarly, state governments should use a multistakeholder process to craft performance measures
consistent with their overall health system
transformation goals and should deploy these measures
across vendor contracts to hold healthcare and
community-based organizations accountable (a.k.a.
creating parallel risk), to the extent that desired
outcomes are under the control of the provider. For
example, a state Medicaid agency might coordinate
with the state Department of Agriculture to
incorporate a Medicaid hemoglobin A1C measure into
the performance metrics for education grants that fund
nutrition-focused CBOs.12
Accountable Communities for Health (ACHs) are
another vehicle for cross-sector alignment that
present an opportunity for wellbeing performance
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measures to be deployed. Broadly speaking, ACHs are
structured alliances of healthcare, public health and
other organizations that plan and implement strategies
to improve population health and health equity for all
residents of a particular geographic area. Accountable
Communities for Health embrace the need to address
health risk factors that exist outside the walls of the
clinic.
There is no single approach used by ACHs—rather,
successful ACHs embrace their specific community
assets and needs and target interventions to goals that
are within reach.13 Wide variation makes it difficult to
make generalizations about ACHs’ effectiveness,14 but
an extensive review published by the National Academy
of Medicine documents their potential to drive us
toward population health and wellbeing.15
The most effective ACHs will integrate healthcare,
public health and social services to create environments
that support wellness needs across the health and social
spectrum. Additionally, ACHs’ governance structure,
partners and projects should be tailored according to
the unique characteristics and circumstances of the
communities they serve. Washington’s Accountable
Communities of Health Initiative (comprised of 9
regional ACHs) is a promising example of this approach,
however the effort has yet to be formally evaluated.16
States should support ACHs by incentivizing nonprofit hospitals to participate by allowing them to
report meaningful involvement as community benefit;
increasing funding through state appropriations and/
or Section 1115 DSRIP waivers;17 and providing technical
assistance. Local governments can support ACHs by
supplying funding and providing technical assistance, in
addition to serving as a convener.
Another option for providing sustainable funding
overtime is to establish a wellness trust—an entity
governed by community partners that “captures”
savings from ACH-supported interventions to fund
the next round of interventions. Many point to the
success of an early model, Massachusetts’ Prevention
and Wellness Trust Fund (PWTF), that has been used
to finance cross-sector collaboration.18 Independent
evaluations of Massachusetts’ effort have documented
desirable system changes, such as increased
capacity and better coordination between clinical
and community-based organizations; infrastructure
investments; increased reliance on Community Health
Workers to engage hard-to-reach populations; and
newly created jobs.19
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Providers, operating both within and outside ACHs,
must use evidence-based tools to identify patients’
unmet health and health-related social needs in
order for them to be addressed. A small but growing
body of evidence suggests that providers who are
comfortable screening for social needs are more likely
to report having helped patients address them.20 As
healthcare purchasers, states should require (and pay)
providers to use evidence-based, social needs screening
tools as a condition of participation in governmentsponsored health plans. Characteristics of a highquality screening tools and best practices can be found
in Health Leads’ comprehensive Screening Toolkit.21
Considerations for implementation are outlined in the
Center for Healthcare Strategies, Inc.’s Implementation
Considerations report.22
Care coordination is a widely held “next step” once
people’s unmet health and social needs have been
identified. While research on the impact of care
coordination programs has yielded mixed results (due
to variation in design and implementation),23,24,25 case
studies demonstrating improved outcomes for highneed patients and higher patient satisfaction have made
care coordination a central component of efforts to
deliver patient-centered care. Indeed, interviewees
consistently touted care coordination as a basic building
block of a patient-centered system.
Despite overwhelming support, a survey of healthcare
organizations found that only 37 percent of
respondents “fully” or “mostly” coordinated patient
care across the inpatient, post-acute and home
settings.26 Barriers to widespread practice include noninteroperable health records and payment structures
that do not reimburse providers for care coordination
activities. A logical first step at the Federal and state
levels is to reimburse providers for care coordination
under fee-for-service and value-based payment models
(and couple these payments with outcome-based
measures to ensure meaningful results). Additionally,
care coordination should follow protocols that ensure
the level of activity is tailored to patients’ needs.
Interviewees strongly counseled that mechanisms
must be in place to assess whether or not efforts have
successfully addressed residents’ unmet social and
health needs. Key to this assessment are data systems
that allow providers to track patients across health
and social systems. States, in their role as healthcare
purchasers, should incentivize providers to adopt and
use data systems (like the Patient Care Intervention
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Center’s Unified Care Continuum Platform27) that track
patients’ connections to social service organizations,
in order to (1) monitor whether the recommended
services are received and (2) measure improvement.28
Co-location of primary care, behavioral health
and dental services creates a one-stop-shop for
people to receive basic care. The approach received
widespread support across our interviewees29 and in
public policy discussions. When designed effectively,
the benefits of co-location can include convenience,
improved access,30 streamlined referrals and better
communication between healthcare providers.31
Moreover, locating several services under one roof may
decrease stigma-related barriers to access, particularly
with regards to behavioral health.32 The Rural Health
Information Hub outlines a number of considerations
for effective co-location.33

and providing multiple avenues for public participation
(online, in-person, etc.). The Collective Impact Forum
was specifically identified by our interviewees as a best
practice method for meaningfully engaging a diversity
of community stakeholders, including community
members, in transformation efforts.38
In addition, governments can expand engagement
opportunities by mandating consumer representation
in health system governance whenever state funds
(or tax exemption) are used to provide services. For
example, the Federal Public Health Service Act requires
community health centers to have a consumer majority
on their board of directors, while Massachusetts
requires hospitals to establish patient and family
advisory councils.39 These laws should be expanded to
apply to additional groups of providers and adopted in
other states.

While co-location may reduce physical barriers to care,
Medicaid payment policies in some states undermine
the approach. As of December 2018, only 32 states
and the District of Columbia allow reimbursement for
physical and behavioral health services delivered on the
same day at a provider site. In other states, Medicaid
may only reimburse providers for one of the services
provided, potentially causing beneficiaries to be turned
away at the point of care.34 Some states also limit sameday billing for medical and dental services provided
in Federally Qualified Health Centers, facilities which
many Medicaid beneficiaries rely on.35 Eliminating
these policies is vital to integrating medical, dental and
behavioral care in order to better meet people’s goals
and needs.

Endnotes

Creating a healthcare system that works with
community members to address their goals and needs
requires consumer representation and effective
strategies for engagement. Documented benefits
of public involvement include “enhanced awareness,
understanding and competencies among lay
participants.”36,37

4. Lack of coordination when conducting needs
assessments may be partially due to different
schedules for completion. Public health departments
are required to conduct assessments every 5 years,
whereas nonprofit hospitals and FQHCs must produce
reports every 3 years.

Federal, state and local governments can foster
consumer engagement by, first, establishing wellspecified criteria for efforts that are meaningful. At
a minimum, this should include (1) transparency and
high quality, accessible information and (2) community
member participation. Examples of strong engagement
policies at the state and local levels include having
strong “open meetings” laws; holding meetings at times
that are convenient for community members to attend;
assisting with travel, childcare and translation services;
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