
 

 

 

 
September 21, 2021 
 
The Honorable Cheri Bustos 
United States Congress 
1233 Longworth House Office Building 
Washington, DC 20515 
 
Dear Congresswoman Bustos: 
 
On behalf of the Population Health Alliance, we write the letter in response to the 
Bipartisan Congressional Social Determinants of Health Caucus Request for Information 
on federal opportunities to coordinate resources to improve health outcomes and 
maximize federal investments in health, food, housing, transportation, and other 
important drivers of health.   
 
The Population Health Alliance educates key stakeholders and policy makers, and 
advocates for and contributes to shaping policies that prioritize the health and 
wellbeing of populations through: 

• Reducing barriers to high-value workplace health and wellness benefits and 
programs for employees; 

• Ensuring that all individuals have stable access to affordable choices in selecting 
their health benefits; 

• Encouraging community-based efforts and support of programs that address 
medical and social determinants to promote health and wellbeing in vulnerable 
populations; 

• Supporting individuals’ active engagement with their care teams and limiting 
non-care related burdens and distractions for both patients and providers; 

• Emphasizing research and quality in the delivery of health and wellness benefits 
and programs to individuals; 

• Continuously introducing innovative solutions to create positive experiences and 
outcomes for all individuals. 
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These principles are uniformly applied to well represent our multi-stakeholder 
association membership in setting priorities, establishing educational programming, and 
commenting on proposed rules making and other public policy initiatives. 
 
Your leadership is crucial to remove barriers that impede better coordination between 
health and social services programs.   We stand ready to work with you as a resource on 
how population health management can be used to improve access to care and improve 
connectivity between providers and the social services their patients need to stay 
healthy.  The following are some areas to consider when moving forward with policy 
considerations that are designed to address Social Determinants of Health (SDOH) 
issues. 
 
1. Pandemic data makes it clear that people of color are more likely to die or 
have severe cases of COVID-19.  The Centers for Disease Control and Prevention, 
adjusting for population age differences, estimates that African Americans, Latinos and 
Native Americans are two to three times more likely than white people to die of 
COVID-19. Public health experts see these disparities as a loud message that the 
nation needs to address deep-rooted inequities.  
Experts say several factors could be at work, including deep distrust of the medical 
establishment among Black Americans, because of a history of discriminatory 
treatment, and fears of deportation among Latinos, as well as a language barrier in 
many cases.  And according to research published in JAMA Network Open in July 2021, 
Covid-19 patients who are African American were 11% more likely to have died or been 
discharged to a hospice within 30 days of being admitted to hospital than white patients 
when factors like age, existing health conditions, and socioeconomic characteristics are 
accounted for. Data from electronic health records (EHRs) has been invaluable to track 
such statistics for both clinical and public health research purposes.  
 
2. Promoting Health Equity: The Centers for Disease Control and Prevention (CDC) has 
noted that “Inequities in health status in the U.S. are large, persistent, and increasing, 
Research documents that poverty, income, and wealth inequality leading to low 
socioeconomic living conditions, poor quality of life, racism, sex discrimination,  are 
major risk factors for ill health and health inequities...”The COVID pandemic showed us 
how devastating the impact of inequitable distribution of health and social services can 
be in communities of color, tribal communities, and other underserved areas.”   
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People trust health care providers that look like them and live and work in their 
communities. 
We need to get serious about expanding basic educational opportunities for individuals 
in underserved areas.  Additionally, Congress needs to support advanced training of 
individuals in low-income areas to ensure equity in medical education, lifestyle health 
training (nutrition, physical activity and prevention), advanced life sciences research, and 
technology including health IT software development. The same can be said for the 
researchers and innovators that perform  the clinical trials and develop the drugs, 
technologies, and new therapies that will treat Americans of all ages, colors, incomes, 
and creeds.     
 
3. Rebalance Medical and Social Spending to Promote Health: The United States 
spends considerably more of our GDP on health care and medical services than other 
developed nations, yet health outcomes in America lag behind many of those in the 
developed world.  There are scores of reasons for this but one glaring statistic stands 
out.  According to a recent Brookings Institute study, one reason is the lack of funding 
for housing and other social services compared to medical services. The report notes, 
“When we look at health spending compared with spending on social services, the U.S. 
is a noticeable outlier. On average, nations that are members of the Organization for 
Economic Cooperation and Development (OECD) spend about $1.70 on social services 
for every $1 on health services; the U.S. spends just 56 cents.” 
 
A Health Affairs article noted that “the past decade has seen a growing recognition of 
the importance of social determinants of health for health outcomes. However, the 
degree to which US health systems are directly investing in community programs to 
address social determinants of health as opposed to screening and referral is uncertain. 
We searched for all public announcements of new programs involving direct financial 
investments in social determinants of health by US health systems from January 1, 2017, 
to November 30, 2019. We identified seventy-eight unique programs involving fifty-
seven health systems that collectively included 917 hospitals. The programs involved at 
least $2.5 billion of health system funds, of which $1.6 billion in fifty-two programs was 
specifically committed to housing-focused interventions. Additional focus areas were 
employment (twenty-eight programs, $1.1 billion), education (fourteen programs, 
$476.4 million), food security (twenty-five programs, $294.2 million), social and 
community context (thirteen programs, $253.1 million), and transportation (six 

https://www.brookings.edu/blog/usc-brookings-schaeffer-on-health-policy/2017/02/15/re-balancing-medical-and-social-spending-to-promote-health-increasing-state-flexibility-to-improve-health-through-housing/
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programs, $32 million). Health systems are making sizable investments in social 
determinants of health.” 
 
Congress, in turn, needs to improve overall levels of spending on social services and 
allow additional state and local flexibility to coordinate services in a way that improves 
health outcomes through better living across communities.  According to the General 
Accounting Office (GAO-15-516) there are over 80 programs in the federal government 
that provide aid to people with low incomes, ranging from programs that provide 
healthcare services, behavioral healthcare services, food benefits, cash assistance, 
transportation assistance, energy assistance, among many others.  The authority, 
funding, and administration of many of these programs was established over decades 
and has evolved into siloes at the state and federal level, creating inefficiencies that 
deny people living in poverty the ability to access these benefits and services in a way 
that can meaningfully improve their health.  Congress needs to find a comprehensive 
solution to allow state and local public health officials, providers, and patients to 
understand how to access these services, remove any federal barriers that hinder access 
to them, and streamline the processes for accessing these programs. 
 
PHA believes that a PCORI -Style Public Private Partnership to review best practices on 
evidence-based SDOH programs already operating in or created by the community that 
have shown improvements in care would be of great value.  Key to this would be to 
allow the partnership to create a ratings system and catalogue these programs in a 
single repository for state local and federal governments, payers and other stakeholders.   

4. Harness the Power of Data using Health Information Technology:  Over the last 
decade America has made a significant investment creating a data-driven health 
information technology infrastructure.  We now need Congress to focus on how best to 
integrate state, local, and community-based services into the existing health data 
framework.  Some specific ideas on how to start this effort: 

• Legislation should establish and convene a multi-disciplinary work group to 
develop recommendations on health information and technology considering 
health equity in all policies and programs  

• Congress should also support the adoption of community-based, cross-sector 
integration by leveraging telehealth and broadband programs as one mechanism 
to equalize access to basic health services and help tackle social determinants of 
health.  

https://www.gao.gov/products/GAO-15-516
https://www.ehidc.org/sites/default/files/resources/files/Telehealth%20EcoSystem.pdf
https://www.ehidc.org/sites/default/files/resources/files/Telehealth%20EcoSystem.pdf
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• Congress should provide funding for, and oversee the modernization of states’ 
public health data infrastructures to expand utilization of geographic mapping 
software and other epidemiological tools to identify communities with the 
highest needs helping to determine appropriate intervention while supporting 
secure data sharing between social and healthcare entities.  This should be done 
in coordination with software developers and other experts and carried out using 
a standards-based approach. 

• Congress should support funding for state and regional Health Information 
Exchanges (HIEs) to build connections to social care networks in order to create a 
statewide digital platform that enhances care coordination across the spectrum 
of care and informs public and private SDOH goals.  

• Congress should also require the integration of Healthy People 2030 health 
equity and health IT measures and coordinate with state and local governmental 
agencies to ensure community health improvement plans, state health IT plans, 
and roadmaps that reflect the use of modern health IT data and infrastructure 
needed to address SDOH and any emerging health threats.   

5. Connect State and Federal Aid Programs: One of the biggest ways Congress can 
help is to remove barriers to existing services that provide state and federal resources to 
people in need.  We have been strong supporters advocating for current legislative 
solutions to address social determinants.  This includes support for the Social 
Determinants Accelerator Act of 2021 (H.R. 2503) which will help states and 
communities devise strategies to better leverage existing programs and authorities to 
improve the health and well-being of those participating in Medicaid by creating an 
inter-agency social determinants council and providing planning grants and technical 
assistance to state, local, and tribal governments to help them devise innovative, 
evidence-based approaches to coordinate services and improve outcomes and cost-
effectiveness.  A report by the advocacy group Aligning for Health shows no fewer than 
122 Bills in addition to the current bill, designed to improve health outcomes supporting 
increased funding for and easier access to social programs that provide access to food, 
housing, community services, education and job training, computer and internet access, 
transportation, childcare, and exercise services—among just a few.  While we have not 
had the time or resources to review the thousands of pages of worthwhile legislative 
proposals that are out there, we urge the Caucus to assemble these in a larger bill that 
could reach bipartisan consensus on what is the current art of the possible.  The creation 
of a pathway for interdisciplinary and interagency waivers needs to be a major priority in 
any SDOH effort.   

https://aligningforhealth.org/social-determinants-legislation/
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6. Medicaid, Medicare, and Private Health Insurance: Congress should increase 
flexibility in Medicaid waivers and extend flexibilities to allow Medicaid Managed Care 
Organizations (MCOs) to participate in pooled funding arrangements with community-
based organizations to innovate around delivery models.  As mentioned before, the lack 
of comprehensive central data systems around SDOH activities provides a hurdle for 
payers and state Medicaid agencies around issues of eligibility, tracking, etc.  CMS 
should consider permanently authorizing Value-Based Insurance Design (VBID) authority 
to promote greater innovation in Medicare. CMS should also promote the identification 
of social needs by health providers by encouraging and potentially, incentivizing and 
standardizing the use of ICD-10 Z codes, as suggested by the Gravity Project.  In May 
2019, the Gravity Project was launched as a multi-stakeholder public collaborative with 
the goal to develop, test, and validate standardized SDOH data for use in patient care, 
care coordination between health and human services sectors, population health 
management, public health, value-based payment, and clinical research.  Congress 
should also broaden the interpretation of quality improvement activities for purposes of 
calculating Medicaid plan medical loss ratios (MLRs) to include expenditures for 
interventions that address SDOH so that these activities are treated as health-related 
instead of being categorized as administrative costs.  

7. Non-traditional healthcare settings: There is a great body of data that shows the 
delivery of evidenced-based programs in non-traditional healthcare settings as a way to 
address health disparities and create better access points for patients to access real care 
in the course of their daily lives. One such example is the National Diabetes Prevention 
Program at the YMCA, which reduces the incidence of Type 2 diabetes in adults as well 
as (or better than) drug therapy. The YWCA showed a 15-month, $2650.00 savings per 
Medicare recipient, and offered the program at worksites, libraries and churches in 
addition to the YMCA.   Community Health Workers typically conduct medical 
screenings and health support --Diabetes screening and treatment in community 
centers, and other non-traditional venues such as barber shops, and even faith-based 
facilities, have had particular appeal in communities of color.  Congress must address 
any payment barriers that exist so that providers can be paid for delivering care in these 
settings; it should be a standard practice to make it easier—not more difficult—to 
provide care in non-traditional settings.  Medicare traditionally only pay licensed 
providers who provide services in traditional healthcare settings.  We need to move to a 
more site-neutral policy and allow for secure payment to be provided to Community 
Health Workers and other non-traditional health workers, while also ensuring that 
community-based workers receive adequate pay.  
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8.  Support a Standards-Based Approach: Congress can help take the next step to 
harness the power of health data, supporting a standards-based approach to integrate 
data into our existing health IT infrastructure, including access to locally available 
community-based resources and government programs to support the needs of low-
income individuals.  This can be a critical part of any move to improve the SDOH.  If we 
can’t ensure that such data will be presented in a way that meets the current standards 
accepted by the industry and healthcare providers, interoperability woes are inevitable 
and progress limited.  This is an opportunity to learn the lessons of the last quarter-
century of health IT implementation and consider the use of standards driven data 
services from the outset, involving software developers, providers, community-based 
organizations, and patient groups in the integration of any new layers to the health IT 
infrastructure.  Technology developers stand ready to help implement new layers of 
data and services to help connect providers—who are already connected through EHRs 
and HIE networks—to state and local community-based services that can help patients 
access essential services that may play a larger role in their overall health than the 
healthcare industry does. Involve the community in these decisions with the 
understanding that these organization will have access to the technology based on their 
participation not ability to pay for the technology. 

9.  Convene a Stakeholder Work Group to Address Standards for SDOH Data 
Collection and Sharing: To facilitate this, the Centers for Medicare and Medicaid 
Services (CMS) should work with the Office of the National Coordinator for Health IT to 
prepare guidance around evidence-based and industry-supported standards for the 
collection of SDOH information and promote the sharing of information between HHS, 
state Medicaid and public health agencies, and community-based organizations. 

10. Matching Community Social Need to Social System Capacity: A recent Health 
Affairs article focuses on the capacity of local social services systems to adequately 
respond to community member’s social needs, based on over 700,000 211 calls in 7 
states.  Researchers found that social services system capacity (that is, the ability to meet 
an identified social need) varied widely by the specific social need identified, and by 
state and ZIP code suggesting a need to evaluate the available social resources within 
the identified community. An example where a significant mismatch in social needs 
occurs is in availability of affordable housing.   
 
To PHA, this is a key evaluation that every community should focus on – matching the 
resources they have to meet prevalence of need. The Health Affairs article found that “in 
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the past two years, health systems in the US have publicly committed approximately 
$2.5 billion toward directly addressing social determinants of health such as housing, 
food security, and job training. This figure is dwarfed by health systems’ overall 
community benefit spending, which is estimated to be over $60 billion per year.” 
 
Doing so avoids resource waste while assuring appropriate funding for highly prevalent 
community needs. Through such an evaluation, when a community finds a social need 
that cannot be met (because of a lack of available resources), additional strategies, 
partners and help can be sought. 
 
We thank you for the opportunity to provide comments in this very important 
discussion. PHA stands ready to assist the SDOH caucus in any and all areas on these 
most important issues.  
 
Sincerely,  
 

 
Thomas L. Johnson  
Executive Director 
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