
 

 

 

  

SDOH Caucus RFI 

 

1. What specific SDOH challenges have you seen to have the most impact on 

health? What areas have changed most during the COVID-19 pandemic? 

 

As one of the oldest and largest community-based nonprofits dedicated to strengthening 

community though youth development, healthy living and social responsibility, the Y has a 

unique lens on the social determinants of health. 2,700 Ys in 10,000 communities make a 

difference in the lives and health outcomes of at least 22 million Americans, including 8 million 

youth. And we could do so much more, but the systems are not designed in a way to support 

those organizations working to improve lifestyle health and to provide social services and 

support to improve health outcomes.  

 

The Y works upstream (improving community conditions to improve health) and in the 

midstream (improving individual and family health and social service needs) to address health 

and strengthen our communities. Ideally, our entire system would move upstream to address 

all factors truly impacting health, while also addressing midstream needs, and Y’s stand ready 

to assist. As a nation we must continue to move beyond the full-blown crisis we have today 

where 90% of our health care budget goes to treat people with one or more chronic conditions 

and instead invest in prevention and wellness – addressing the social systems and conditions 

that contribute to poor health. 

 

SDOH challenges having the biggest impact on health: 

 

• Health system coverage for lifestyle health and social services contributing to improved 

health: Lack of access to or payment for evidence-based lifestyle health programs and 

social services that address the drivers of health outcomes such as food, transportation, 

child care, mental health/social connectedness, education, housing and more. 

• Technology: Lack of systems that can enable referral and payment for these services in 

the community – and a concern that when these systems are created, they will likely be 

too complicated for most community organizations. They will be designed for health 

systems not designed for addressing lifestyle health and social service needs. 

• Health system focused solutions: The fact that the solution to the social drivers of health 

will likely have a “health system” response, not a social service response is a huge 

challenge and concern. That means the entire providers of social services and lifestyle 

health will have to become part of the “health system” to do what they do best – meet 

community needs. Community-based organizations do not have the resources 

(administrative, technology, financial) that the health care system does, but we are a 

critical, trusted, reliable and local resource for community needs.  There needs to be a 

larger role for community-based organizations in the system-wide solutions and the 

community-based organizations providing these services need to not only be at the table 

but be a critical part of the conversation. The systems need to be better integrated; but 

how might we meet somewhere in the middle; in other words, community social service 

providers do not need to become “health care” in order to work with health care.  

o Note that some state Medicaid programs (like NY) are mandating Medicaid 

Managed Care Organizations work with and pay community-based organizations 
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for SDOH. State Medicaid programs should have the necessary resources to push 

innovation and models for working with community-based organizations when so 

much is at stake. 

• There is a lack of cross-sector coordination to address upstream factors; models need to 

be funded that allow for the cross-sector collaboration (food, housing, employment, 

child care, health and wellness, education etc.). Bills introduced in Congress like the 

Social Determinants of Health Accelerator Act, and funding at the CDC in the annual 

appropriations bills to build these cross-sector solutions are important advancements to 

address this barrier. Community-based organizations must play a large role in these 

cross-sector efforts, as they are often built and led by community members and 

volunteers and have a unique lens into the challenges and opportunities for their 

community.  

 

1B: What areas have changed most during the COVID-19 pandemic?  

 

Our nation has become more sedentary and physical activity levels have greatly 

declined: 

 

• Almost two years into the COVID-19 pandemic, we are beginning to understand the toll 

taken on people’s physical activity levels and health. Some Americans were able to take 

advantage of working and learning from home, spending more time outdoors, and 

walking or biking in their neighborhood during the past year, but that has not been the 

case for most. The COVID-19 pandemic has exposed what research has long shown – 

not all communities, people, or places have the same access to safe places to recreate 

or to walk and wheel close to home and to everyday destinations. 

 

As many families spent an increasing amount of time at home during the pandemic, 

daily physical activity opportunities decreased, including for students learning from 

home. Parents of students learning remotely or in hybrid models were more likely than 

parents of students learning in-person to report that their children experienced 

decreased physical activity, time spent outdoors, time with friends, and worsened 

mental or emotional health. Physical inactivity is one of the primary contributors to 

chronic diseases and leading causes of death. 

 

• Additionally, physical inactivity contributes to obesity. These conditions 

disproportionately affect low-income communities and communities of color. The 

decrease in physical activity during the past year has contributed to worsening physical 

and emotional health and poorer health outcomes.  

 

Overweight and obesity among children and adults has steeply increased: 

 

• An APA Stress in America survey conducted in late February 2021 found 42% of U.S. 

adults reported undesired weight gain since the start of the pandemic, with an average 

gain of 29 pounds. Obesity was already more prevalent in lower-income populations and 

communities of color, which saw greater weight gain during the past year.  

 

• We know that marginalized communities are more likely to live in “food deserts” with 

limited access to fresh foods. That lack of access to healthy food was even more 
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challenging during COVD-19 stay at home orders. Historically underserved populations 

are less likely to have access to safe outdoor green space—and research has shown that 

the average body mass index of a community is lower in places with greater access to 

parks and public recreation lands. Underserved groups are also more likely to work as 

essential workers, which puts them at greater risk of contracting COVID, but also of 

experiencing heightened stress as they juggled working outside the home, staying safe, 

and caring for family members with schools and daycares closed. 

 

• Children, too, have gained weight during the pandemic. In an analysis of more than 

500,000 visits to the Children’s Hospital of Philadelphia Care Network in 2019 and 2020, 

researchers found the prevalence of pediatric obesity increased from 13.7% pre-

pandemic to 15.4% during the pandemic. The increase was more pronounced among 

Hispanic, Black, lower-income, or publicly insured children. Prior to the pandemic, 

obesity rates were falling in children from more affluent households but increasing in 

other groups – researchers found that the pandemic appeared to widen that disparity. 

 

• Youth have encountered many of the same factors that caused their parents to gain 

weight, including a lot of time sitting in front of screens, poor sleep, and high stress that 

can boost hunger and cravings for snacks and comfort foods. Overall, communities 

struggled and continue to struggle to maintain a healthy weight during the COVID-19 

pandemic. 

 

COVID Learning Loss and Growing Disparities:   

 

• The COVID-19 pandemic has dramatically altered the learning landscape for millions of 

children across the country. While educators, parents and students have been 

resourceful and resilient, this unprecedented disruption in our education 

system has, and will continue to have, a profound impact on academic achievement and 

student success for years to come. And, as is often the case, learning loss 

will be disproportionately felt by already vulnerable students, compounding existing 

achievement and opportunity gaps and exacerbating challenges for those who live in 

communities that are unduly impacted by the virus. 

 

• According to McKinsey and Company, the cumulative learning loss between March 2020 

and June 2021, on average, was five to nine months of learning in math. And for 

students of color the cumulative learning loss was six to twelve months, compared to 

four to eight months for white students. McKinsey also found that black and Hispanic 

students were more likely to be learning remotely and twice as likely to have had no 

access to live instruction.  

 

• During COVID, black and Hispanic students were less likely to have access the 

computers, internet and live contact with teachers. According to RAND, only 1/3 of 

teachers in high poverty schools reported that all or nearly all of their students had 

access to the internet at home, compared to 83 percent of teachers in low poverty 

schools. In addition, Bellwether Education Partners estimates that approximately three 

million of the most educationally marginalized students in the U.S. had not received any 

formal education since March of 2020. And an NPR survey of more than 60 school 
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districts across 20 states found that kindergarten enrollment during the 2020-2021 

school year was down an average of 16 percent.  

 

• To effectively combat COVID learning loss, in- and out-of-school learning needs to be 

connected and seamless. It will also take a community-wide approach to meet the needs 

of the whole child. 

 

Decline in Youth Mental Health:  

• COVID-19 has serious implications for the mental health of youth and the amount of 

stress and anxiety can be overwhelming. The emotional impact on youth depends on 

their characteristics and experiences, the social and economic circumstances of the 

family and community, and the availability of local resources. Not all youth respond in 

the same ways, and some might have more severe, longer-lasting reactions. How youth 

react and the common signs of distress can vary according to age, previous experiences, 

and how they typically cope with stress. Identifying early signs and providing 

appropriate support can significantly improve children’s mental health.  

• Before the pandemic, young people between the ages of 16-25 experienced mental 

health conditions at alarming rates. In one year, from 2018 to 2019, the number of 

youth between the ages of 16-25 experiencing distress increased from one in five to one 

in four. The pandemic exacerbated mental health conditions for young people even 

more, with two in three young people feeling down, depressed, or hopeless. This is a 

200% increase since 2018. 

• According to the CDC, published reports suggest that the COVID-19 pandemic has had a 

negative effect on children’s mental health. Emergency departments (EDs) are often the 

first point of care for children experiencing mental health emergencies, particularly when 

other services are inaccessible or unavailable. According to the CDC, during 2020, 

mental health-related ED visits among young people aged 12-17 increased 31% 

compared to 2019. And ED visits for suspected suicide attempts among girls aged 12-17 

increased 51% between February and March 2021, compared to 2019. Helping youth 

cope with emergencies is critical to supporting overall community mental health. 

Source: [https://www.cdc.gov/mmwr/volumes/70/wr/mm7024e1.htm] 

 

Social Isolation Amongst Seniors:  

 

• According to Global Health Research and Policy, in the U.S., approximately one-quarter 

of community-dwelling older adults are considered to be socially isolated, and 43% of 

them report feeling lonely. The COVID-19 pandemic is increasing the number of older 

adults who are socially isolated including both community-dwelling older adults and 

nursing home residents, as many countries have issued stay-at-home orders and 

banned visits for nursing home residents. 

 

• Ys reached out to the seniors in their community during the pandemic who were isolated 

due to COVID restrictions. Millions of health check-in calls were made (by the Y and 

others) to check if they had pharmaceuticals and food and provide health and well-being 

programming. 

https://www.cdc.gov/mmwr/volumes/70/wr/mm7024e1.htm
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Increased Food Insecurity: 

 

• Feeding America projects that 42 million people (1 in 8), including 13 million children (1 

in 6), may experience food insecurity in 2021. Many people who have been most 

impacted by the pandemic were food insecure or at risk of food insecurity before COVID-

19 and are facing greater hardship since COVID-19. Significant racial disparities in food 

insecurity which existed before COVID-19 remain in the wake of the pandemic. Feeding 

America projects that 21% of Black individuals (1 in 5) may experience food insecurity 

in 2021, compared to 11% of white individuals (1 in 9). Source: 

[https://www.feedingamerica.org/sites/default/files/2021-

03/National%20Projections%20Brief_3.9.2021_0.pdf] 

 
• The Y alone provided 57 million meals from March of 2020 to February of 2021 to 

support community needs (for comparison, Ys served 22 million meals in 2019). 

 

Access to Child Care so Parents Can Return to Work:  

• During the COVID-19 pandemic, workers on the front lines - like first responders and 

other essential personnel - needed quality, affordable child care to report to work. As 

the pandemic progressed and more parents needed to return to work to support their 

families, the demand for child care increased but the supply was not able to keep pace. 

Child care programs, already operating on very thin margins, were stretched to the 

limit. Providers had to reduce enrollment to prioritize safe environments that met health 

guidelines, which meant reducing revenue while also grappling with higher operating 

costs due to the need for personal protective equipment and frequent cleaning and 

sanitization of facilities. In turn, too many providers had to resort to closing their doors, 

making it increasingly difficult for parents to find affordable, safe, quality care during the 

pandemic. 

 

Increased family stressors leading to increased child maltreatment and abuse: 

• The impacts of COVID-19 are putting stress on families who are attempting to navigate 

new public health safety protocols, school closures, uncertain childcare arrangements, 

job losses, social isolation, and significant barriers to many critical support services. 

Without interventions to support families, the kinds of stress that the COVID-19 

pandemic is creating contribute to increased risk of child abuse and neglect. One source: 

[https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7472978/] 

 

Lack of in-person monitoring leading to decreased reporting on child maltreatment 

and abuse: 

• An Associated Press analysis of state data found that child abuse reports, investigations, 

substantiated allegations and interventions have dropped at a staggering rate, 

increasing risks for the most vulnerable of families in the U.S. The AP’s analysis found 

more than 400,000 fewer child welfare concerns reported during the pandemic and 

200,000 fewer child abuse and neglect investigations and assessments compared with 

the same time period of 2019. That represents a national total decrease of 18% in both 

total reports and investigations. Source: [https://apnews.com/article/coronavirus-

children-safety-welfare-checks-decline-62877b94ec68d47bfe285d4f9aa962e6]  
 

https://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
https://www.feedingamerica.org/sites/default/files/2021-03/National%20Projections%20Brief_3.9.2021_0.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7472978/
https://apnews.com/article/coronavirus-children-safety-welfare-checks-decline-62877b94ec68d47bfe285d4f9aa962e6
https://apnews.com/article/coronavirus-children-safety-welfare-checks-decline-62877b94ec68d47bfe285d4f9aa962e6
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Lack of Access to Affordable Housing:  

• The country faced an affordable housing crisis even before the pandemic began, with 

housing costs rising faster than wages and a supply of affordable and accessible housing 

and rental assistance that has not kept pace with demand. One in four renters spent 

more than fifty percent of their income on rent, and homelessness rates were rising in 

communities across the country. This housing crisis disproportionately impacts people of 

color due to generations of discrimination and disinvestment.  

 

• COVID has helped to shine light on the connections between housing and health and 

uncovered longstanding disparities in access to critical resources like affordable, 

accessible housing that have contributed to the virus’s disproportionate impact on 

communities of color, people with disabilities, older adults, and low-income people. The 

pandemic has underscored the health and economic costs of an underfunded housing 

system. Affordable, safe, stable, and accessible housing is essential for public health and 

well-being. Without access to quality homes, it’s challenging to effectively “shelter in 

place” and follow social distancing protocol, increasing the likelihood of coronavirus 

infection, transmission, and fatality. 

 

 

2. What types of gaps in care, programs, and services serve as a main barrier in 

addressing SDOH in the communities you serve? What approaches have your 

organization, community, Tribal organization, or state taken to address such 

challenges? Below you will find both the barrier and how the Y is working to 

address the barrier. 

 

We need to advance strategies to address the lack of payment for chronic disease 

lifestyle health program:  

• The Y has worked to identify and translate proven interventions that can address the 

leading causes of death and disability and curb the largest drivers of spending in our 

health care system. The Y has a suite of proven program and has documented how 

these evidence-based programs in community settings can help prevent and control the 

progression of chronic disease and disability (including diabetes, arthritis, falls, cancer, 

hypertension and childhood obesity). 

  

o One example of a lifestyle health program that the Y offers and the barriers we 

have confronted is the Medicare Diabetes Prevention Program. In 2012, the 

YMCA of the USA (Y-USA) received a Health Care Innovation Award (HCIA) from 

the CMS Innovation Center, the impetus of the Medicare Diabetes Prevention 

Program (MDPP), to test expansion of the Diabetes Prevention Program (“DPP”) 

to Medicare beneficiaries at high risk for developing type 2 diabetes. In 

collaboration with multiple partners, Y-USA and 17 local YMCAs worked over a 

three-year period to engage nearly 8,000 Medicare beneficiaries in the YMCA’s 
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Diabetes Prevention Program (“YMCA’s DPP”). Through this effort, Y-USA and the 

Ys involved gained valuable understanding in how best to operationalize and 

tailor program delivery to reach and engage Medicare beneficiaries, reduce 

barriers to program entry and retention, and generate the greatest possible 

benefit to the populations being served. The Y not only achieved the attendance 

and weight loss goals, but the CMS Office of the Actuary certified, based on 

results and associated data provided by the participating Ys, that expansion of 

the DPP to Medicare beneficiaries would reduce Medicare spending by $2650 per 

senior over 15 months and improve the quality of care without limiting coverage 

or benefits. The achievement of program benchmarks and the CMS Actuary’s 

certification led to Secretary Burwell’s decision to expand program coverage to 

Medicare beneficiaries. However, the model served as a case-study for issues 

Community Based Organizations often face when trying to deliver a Medicare 

program at this scale: 

 

Regulatory barrier to Ys becoming suppliers need to be fixed they are too 

burdensome for non-health care entities: 

• Extensive requirements of suppliers with voluntary boards have resulted in several Ys 

deciding not to become Medicare suppliers. Volunteers serve on these boards primarily 

as a result of their commitment to community service. Similar non-profit community-

based organizations that do not have health as their primary book of business and are 

not “owned” but have voluntary boards will likely face similar challenges. 

The reimbursement structure needs to recognize the upfront costs to delivering the 

program in the community and ensure payments are received in a timely fashion: 

• Payment levels need to adequately cover the costs of the program. We are not asking 

for additional funds to be provided but that the payments be front-loaded to ensure 

suppliers up-front costs of serving a Medicare population (especially for organizations 

unused to health care administration costs) are covered sufficiently. 

The lifetime enrollment limit and benefit need to align with the science for 

effectiveness: 

• The once in a lifetime limit to participation in the program should be removed to align 

with other preventive services in the Medicare program such as tobacco cessation and 

obesity counseling that recognize there may be a need for additional preventive services 

because lifestyle changes can require multiple attempts. The YMCA CMMI pilot test 

allowed for participant re-enrollment for those still eligible, and most private payers who 

cover and reimburse diabetes prevention programs make the program an annual benefit 

for those who are eligible.  

Special populations need to be addressed to avoid cherry picking: 
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• The MDPP (and other lifestyle health programs) needs to consider the social barriers 

that prevent low-income individuals or those living in a low-income community from 

achieving the full weight loss (they typically achieve .5 to 1% less weight loss) and 

either offer modest relief from the requirement of 5% weight loss or provide payment 

adjustments to enable suppliers to address barriers such as transportation.  

Lack of communication between community and payers/providers: 

• In order to assess, measure and report health improvements to the health system there 

needs to be a sharing of some information from the medical EMR, and systems need to 

be built to allow bi-directional communication. 

 

We need to advance collective strategies that align sectors toward larger goals like 

increased physical activity, healthy eating and closing health equity gaps: 
 

• According to the Centers for Disease Control and Prevention (CDC), in the U.S., six in 

every ten adults is living with a chronic health condition, and four in ten have two or 

more. In most cases, chronic disease can be prevented through regular physical activity, 

good nutrition, and a healthy lifestyle. However, today in the U.S., chronic conditions 

account for at least 70 percent of all deaths annually and approximately 90 percent of 

America’s annual health care expenditure, or $3.3 trillion.  

 

• This challenge also applies to our nation’s youth. According to the CDC, in 2015-2016, 

nearly 1 in 5 school-age children and young people (6 to 19 years) in the United States 

had obesity, totaling to 13.7 million children. The percentage of children and adolescents 

with obesity have more than tripled since the 1970s. And the pandemic has drastically 

increased these numbers.  Children with obesity are at higher risk of having other 

chronic health conditions and diseases like asthma, sleep apnea, bone and joint 

problems, type 2 diabetes, and risk factors for heart disease. Additionally, children with 

obesity are bullied more than healthy-weight peers and are more likely to suffer from 

social isolation, depression, and lower self-esteem. 

 

• Additionally, state alliances of YMCAs have been working with CDC’s Division of 

Nutrition, Physical Activity and Obesity (DNPAO) to advance policies that create more 

walkable and bikeable communities. Currently, the YMCA is working across 11 states in 

cross-sector partnerships to improve their state’s score on the Safe Routes Partnership 

State Report Card, which measures state policies that support active transportation, 

Safe Routes to School programs, Complete Streets, and active neighborhoods and 

schools.  

 

See more about the Ys efforts around Active People Healthy Nation in our digital 

storybook: https://storybook.link/activepeoplenetwork/ 
 

Organizational Change to Support Health:  

 

https://storybook.link/activepeoplenetwork/
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• The Y has spent the last decade working to improve the environments where children 

and families live, work, learn, and play so they would have more access and opportunity 

for healthy, affordable food and physical activity. Ys are committed to implementing 

Healthy Eating and Physical Activity (HEPA) standards into their early child care 

and afterschool settings to increase healthy snacks, increase physical activity 

opportunities, reduce screen time, and provide water as the primary drink. We then 

partnered with other Out-of-School partners and urged their adoption, which happened.  

 

• Advocating that All 50 States have Funding to support nutrition and physical 

activity programs and address childhood obesity with evidence-based programs 

like the Ys Healthy Weight and Your Child program to help overweight and obese 

children, youth and families achieve a healthy weight. Y-USA has long supported efforts 

to increase funding for the CDC’s Division of Nutrition, Physical Activity, and Obesity 

(DNPAO) and would like all 50 states funded, not just 16. 

 

We need to advance strategies that address health disparities head on, including 

fighting for additional funding for the CDC’s REACH Program:  

 

• The Centers for Disease Control and Prevention’s Racial and Ethnic Approaches to 

Community Health (REACH) program is one of the only community health programs 

funded by the CDC that is dedicated to reducing chronic disease for specific racial and 

ethnic groups in urban, rural, and tribal communities with high disease burden.  

 

• Communities of color are disproportionally affected by chronic disease in America. 

Preventable diseases like diabetes, heart disease, high blood pressure, renal disease, 

and stroke in ethnic minority populations cost the health care system $23.9 billion 

annually. These costs are expected to double by 2050. A study by EA Finkelstein, et al, 

found that obesity alone increased annual medical expenses in the U.S. by $149 billion. 

Investing directly in communities with a history of tackling these issues works upstream 

to address the root causes of racial and ethnic disparities and reverse the costly trend of 

chronic disease.  

 

• Currently in its 22nd year, the REACH program is advancing community-level strategies 

that are evidence based or reflect promising practices that work to eliminate racial and 

ethnic health disparities in chronic disease and related risk factors. Current funding 

levels only allow CDC to support some of the total, pointing to the high demand and 

need for this program. REACH recipients are working to reduce health disparities among 

racial and ethnic minority populations with the highest burden of chronic disease (i.e., 

hypertension, heart disease, type 2 diabetes, and obesity) through culturally tailored 

interventions to address preventable risk behaviors (i.e., tobacco use, poor nutrition, 

and physical inactivity).  

 

It is essential that strategies aimed at addressing health disparities and 

chronic disease are in addition to social determinants of health approaches not 

folded into that strategy. 

 

We need to address the lack of cross-sector coordination to address upstream factors 

or Social Determinants of Health: 
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• The Y is advocating for funding to support innovative cross-sector system change 

models (food, housing, employment, child care, health and wellness, education, etc.). 

Bills introduced in Congress like the Social Determinants of Health Accelerator Act, and 

funding at the CDC in the annual appropriations bills to build these cross-sector 

solutions are important advancements to address this barrier, community-based 

organizations must play a large role in these cross-sector efforts. Just as the health 

system sector cannot drive the answers, nor can the public health system; community-

based organizations, often built and led by community members have a unique lens into 

the challenges of their community.  

 

We need access to affordable, quality child care:  

• Access to affordable, quality child care, including early childhood and school-age care, is 

a significant gap nationally. Care for infants and toddlers is especially challenging in 

rural areas where care is harder to find. Head Start funding levels support less than 50 

percent of eligible preschool-aged children and less than 10 percent of children eligible 

for Early Head Start. And less than 2 in 6 eligible children nationwide are served by Child 

Care and Development Block Grant (CCDBG) funds, which provide subsidies so families 

can better afford care. For every child in an afterschool program, three are waiting for a 

slot.  

 

• As schools began to close in March 2020, YMCAs across the country mobilized to offer 

emergency child care for the families of health care workers, first responders and other 

essential personnel at more than 1,100 sites. By that summer, YMCAs were providing 

care to more than 40,000 children so that the nation’s frontline workers, and other 

parents who needed to work outside the home to support their families, could report to 

their jobs knowing their children were in safe, stimulating environments.  

 

• Last fall, a growing need emerged as children and families adjusted to remote or hybrid 

learning. In response, more than half of the nation’s Ys partnered with their school 

districts to offer learning labs and academic support programs, including 21st Century 

Community Learning Centers (21st CCLC), at more than 1,500 sites. These learning labs 

provided supervised, physically distanced remote learning spaces that offered a safe and 

enriching environment for children to learn virtually while providing essential child care 

for parents needing to return to work. YMCA remote learning spaces and 21st CCLC 

programs were designed to meet the holistic needs of children by providing academic 

enrichment, social-emotional learning, physical activity and access to healthy meals and 

snacks, in addition to the consistency and care that is needed to promote good mental 

health. 

 

• The Y advocates for increased funding for CCDBG, Head Start and 21st Century 

Community Learning Centers because of the need in our communities for better access 

to quality, affordable early childhood and afterschool programming.  

 

We need to address the lack of out-of-school time programs to help address 

persistent and widening achievement gaps:  
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• Out-of-school time programs play an important role in helping to close achievement and 

opportunity gaps. Before school, after school and summer programs address 

achievement gaps and boost in-school success, help develop employability skills for 21st 

century jobs, prepare kids for college and career, and enable exploration to help kids 

find their spark. Afterschool programs are a proven and effective strategy in improving 

school attendance, class participation, attitudes toward school, and homework 

completion. They also help kids learn new skills, develop character and build strong 

relationships, improve the health and educational outcomes of participants, and provide 

them safe spaces to learn and grow. 

 

• Each dollar invested in afterschool programs saves up to $3 by increasing young 

people’s learning potential, improving student performance in school, and reducing 

crime and welfare costs. Yet 25 million children are left to care for themselves after the 

school day ends and during the summer. For every child in an afterschool program, 

three are waiting for a slot. Without robust funding, these out-of-school programs are 

out of reach to far too many children, narrowing their opportunities. Even those with 

access to afterschool programs face barriers that can impact their lifelong trajectory. 

According to America After 3PM, families in the highest income bracket spend more than 

five times as much on out-of-school time activities annually compared to families in the 

lowest income bracket. Source: [http://afterschoolalliance.org/documents/AA3PM-

Equity-Infographic.pdf]  

 

We need to address the lack of mental health and emotional wellness supports for 

staff and young people:  

• Youth serving organizations too often struggle to meet the training and professional 

development needs of staff and to take trauma-informed approaches to care to scale 

across communities. When staff are trained and supported, they are better equipped to 

create the positive environments necessary for the healthy development of young 

people. As a result of COVID, more young people have experienced adverse childhood 

experiences (ACEs), trauma, neglect or even abuse. These young people will need 

enhanced programs and services, and the staff working with them will need additional 

training and supports to help these young people as well as address their own mental 

health and emotional wellbeing. 

 

• The CDC is investing funding in the Y to work with other out-of-school time providers 

and national experts to identify and document best practices in trauma-informed care,  

with the goal of readying professionals with the tools to best support the children in 

their care. Guiding this work is a cohort of YMCA leaders with deep experience in trauma 

informed approaches to care. The CDC hopes then to scale these best practices across 

the out-of-school time field. 

 

We need to close the summer meals gap:  

• Ys and other providers currently operate USDA’s Summer Food Service Program (SFSP) 

program, which provides federal funding to serve nutritious meals and snacks during the 

summer months when low-income children lose access to school meals. SFSP, however, 

currently reaches only 1 in 7 of the low-income children who rely on school lunch during 

the school year. The current 50 percent threshold for this program prevents many 

communities with significant numbers of low-income children, but not a high enough 

http://afterschoolalliance.org/documents/AA3PM-Equity-Infographic.pdf
http://afterschoolalliance.org/documents/AA3PM-Equity-Infographic.pdf
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concentration of poverty, from participating. This threshold is inconsistent with other 

federal programs that use 40 percent to determine eligibility. Most SFSP sites can also 

only serve a maximum of two meals a day, even though many program sites run all 

day, thereby providing child care for working parents. This leaves children without 

adequate nutrition to get through the day or forces sites to spend program dollars on 

food. Transportation is also one of the biggest barriers to participation. An additional 

barrier is the need for providers like the Y to pivot between programs from the school 

year to the summer months even though they are feeding the same children. This 

creates duplicative paperwork and confusing administrative rules that discourage 

participation.  

 

We need systems alignment to support vulnerable families:  

• Vulnerable families in need of support too often have the deck stacked against them. 

The systems they encounter to access supports and services often place undue burdens 

on already fragile families and create barriers that contribute to families and children 

slipping through the cracks. To better support families, systems must better coordinate 

and communicate. This is especially true for families connected to the child welfare and 

justice systems.   

 

We need to close the persistent activity, sports and recreation gap:  

• According to the most recent CDC Youth Risk Behavior Surveillance System (YRBSS) 

report, fewer than one quarter of U.S. high school students, 23.2%, are physically active 

for at least 60 minutes on a daily basis. 

 

• The analysis from the CDC concluded that, overall, the “prevalence of health-promoting 

physical activity behaviors was low in 2019 and either decreased or did not change 

during the previous 10 years.” Specifically, the percentage of students meeting 

recommendations for physical activity declined significantly from 2011 to 2019. 

 

• According to the Sports and Fitness Industry Association, in 2018, only 38% of kids ages 

6 to 12 played team or individual sports on a regular basis, down from 45% in 2008. 

Overall, there has been less activity in all forms. The average child spends about 6.5 

hours less per week on sports during COVID-19. Free play, practices and competitions 

have all significantly declined. Gaps have grown, with sports and outdoor space 

becoming less accessible to lower-income youth. And the pandemic caused the entire 

sports industry, many of our National and State Parks, swimming pools and summer and 

overnight camps to close, and some site and activities were permanently shuttered. 

 

• Particularly in communities of color and low-income communities, families have too few 

safe, close-to-home parks, sporting fields and coastlines where they are able to get 

outside and experience outdoor recreation activities. Research also shows that people of 

color are far less likely to engage in nature-based outdoor recreation activities, with 

historic discrimination being a large underlying factor.  

 

• Congress should fund the human and physical infrastructure to support physical activity, 

sports and outdoor recreation and provide resources for all our children to have access 

to programming that will improve their physical and mental health. 
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• We need to invest in the infrastructure and support for both fields, pools and arenas for 

sports and the programming that happens on those play spaces-and some of this is 

supported through the Land and Water Conservation Fund, but more is needed, 

especially in underserved communities. Congress needs to build requirements into 

federal funding that goes to schools and out-of-school time programs to promote 

physical activity, sports and outdoor recreation, both to address the weight gain that 

has occurred during the pandemic but also the mental health and stress that has grown 

from social isolation.  

 

• We are pleased that in February of 2021, the U.S. House of Representatives passed 

Congresswoman Nanette Diaz Barragán’s “Outdoors for All Act,” as part of the 

“Protecting America’s Wilderness and Public Lands Act.” This bill directs the Department 

of the Interior to establish an outdoor recreation legacy partnership grant program 

under which Interior may award grants, create or significantly enhance access to park 

and recreational opportunities in an urban neighborhood or community and engage and 

empower underserved communities and youth.  

 

• In April of 2021, Senator Cory Booker and Congressman Jimmy Gomez reintroduced 

“The Transit to Trails Act” in the House and Senate. The legislation promotes equitable 

access to parks, green spaces, and public lands and waters. A lack of transportation 

options often excludes those in underserved communities from accessing our public 

lands, which are national resources that should be readily available to all Americans. The 

Transit to Trails Act takes an equitable approach to help communities nationwide with 

the highest need for better sustainable public transportation options, making access to 

these public lands more affordable and accessible for all. 

 

• The National Park Service has a very small budget for Youth Programming, where 

organizations like the Y and Boys and Girls Clubs give underserved youth their very first 

camp and National Park experience. Over the past 5 years, the Y has worked in 16 

communities to bring over 60,000 youth to a National Park and provide a week-long day 

camp experience. The Y is advocating for increased funding (each at $100 million) for 

both the Youth Program budget at the National Park Service and funding for the Every 

Kid Outdoors program at the Department of Interior that gives every fourth grader a 

free pass to a National Park. 

 

 

3. Are there other federal policies that present challenges to addressing SDOH? 

 

• There needs to be a federal steering committee for interagency collaboration (housing, 

health, transportation, USDA, education). We need to making  SDOH a thread that runs 

through multiple federal agencies.  

 

• Federal grants to states should have requirements for the percentage states give to the 

community. If the money never reaches communities, change will not happen and certainly 

not for communities with the greatest need that are challenged to reply to cumbersome and 

challenging requests for proposals.  
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• Lifestyle health and social service supports that will improve health outcomes need to be 

paid for by Medicaid and Medicare and promoted so that they can be utilized. 

 

 

4. Is there a unique role technology can play to alleviate specific challenges (e.g. 

referrals to community resources, telehealth consultations with community 

resource partners, etc.)? What are the barriers to using technology in this way? 

 

• During the pandemic, the Y switched its array of in-person programming to virtual 

programming to provide access during the shutdowns. This was true for both health and 

wellness programs, and also for school-age academic programming. Ys enabled 

individuals to access programs from home or reach their schools platforms from Y 

learning hubs, trying to bridge the digital divide for students. Ys also used phones to 

reach our older adults who either don’t have or are not comfortable using computers 

and technology. The only sector that we are aware of that was supported financially for 

virtual programming was the health sector, and yet the social sector was also keeping 

folks connected, learning and staying healthy. But no resources or support were 

provided to the social sector for these services. 

 

• There are organizations like Aunt Bertha and Unite Us that are aggregators of social 

services that are referring to the Y and senior centers for health, food and navigational 

health and social service programs but there is no payment for the services being 

provided. These systems can help increase referrals, but we need to ensure payment to 

the health promotion and social sectors for these services.  

 

• Broadband continues to be an access barrier for under-resourced urban and rural 

communities.  

 

5. Where do you see opportunities for better coordination and alignment between 

community organizations, public health entities, and health organizations? 

What role can Congress play in facilitating such coordination so that effective 

social determinant interventions can be developed? 

 

• As highlighted earlier, we need to fund cross-sector collaborations and interventions in 

public health (CDC) and Medicaid. Congress has advanced strategies to do both, and we 

are advocating in support. Currently, there are models that exist of how to do this, such 

as the community schools model of service integration, which positions schools as a 

community hub, bringing together local partners to offer a range of supports and 

opportunities for students, families and the whole neighborhood, and previously funded 

models to address environmental barriers to health, like the Pioneering Healthier 

Communities and ACHIEVE models funded at CDC. Community leaders must be at the 

center of this work and at the table. And resources must be given to community-based 

organizations to carry out some of this work. 

 

• Congress and/or the Administration should advance a cross-sector departmental 

working group to see how federal agencies can coordinate their work better. 
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6. What potential do you see in pooling funding from different sources to achieve 

aligned goals in addressing SDOH? How could Congress and federal agencies 

provide state and communities with more guidance regarding how they can 

blend or braid funds? 

 

We think that Congress should be more intentional about ensuring funding given to states 

reaches communities, especially when the models promote and support place-based strategies 

for the government to combine funds, like Promised Neighborhoods. Opportunity Zones and 

New Market Tax Credits create another potential opportunity for leveraging multiple agency 

resources for place-based solutions. YMCAs have utilized New Market Tax Credits to build 

placed-based hubs (health, lifestyle health, physical therapy, child care, technology training, 

financial literacy and substance abuse and mental health) that address multiple determinants-

and by being in one place that is easily accessible-also addressing transportation barriers. 

 

 

7. How could federal programs such as Medicaid, CHIP, SNAP, WIC, etc. better 

align to effectively address SDOH in a holistic way? Are there particular 

programmatic changes you recommend? 

 

• Medicaid/CHIP could support access (membership) to community-based programs and sites 

that address multiple SDOH, like the Y. The Y offers child care, Head Start, afterschool, 

USDA feeding programs, evidence-based health and wellness programs for all ages, 

mentorship, swim instruction, sports, achievement gap work and an environment for social 

connectedness.  

 

• Auto-enrollment across federal programs would close gaps and ensure that all individuals 

are receiving the support they need to be better served. Recently, the USDA took action to 

expand direct certification in the National School Lunch and School Breakfast programs so 

schools may automatically enroll students for free and reduced-price school meals based on 

Medicaid and Supplemental Security Income data. Open communication across systems like 

this helps ensure kids and other vulnerable populations do not fall through cracks and 

should be expanded much more broadly. 

 

• Additionally, community-serving nonprofits like the Y can be leveraged to help families 

navigate programs that share qualifying criteria but serve different needs. For example, 

many families greatly benefit from SNAP and the Child Tax Credit. With the support of other 

nonprofits with staffing and training, some Ys are working to help enroll families who 

receive child care or other Y services into SNAP. Similarly, the Treasury Department and 

other federal partners are helping to ensure that all qualifying families are receiving the 

Child Tax Credit, which was expanded in the American Rescue Plan Act, through webinars 

and other enrollment outreach efforts.   

 

 

8. Are there any non-traditional partners that are critical to addressing SDOH that 

should be better aligned with the health sector to address SDOH across the 

continuum from birth through adulthood? What differences should be 

considered between non-health partners for adults’ social needs vs children’s 

social needs? 
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Think about partners that work across the lifespan and do more than one thing. The YMCA 

reaches into 10,000 communities, serves 22 million Americans, including 8 million adults. Y 

programs address multiple human health and social needs and reach populations from birth to 

older adults. From child care, mentorship, achievement gap, health and wellbeing and food 

programs. We have been working to better integrate the community with the health system for 

over a decade and it is not easy.  

 

 

9. What opportunities exist to better collect, understand, leverage, and report 

SDOH data to link individuals to services to address their health and social 

needs and to empower communities to improve outcomes? 
 

Create universally accessible data systems to report SDOH data and outcomes and make those 

systems available to community serving organizations at no charge and train them to use it.   

 

 

10.  What are the key challenges related to the exchange of SDOH data between 

health care and public health organizations and social service organizations? 

How do these challenges vary across social needs (i.e., housing, food, etc.)? 

What tools, resources, or policies might assist in addressing such challenges? 

 

The systems are not really built, nor are the policies in place to share data or receive data. All 

of the technology systems speak different languages, set different evaluation measures by 

sector and no quality systems are built to manage the payment of the services. If the health 

care systems (and the technology industry) build these systems in order to refer and pay to 

outside community-based organizations, they (or the federal government) need to make these 

systems available at no-costs to community-based organizations and no-cost to train the 

organizations to use them. The government could set up a non-profit or quasi-public agency to 

run the systems, but it should not be a money-making enterprise. If the government doesn’t do 

this or play an active role in the development, the systems will never talk.  This critical part of 

the system - that is one of the biggest barriers to progress in SDOH – must be developed and 

be easily accessible and user friendly, rather than developing too many costly systems that will 

collapse under their own weight.  

 

11. What are some programs/emergency flexibilities your organization leveraged 

to better address SDOH during the pandemic (i.e., emergency funding, 

emergency waivers, etc.)? Of the changes made, which would you like to see 

continued post-COVID? 

 

Virtual Visits in the MDPP Program: 

 

• The Medicare Diabetes Prevention Program does not allow for virtual programming or 

providers. During the pandemic, the in-person programs were forced into virtual 

scenarios to keep this at-risk population safe and healthy. CMS enable the provision of 

virtual programming for in-kind providers during the pandemic. MDPP needs in-kind and 

virtual program providers, and Congress should pass the Prevent Diabetes Act to 

authorize virtual providers (suppliers) in the program. 
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Child Nutrition Waivers and Emergency Feeding Programs: 

 

• During the pandemic, as our country faced skyrocketing food insecurity, USDA child 

nutrition waivers played a key role in allowing Ys to mobilize and meet growing need. 

Among the nearly 20 waivers, key flexibilities, such as allowing for parent-pick up, 

permitting grab-and-go meals and expanding eligibility so every child in need could 

access, made a world of difference for how and who Ys could serve. Flexibilities such as 

adjusting site monitoring frequency, loosing meal pattern/menu restrictions, and 

allowing afterschool activities to be conducted virtually, gave providers like the Y space 

to respond to the hunger needs of all children in their neighborhood. In fact, many Ys 

even began food service during this time, mostly through Y-to-Y sponsorship in areas 

that previously didn’t qualify or would have been too far away to meet pre-covid in-

person monitoring requirements. Additionally, Ys have long been interested in serving 

meals to the whole family but faced barriers to programs that could be easily adopted. 

The Farmers to Families program from USDA cut through red tape and allowed Ys to 

distribute fresh foods to anyone in need. This was particularly critical to “newly hungry” 

families who were unfamiliar with government programs. Ultimately, between March – 

December 2020, Ys served 57 million meals and snacks to children and families in need, 

including nearly 24 million pounds of groceries, reaching 1.2 million people.  

 

Child Care Flexibilities: 

 

• During the pandemic, the Y provided child care to the children of emergency personnel 

and other essential workers at 1,100 sites, filling community gaps so caregivers could 

return to work and children didn’t fall behind in their academic, social-emotional and 

physical development. Key to this effort was flexibility provided by the Administration for 

Children and Families to allow CCDBG dollars to be used during school hours so that 

child care providers could offer safe, supervised care for children learning virtually.  

 

• 21st Century Community Learning Center flexibilities provided by the U.S. Department 

of Education were critical in ensuring continued, safe and effective academic supports 

for kids during the pandemic. These flexibilities along with ESSER funding strengthened 

school-community collaborations, engaged more students, and worked to enhance out-

of-school programming.  

 

• Additionally, Head Start allowed staff to conduct programming virtually and where 

appropriate to conduct home visits to ensure that comprehensive services continued to 

be provided to families with young children.  

 

• Beyond this, Congress created flexibilities in federal stimulus packages to support child 

care providers like enabling states to reimburse providers based on child enrollment 

rather than attendance, allowing funds to be used to hire mental health clinicians, 

purchase personal protective equipment, and continue to pay staff salaries and wages 

even if child care programs are closed due to COVID.   

 

 



 

18 Y-USA comments for SDOH RFI 

 

12.  Which innovative state, local, and/or private sector programs or practices 

addressing SDOH should Congress look into further that could potentially be 

leveraged more widely across other settings? Are there particular models or 

pilots that seek to address SDOH that could be successful in other areas, 

particularly rural, tribal or underserved communities? 

 

  The Y’s Healthier Communities Initiative - Pioneering Healthier Communities: 

• The Y has made deep investments in and explored policy and environmental change in 

community. We worked for more than a decade in a partnership with CDC and the 

Robert Wood Johnson Foundation to support 247 communities and 20 states to drive 

multi-sector system change work to improve the environments where people, live, work, 

learn, pray and play to ensure there were accessible and affordable options for physical 

activity and healthy eating. In a sample of 193 of the Y’s 247 sites, local leaders 

influenced 39,035 changes to support healthy living within their communities, 

impacting up to 73 million lives.  

 

• Communities engaged in the Y’s Healthier Communities Initiatives (Pioneering Healthier 

Communities, Statewide Pioneering Healthier Communities, and ACHIEVE), helped 

families put healthier food on the table by bringing fresh fruits and vegetables to 

neighborhoods where there are no healthy food options; giving parents peace of mind 

when they let their kids walk to school by making safe routes to schools possible; 

helping to keep a generation of kids healthier by working with schools to increase 

physical education and physical activity during the school day. We do this with extensive 

training of local leaders and modest one-time seed funding. It is up to each local 

community to leverage dollars and sustain their work. Our sites have on average 

brought $5.96 to the table for every $1 in funding received.  

 

To learn more about this model, a model that could be replicated for SDOH work, read the 

Lessons Learned and Leading Practices report on the project. Link: 

[https://static1.squarespace.com/static/5e21c975c7344b618265f5b3/t/5ec1d8a701a9c373ec0

43277/1589762219021/YMCA-PHC-lessons-leading-practices.pdf] 

 

The Community School Strategy and Integrated Services: 

 

• The community school strategy positions schools as a community hub to provide wrap 

around services and address social determinant of health. Using schools as hubs, the 

community school strategy brings together partners to offer a range of supports and 

opportunities to children, youth, families and communities. This integrated focus on 

academics, health and social services, youth and community development and 

community engagement has proven effective in leading to improved student learning, 

stronger families and healthier communities.  

• Research shows that community schools can lead to improvements in student and 

school outcomes and help meet the educational needs of low achieving students in high 

poverty schools. And the social return on investment is significant - for every $1 

invested in a Community School there is over a $12 return. The Y is one of the top five 

partners of community schools across the country, providing both services and 

programs to community schools and serving as community school leads responsible for 
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integrating local services. There are more than 212 community school-YMCA 

partnerships across 25 states.  

 

 

13. Given the evidence base about the importance of the early years in influencing 

lifelong health trajectories, what are the most promising opportunities for addressing 

SDOH and promoting equity for children and families? What could Congress do to 

accelerate progress in addressing SDOH for the pediatric population? 

 

Expand the Head Start/Early Head Start Model and Increase Funding: 

• Head Start prepares young children for school and life by providing a comprehensive set 

of services to families, including education, nutrition, health care and more to enhance 

child well-being. These programs also support parent involvement to strengthen families 

as the primary nurturers of their children. Together, comprehensive services and 

parental engagement ensure the cognitive, social and emotional development of young 

children and prepare them for school and future success. There are more than 185 

YMCA Head Start and Early Head Start program sites in 22 states.  

 

• These programs have repeatedly shown to create long- and short-term benefits for 

enrolled children and their families. Compared with children in parental care, Head Start 

children performed considerably better on cognitive and social-emotional measures in 

kindergarten, had fewer attention problems, and exhibited fewer negative behaviors. 

Additionally, research shows that Early Head Start programs reduce the likelihood that a 

child will become involved in the child welfare system before age 16. The benefits of 

Head Start programs are long-lasting; children have a higher likelihood of graduating 

high school, attending college, and receiving a post-secondary degree, license or 

certification. The impact is also multi-generational, as the children of Head Start 

graduates are significantly more likely to finish high school and enroll in college and are 

also significantly less likely to become teen parents or to be involved in the criminal 

justice system.  

 

• Despite program increases in recent years, Head Start funding levels support less than 

50 percent of eligible preschool-aged children and less than 10 percent of children 

eligible for Early Head Start. Moreover, Head Start serves 95,000 fewer children today 

than it did a decade ago. Increased funding is critical to ensuring that a greater number 

of children from low-income families have access to Head Start programs and a healthy 

start to life. Providing ample funding for Head Start will ensure that families have access 

to quality early care and education and a more equitable future as they recover from 

COVID-19. 

 

Childhood Overweight and Obesity: 

• In a recent opinion piece, Y-USA documented the steep increase in overweight and 

obesity among our children and youth during the pandemic. [Link: 

https://morningconsult.com/opinions/childhood-obesity-and-covid-19-two-pandemics-

collide-this-back-to-school-season/] 

•  For years, inequities in our country and health system have given rise to 

disproportionate rates of childhood obesity among students of color. Obesity is a 

complex disease that puts children at risk for other conditions like type 2 diabetes, 

https://morningconsult.com/opinions/childhood-obesity-and-covid-19-two-pandemics-collide-this-back-to-school-season/
https://morningconsult.com/opinions/childhood-obesity-and-covid-19-two-pandemics-collide-this-back-to-school-season/
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asthma, anxiety and depression. [Source: 

https://www.cdc.gov/obesity/childhood/causes.html] 

• Disparities in rates of obesity among Black and Hispanic children are present by age 2, 

largely driven by long-standing systemic inequities such as limited access to quality 

health care, lower rates of insurance coverage and less access to quality education. 

[Source: https://www.nytimes.com/2020/06/15/well/family/the-impact-of-disparities-

on-childrens-health.html] And now, as we see children with obesity are also at a higher 

risk for severe outcomes from COVID-19, we have been reminded of the urgency of 

addressing obesity as a disease. [Source: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7657263/] 

• In this piece, Y-USA argues for coverage of the full range of serves to prevent, manage 

and treat obesity; legislation or rules to provide coverage for evidence-based lifestyle 

health programs for children and families (not unlike the DPP for adults); and stepped-

up efforts to ensure access to physical activity and healthy eating in our schools and 

out-of-school settings. That includes the importance of a focus on physical activity and 

sport in federal funding opportunities for schools and out-of-school time providers, and 

on-going pandemic waivers to ensure that USDA feeding program are as flexible as 

possible to reach the million of hungry children in this country. Recent infrastructure 

dollars that focus on Transportation Alternatives Program are a step in the right 

direction to improve the ability for communities to walk and bike. 

 

 

14. Alternative payment models help to measure health care based on its 

outcomes, rather than its services. What opportunities exist to expand SDOH 

interventions in outcome-based alternative payment models and bundled payment 

models? 

 

Y-USA was able to prove that the most evidence-based lifestyle health program -the Diabetes 

Prevention Program - could save the system money and improve health outcomes for one of 

the biggest drivers in our health care system-diabetes. This CMMI project led to a 

determination that the Medicare Diabetes Prevention Program should be expanded with an 

outcomes-based payment model. Other lifestyle health models that address other chronic 

conditions in the community could and should be a covered service either on and outcome-

basis or bundled into payments, but the community-based providers must be paid-it is not okay 

to just pay for referrals to these programs, the programs must be compensated. Additionally, 

the model that was designed by CMS for MDPP needs improvement. See below. 

 

Y-USA has worked for years to translate the most evidence-based lifestyle health programs into 

community, leading with the NIH-led Diabetes Prevention Program, which showed that people 

at high risk for type 2 diabetes can prevent or delay the disease by losing a modest amount of 

weight through lifestyle changes (dietary changes and increased physical activity). The Y not 

only worked with CDC to translate the DPP clinical trial into hundreds of community-based 

programs in most states in the U.S. but also piloted the translation of the program with 

America’s seniors through the Center for Medicare and Medicaid Innovation. Y-USA together 

with 17 local YMCAs, and other health partners, like the American Medical Association, engaged 

nearly 8,000 Medicare beneficiaries in the YMCA’s Diabetes Prevention Program. The Y not only 

achieved both the attendance and weight loss goals, but also the CMS Office of the Actuary, 

based on results and associated data, certified that expanding the DPP to Medicare beneficiaries 

https://www.cdc.gov/obesity/childhood/causes.html
https://www.nytimes.com/2020/06/15/well/family/the-impact-of-disparities-on-childrens-health.html
https://www.nytimes.com/2020/06/15/well/family/the-impact-of-disparities-on-childrens-health.html
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7657263/


 

21 Y-USA comments for SDOH RFI 

 

would reduce Medicare spending by $2650 per senior over 15 months and would improve the 

quality of care without limiting coverage or benefits.  

 

CMS took the results of the YMCA pilot and created the Medicare Diabetes Prevention Program 

expansion model - the first preventive service model eligible for expansion in Medicare. 

Unfortunately, flaws in the design of the expansion model have limited the number of suppliers 

willing to offer the program, has disincentivized serving low-income and marginalized 

communities, made the program unsustainable for community-based organizations and 

ultimately limited the number of eligible seniors being served.  

 

Congress must urge CMS to immediately fix the Medicare Diabetes Prevention 

Program expansion model through regulatory measures this year. This is one of the best 

examples of a pay for performance model to date and yet the expansion project needs to align 

with the original pilot, the years of National Institution of Health research, CDC translational 

research and CDC National Diabetes Prevention Program standards (DPRP), including: 

o Making it a one-year program and aligned with the CDC DPRP standards.  

o Align the payment model with the original pilot which occurred over one year’s time, not 

spread out over two years.  

o Remove the once-in-a-lifetime limit on the service and replicate the flexibility offered 

beneficiaries in other CMS behavior change models, like tobacco cessation and Intensive 

Behavior Therapy. 

o Remove the disincentives to serve low-income and vulnerable communities by modifying 

weight loss goals and/or provide risk adjustment payments for social determinants of 

health. 

o Adjust the high-risk supplier status for this community-based, evidence-based, value-

based program so more suppliers can and will participate. 

15.  A critical element of transformation, particularly for new models of care, is 

measurement and evaluation. With SDOH in mind, which are the most critical 

elements to measure in a model, and what differences should be considered when 

measuring SDOH outcomes for adults vs children? 

 

Overall risk adjust until systems are changed: A lesson the Y has learned through the 

Medicare Diabetes Prevention Program is the importance of risk adjustment for populations that 

are under resourced and face a large array of upstream health factors. Without these risk 

adjustments or modification of the outcome goals, the disparities in health will only widen. 

 

 

16.  How can Congress best address the factors related to SDOH that influence 

overall health outcomes in rural, tribal and/or underserved areas to improve 

health outcomes in these communities? 

 

It is critical to make sure that dollars go to community-based orgs and localities. So many 

changes happen on the ground locally and there are not enough resources going to local 

communities to adequately address the challenges. Additionally, Congress can support large 

organizations serving many communities to give those community support through national 

technical assistance, evaluation etc. YMCA of the USA is the resource office for the nation’s 800 
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plus Y Associations, 2700 branches, thousands of child care sites etc that reach into 10,000 

communities. How can we move strategies at the national, state and local level with institutions 

that can push out best practices and learnings. 

 

 

17.  What are the main barriers to programs addressing SDOH and promoting in 

the communities you serve? What should Congress consider when developing 

legislative solutions to address these challenges? 

 

See above. 

 

 


