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PREFACE

Whole person, whole population health—the ability for people and populations 
to thrive and attain their full, optimized potential for health and well-being—is 
the ultimate goal of a healthy nation. Unfortunately, the United States faces a 
crisis in our collective health and well-being: declining life expectancy driven 
by long-standing and deepening inequities, a global pandemic, and the persistent 
inefficiency, ineffectiveness, and high cost of the nation’s health and health care 
system. 

A response proportional to this crisis is required. To mobilize real-world 
implementation, the National Academy of Medicine (NAM) convened 13 
eminent experts, with experience across care financing and payment, equity 
and community engagement, and private capital markets, to review a full set of 
opportunities, levers, and disruptive forces that could uproot dominant fee-for-
service interests and effect a shift toward whole person, whole population health. 

This NAM Special Publication, Valuing America’s Health: Aligning Financing 
to Reward Better Health and Well-Being, clearly underscores the urgency for the 
nation to reckon with the glaring shortfalls in the nation’s health system. It also 
describes why health cannot be financed, delivered, and sustained by the health 
and health care sector alone. Health consequences are resident in virtually every 
decision, policy, and action taken throughout the individuals, organizations, and 
sectors that constitute our nation’s society and economy. Furthermore, with 
the necessary leadership from government, and grassroots demand for solutions 
from communities, all members of society can contribute to an immediate, 
forceful, and momentous shifting of values, incentives, and culture that are both 
exogenous and endogenous to the health and health care system. Finally, the 
Special Publication outlines transformative actions that will help critical system 
stakeholders to more effectively execute responsibilities for our collective health 
and well-being.

The partnership between the NAM and the involved stakeholders is part of 
extensive and ongoing contributions to transformative health financing. Over 
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the past 2 years, the NAM has conducted a phased release of nine sectoral impact 
assessments and an associated discussion of cross-cutting policy implications. The 
final synthesis publication was released in July 2022. In 2021, the NAM conducted 
a broad appraisal of the Center for Medicare & Medicaid Innovation (CMMI) 
on the effectiveness of alternative payment models, gaps in data collection to 
support equity, and opportunities to engage beneficiaries, businesses, payers, and 
providers more meaningfully. The resultant publication, the CMMI Opportunity 
Agenda, was released in September 2022 and has already informed CMMI’s 
current strategic plan.

Given these contributions, it is clear that additional partnerships, cross-sectoral 
connections, and continuous engagement are required to realize this Special 
Publication’s vision of whole person, whole population health. We look forward 
to assisting in the achievement of that vision.

J. Michael McGinnis, MD, MPP
Leonard D. Schaeffer Executive Officer
National Academy of Medicine 

Hoangmai Pham, MD, MPH
President
Institute for Exceptional Care
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INTRODUCTION AND  
INITIATIVE BACKGROUND

The COVID-19 pandemic has not affected all health institutions1 equally. Some 
systems suffered financially when non-urgent visits and procedures were canceled 
or deferred. Meanwhile, advanced value-based payment models2 remained 
financially resilient, launching innovative programs to support individuals and 
communities3 as the pandemic was ongoing. The renewed interest in value-
based payment models as a mechanism to deliver quality at lower prices and 
reduce dependence on care volumes prompted interest in examining the models 
of care that were effective in promoting whole person health, along with the 
payment structures needed to support them (Morse, 2020). In the spring of 
2021, the National Academy of Medicine’s (NAM’s) Leadership Consortium, in 
collaboration with the Health and Medicine Division of the National Academies 
of Sciences, Engineering, and Medicine, held a 3-day workshop series titled 
Financing That Rewards Better Health and Well-Being (NASEM, 2021a). 

The workshop brought together experts and leaders from health care delivery 
organizations, public health, payers, health services research, patients, and families 
to conceptualize a path forward for delivering equitable and high-quality care 
oriented to whole person and whole population health and well-being. The 
workshop focused on the need to transform the current model of U.S. health 
financing from its current framework, which rewards the volume of services 

1 Health institutions refer to organizations that provide health care and related services.
2 Value-based payment (VBP), or value-based care (VBC), models hold physicians, clinicians, 

and care facilities accountable for quality and cost through shared financial risk. They often assume 
a pay-for-performance fashion by tying compensation to performance measures. Advanced VBP 
models include bundled payments, accountable care organizations (ACOs), and global capitation.

3 Communities are places where people live, learn, work, and play. Community-driven solutions 
are led by community members to change local factors that can influence health, health equity, 
and, if successful, expand beyond a single locality. Community leaders can be regular citizens, local 
political leaders, or members of anchor institutions such as churches, hospitals, and schools.
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provided, to a model that incentivizes payment approaches that are person-
centered, integrative, and holistic in advancing individual, community, and 
population health. The objectives included:

•  Identifying examples of policies, clinical/nonclinical strategies, and payment 
models that are focused on patient outcomes and advancing health equity;

•  Considering barriers and opportunities to scaling innovative payment models 
and approaches; and 

•  Discussing strategies for transforming health financing to improve equity and 
individual and population health. 

A Proceedings of a Workshop—in Brief (PIB), which highlighted presentations 
and discussions from the workshop was published in September 2021 (NASEM, 
2021a). Important themes from the workshop as well as proposed implementation 
actions from the PIB are briefly summarized in Appendix A (NASEM, 2021a). 
Following the conclusion of the workshop, the Workshop Planning Committee 
transitioned to a Steering Group which has met regularly to develop this Special 
Publication (see Box 1). The Steering Group identified approaches to elaborate 
on the workshop themes; and posed and identified a unified vision, measurable 
goals, and specific action steps that various stakeholders can use to transform 
health delivery and payment systems to produce more equitable health and well-
being at the individual, community, and population levels. The Steering Group 
also established a subgroup focused specifically on supplemental financing and 
funding strategies (as opposed to care payment approaches) to improve whole 
person and whole population health. This subgroup assisted the Steering Group 
in developing the insights laid out in this Special Publication, adding context on 
ways to leverage and catalyze non-conventional sources of capital for investments 
in whole person and whole population health. Finally, the report engaged 
stakeholders such as Maggie Super Church to better understand the elements of 
healthy neighborhoods, such as access to food, affordable housing, available public 
transport, and high-quality education. 

This Special Publication elaborates on the themes addressed in the workshop 
and looks beyond whole health care models to identify society-level interventions 
that can be used to maintain and promote equitable health and well-being. From 
the vantage point of health care and public health experts, this Special Publication 
also explores measurable goals and identifies several levers, mechanisms, and 
policies that various stakeholders can take to advance individual and community 
health. However, these opportunities for action are not meant to be exhaustive 
or prescriptive; systems across states, localities, and stakeholders vary too much 
to provide this guidance. Additionally, the publication does not detail payment 
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reform but rather focuses on a cultural and movement-based shift away from 
economism and profits and toward valuing America’s health in both numerical 
and cultural perspectives.

The report does not aim to present new governance, punitive, and accountability 
models or measures; dictate fiscal and monetary policy; discuss workforce or data 
issues; or suggest far-reaching changes such as a wholesale reform of public markets. 
Instead, the publication primarily aims to argue that, in absence of a legislative or 
government-based solution, health care, public health, and other stakeholders are 
obliged to act to the best of their ability. Therefore, the Steering Group intends 
this publication to be a call for a bottom-up movement to influence the nation 
writ large instead of a government-centric polemic.

DEFINITIONS

For the purposes of this Special Publication, the authors define whole person 
health as a person’s ability to thrive and attain their full, optimized potential for 
health and well-being. Whole person health accounts for the whole person—
not just separate organs or body systems—and considers the multiple factors 
that promote either health or disease. As depicted in Figure 1, whole person 
health necessitates helping and empowering individuals, families, communities, 
and populations to improve their health in multiple interconnected biological, 
behavioral, social, and environmental arenas. Instead of limiting perspective 
to treatment of a specific disease, whole person health focuses on achieving, 
restoring, and maintaining health; promoting resilience; and preventing diseases 
across the life span. Whole person health defines the achievement of health and 

BOX 1

Steering Group Members

Hoangmai Pham (Chair), Institute for Exceptional Care

Margaret Chesney, University of California, San Francisco 

Deena Chisolm, Nationwide Children’s Hospital 

David Erickson, Federal Reserve Bank of New York

Christopher Koller, Milbank Memorial Fund 

Peter Long, Blue Shield of California

L. Gordon Moore, Goodside Health

Len M. Nichols, The Urban Institute
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FIGURE 1 | Whole person health in the context of whole population health.
SOURCE: NCCIH, 2021.

 

well-being by the conditions and criteria that individuals and communities 
identify as important. 

The authors refer to whole person, whole population health as the 
extension of the focus of whole health to a group of people rather than just 
one individual. This may be viewed as conceptually distinct from traditional 
definitions of “population health,” which are often primarily used for the purposes 
of attribution and geographic/demographic empanelment. For the purposes of 
this publication, health and well-being can be considered interchangeable with 
whole person, whole population health.

Whole person and whole population health care references clinical 
interventions that are based on the concept of whole person and whole population 
health and are: 

1.  grounded in personal health services oriented toward health promotion and 
prevention, in addition to treatment; 

2.  able to equitably enhance the health and well-being of an entire community 
or population; 

3.  person-centered rather than provider-centered; 
4.  relationship-based rather than transactional; 
5.  holistic, integrative, and continuous rather than fragmented and episodic; and
6.  utilize measures that matter most to people, families, and populations, and 

support continuous learning and improvement in processes and structures that 
deliver better health, higher quality care, lower costs, and optimal individual 
and clinician experience. 
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For purposes of this Special Publication, the authors also wish to define 
and differentiate between health financing and health care payment. This Special 
Publication uses the term health financing to refer to the range of mechanisms 
through which improved health outcomes are targeted by funds that flow through 
various routes to support health, health care, social, environmental, and related 
services important to health. In health financing, money flows into the health 
and social services systems to fund and invest in activities and services known 
to improve health status, while health care payment is used to describe how 
service users and their fiduciary agents and insurers reimburse health providers for 
clinical and nonclinical interventions. For example, tax dollars and capital sources 
are health financing mechanisms, while mechanisms of health care payment 
include both fee-for-service structures (where clinicians and hospitals are paid 
for each service delivered) or prospective and value-based payment models.

CLARIFYING THE ROLE OF PRIVATE INVESTMENTS IN 
HEALTH AND HEALTH CARE

Throughout the Special Publication, the Steering Group calls for increasing 
private investments in health. While private equity has been labeled as a contributor 
to health inequities, the Steering Group believes that private investments can be a 
useful tool for the Special Publication’s vision of whole person, whole population 
health if done in compliance with Securities and Exchange Commission investor 
protection and securities law. Private investments can also lead to more innovation 
in value-based health care models, yield important data on the time horizon and 
absolute returns of investments in whole health, and catalyze initiatives that seek 
to balance investment returns with broadly positive social and health impacts, 
such as the Collaborative Approach to Public Good Investments (CAPGI) or the 
Healthy Neighborhood Equity Funds (HNEFs).
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1

VALUING AMERICA’S HEALTH

Our nation’s health system1 is failing. Between 2020 and 2022, more than 
1 million Americans died from the COVID-19 pandemic (CDC, 2022). Due 
to the pandemic, in 2020, Americans experienced the largest 1-year drop in life 
expectancy since World War II (CDC, 2021a). Americans now have the lowest 
life expectancy observed since 2003, with structural racism driving even larger 
declines in life expectancy among Black and Latinx populations (Andrasfay and 
Goldman, 2021; CDC, 2022).

While uniquely devastating, the damage wrought by the pandemic belies a 
broader national health crisis. Before the pandemic, U.S. life expectancy fell from 
2014 to 2015 and continued to decline through 2017—the longest sustained 
decline in life expectancy in a century (NASEM, 2021b). Additionally, our 
nation experiences the highest chronic disease burden among Organisation for 
Economic Co-operation and Development (OECD) countries, including the 
United Kingdom, France, and Germany (CDC, 2021c). The U.S. obesity rate, for 
example, is roughly two times that of our peer nations, on average.

Because of our high chronic disease prevalence, the United States experiences 
unusually high rates of avoidable and premature deaths, which has worsened over 
time and has disproportionately affected Black, Indigenous, and People of Color 
(BIPOC) populations due to structural racism (KFF, 2022; Tikkanen and Abrams, 
2020). The number of reported pregnancy-related deaths in the United States has 
steadily increased from 7.2 deaths per 100,000 live births in 1987 to 17.3 deaths 
per 100,000 live births in 2017—the highest among OECD countries (CDC, 
2021b; Tikkanen and Abrams, 2020). At the same time, Black women experienced a 
maternal mortality rate that is three and a half times more than that experienced 
by non-Hispanic White women and were five times more likely to die from 
pregnancy-related heart failure and blood pressure disorders (PRB, 2021).

1 For the purposes of this publication, the term “health system” refers to the collective group of 
people, institutions, and resources that provide health care and related services in the United States.
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FIGURE 2 | Life expectancy for OECD countries.
NOTE: OECD average reflects the average of 38 OECD member countries, including ones 
not shown here. 
SOURCE: OECD, 2022.

Our nation also experiences a crisis in mental health. Approximately 1 in 
5 adults—nearly 50 million people—have experienced at least one mental 
illness, while more than 2.5 million youth report severe depression. Moreover, 
more than 60 percent of youth with severe depression do not receive treatment 
(Mental Health America, 2022). Thus, it is unsurprising that the United States 
reported the highest rates of death by suicide among OECD countries before 
the COVID-19 pandemic (Tiikanen and Abrams, 2020). Age-adjusted suicide 
rates increased 35 percent from 1999 to 2019, with an even higher increase 
(57 percent) in youth suicide rates from 2007 to 2018 (Curtin, 2020; SPRC, 
2021). Furthermore, nearly 1 in 4 young girls have been found to self-harm, 
portending a protracted mental health crisis in the years to come (Pirani, 2018). 
Other deaths associated with feelings of despair have also occurred in shockingly 
high numbers. Driven by the opioid epidemic, where prescription painkillers 
were improperly approved, prescribed, and used, the number of drug overdose 
deaths has quadrupled since 1999, with nearly 500,000 individuals losing their 
lives to opioid overdoses (CDC, 2021c). The crisis continues to wreak havoc 
on the nation’s social fabric, with illicit fentanyl and heroin continuing to cause 
avoidable deaths and secondary effects such as homelessness, unemployment, and 
school truancy (Feldscher, 2022). Overdoses are now a significant contributor to 
reductions in U.S. life expectancy, killing more Americans than suicides, motor 
vehicle accidents, firearms, and homicides (Graham, 2021). The evidence of a 
national health crisis could not be clearer.

Despite higher spending than any other OECD nation, at $4.1 trillion per year 
and growing, the U.S. health system is failing Americans through well-documented 
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issues of unaffordability, inaccessibility, and disparities in care quality and access 
(CMS, 2021; Osborn et al., 2016; Schneider et al., 2021). Unfortunately, as much 
as one-third of these dollars are wasted due to the inefficiencies of the health 
care system. Care remains too expensive due to market failures and incentives 
that favor unnecessary, fragmented, or even harmful care, excessive prices, and 
administrative overhead. Meanwhile, programs and services that have been 
shown to maintain or improve health are woefully under-resourced (Berwick 
and Hackbarth, 2012). 

The current trajectory of health spending, coupled with the nation’s declining 
health status, is untenable and perilous. As evidenced by the COVID-19 pandemic, 
the systemic failure to invest adequately in a system that protects and promotes 
health led to disastrous outcomes in loss of life and economic productivity for 
individuals, families, and communities. These outcomes clearly demonstrate 
that—in both spending and practice— it is time to re-prioritize health and the 
services and interventions that advance it. Aligning financial incentives in ways 
that promote whole health across the life course requires a reimagination of 
how and what we pay for. Additionally, the nation will need to develop and 
implement innovative policies, clinical strategies, and new ways of investing in 
social, environmental, and community factors that change how we value2 health. 

A NEED FOR URGENT ACTION

The Steering Group recognizes that many efforts have centered on the need to 
transform health financing and health care payment from fee-for-service toward 
value-based care, including those led by nonprofit organizations, federal actors 
such as the Centers for Medicare & Medicaid Services (CMS) and the Center 
for Medicare & Medicaid Innovation (CMMI), and private players alike. While 
some improvement has been made over the past few decades, especially through 
the work led by CMMI, progress has largely been incremental. The lack of large-
scale progress in transitioning from volume to value is not surprising, given that 
the status quo is quite profitable for many health care organizations and leaders 
(NAM, 2022). However, in light of the current negative trajectory of health 
in the United States and the profound impacts of a wasteful health system on 

2 The Steering Group largely defines value in health care through the prism of value-based 
care (i.e., exchange value). Health can also be improved by upstream social, environmental, and 
community factors that prevent disease and reduce morbidity incidence and prevalence, leading to 
reduced costs. Finally, the Special Publication defines value as an indicator of societal priorities (e.g., 
whether employers provide an environment and benefits that protect employee health, or whether 
the nation can accept the increasingly serious health impacts of racial and income inequality).
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American society and well-being, the Steering Group believes that the time for 
incremental change is over.

By shining light on persistent inequities and vulnerabilities in the health and 
health care workforce and the crumbling public health infrastructure in the 
United States, COVID-19 has illustrated the dire consequences of not prioritizing 
health and the systems needed to maintain and promote it equitably across 
populations. Furthermore, our nation does not presently focus enough on the 
poorer outcomes of marginalized populations, especially along racial and ethnic 
lines but also including intersections across communities, identities, and factors 
including, but not limited to, sexual orientation and gender identity, income, and 
education. Finally, as experts in public health and health care, the Steering Group 
is concerned about the health and developmental outcomes in our nation’s 
future—our children. We are alarmed by the high rates of childhood obesity and 
poverty, low social mobility and income stagnation, housing insecurity, and poor 
educational outcomes experienced by millions of American children. Because 
the Steering Group understands that health occurs on a continuum, with early 
childhood experiences substantially impacting health at every stage of life in 
increasingly compounding ways, we understand that transformation and change 
cannot wait.

The weight of these consequences necessitates the advocacy of patients, 
families, and communities to force urgent action by leaders in every sector—from 
the local to federal levels—to address existing and deepening health inequities 
and drive attention toward prioritizing health and tackling perverse incentives, 
market failures, and structural racism. Faced with the harrowing reality of the 
pandemic era, it is clear that investing time, finances, and collective efforts toward 
creating a healthier and more resilient system and populace is urgently needed. 
But how do we, as stakeholders and leaders of the U.S. systems of health, 
health care, and biomedical science, approach and galvanize a broader 
movement to prioritize health? How do we invest in the strategies that 
build and protect it in a more equitable manner? 

The Steering Group looks to the example of climate change as both an 
inspiration and a model. Today, the global climate change movement is considered, 
perhaps, the world’s most prominent social movement (Curran, 2015). Over 
the first two decades of the 21st century, a combination of public facilitators 
emphasized climate change as a critical global priority: the widespread impact of 
the 2006 film The Inconvenient Truth (Nolan, 2010); alarm from extreme hurricanes 
and wildfires across the United States; a global grassroots campaign led by youth 
activists and low-lying island nations (Daly, 2022; Witze, 2022); and renewable 
energy innovation (Eurasia Group, 2022). 
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Between 2019 and 2022, 3,135 companies across the globe committed to 
net-zero carbon by 2040—a bold, aggressive commitment that will require 
new investments, new technologies, change management, and broad-scale re-
engineering and re-envisioning of how these organizations do business (The 
Climate Pledge, 2022). Those profiting from the status quo, such as fossil fuel 
companies, are not expected to lead a business transformation that has the 
potential to be financially damaging to them. Yet, these companies are slowly 
being pressured to join the many corporations working to shrink their carbon 
footprint. There is a growing recognition that addressing climate change is 
beneficial for all and that every economic and social sector should do its part. 
The need to address climate change has now experienced enough success and 
been viewed with enough urgency that, hopefully, decades of effort will make a 
meaningful impact.

While the climate change analogy has perhaps only partial applicability to the 
American health crisis, the issues identified by the Steering Group and the 2021 
workshop described in Appendix A indicate that a similar approach and urgency 
is needed to address the nation’s declining health status and worsening health 
inequities. The American health care system can no longer be looked to as the 
primary entity accountable to produce health for individuals and communities. 
It is often noted that, as currently structured, the American health care system 
pays for and profits from “sick care”—paying for illness and not for health—
while the nation’s public health system—which includes state and federal public 
health agencies and departments and is responsible for promoting health and 
well-being by preventing morbidity and mortality—has not been adequately 
funded or supported (Maani and Galea, 2020). Optimizing the effectiveness of 
this reactive method of improving individual and community health is, therefore, 
an inherently limited approach. Instead, similar to the climate change movement, 
the nation must elevate the goal of whole person population health across the 
life course as a priority far beyond the health care industry to include all sectors, 
including real estate that is affordable and equitably distributed and investments 
that reward the work of community-based organizations.

If leadership on prioritizing and producing health comes from empowered state, 
federal, and local actors, along with other non–health care system stakeholders 
(e.g., employers, investors, and entrepreneurs), the Steering Group believes that 
health care will eventually respond to new market demands and evolve to a 
system that profits from keeping people healthy as well as serving them when 
they are ill. In order to secure the cross-sector leadership and resources needed to 
invest in the mechanisms that we know can produce whole person health at scale, 
the circle of accountability for health must be broadened to reach far beyond the 
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health care system. Collective accountability is not a revolutionary leap, as many 
entities are already invested in health in one form or another, ranging from U.S. 
taxpayers who are increasingly asked to fund ever more costly bills to sustain 
publicly supported health care, to employers who pay ever-increasing costs for 
sicker employees, and the many others who desire a more efficient and effective 
health system. 

COVID-19 clearly demonstrated that, while everyone suffers from a sicker 
population, everyone can also benefit from a healthier society. This is because as 
societal conditions improve, the health and well-being benefits are experienced 
by everyone. The time has come for the United States to embrace these truths 
and take the long overdue steps to move away from incremental change and 
toward the bold action and leadership that is needed to propel our nation’s 
health and health care system toward one that ensures better health for all. Just as 
businesses have committed to reducing their carbon footprint, the authors of this 
Special Publication hope to see organizations making commitments to improve 
the health of their employees and the communities in which they operate. 
Additionally, public and private resources should be redirected away from health 
care as we know it today, and toward those entities and programs that can improve 
and maintain health.

Just as COVID-19 demonstrated the need for urgent action, the national 
response to the crisis has shown us that rapid, meaningful change is possible 
where our priorities and purpose are clear and aligned. The speed of monumental 
actions undertaken to respond to COVID-19, including Operation Warp Speed, 
the rapid growth of telehealth, the unprecedented cross-sector collaboration 
among health care entities, strategically expanded scopes of practice, and the 
shifting of many services into the home, was previously considered impossible 
(NAM, 2022). As a nation, we must apply this same urgent and disruptive energy 
to the national crisis of declining American health to jolt us from our current 
course and reorient the nation on a path toward greater health and well-being. 
Our future and pre-eminence as a nation and world leader depend on it.

The insights included in this Special Publication provide both a vision for what 
a transformed U.S. health system can look like and key examples and strategies 
that stakeholders and leaders can use to progress. Chapter 2 describes six pillars 
of the transformative vision, while Chapter 3 details the elements of health care 
delivery and health financing models that have been successful in delivering, 
resourcing, and incentivizing whole person care, demonstrating that progress is 
already under way. Chapter 4 discusses priority actions that diverse stakeholders—
including communities, government leaders, and private investors—can take to 
advance transformative efforts. These priority actions are intended to provide a 
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useful, but not comprehensive, assessment of starting points for aligned action, 
acknowledging that other societal actors outside the scope of the Steering 
Group’s expertise, such as education and law enforcement leaders, have a role 
to play as well. Lastly, Chapter 5 reiterates the need for disruptive change to 
achieve health transformation and provides examples of disruptive actions that 
can address upstream health determinants in a manner that is consistent with the 
vision and goals highlighted throughout the Special Publication.
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2

A VISION FOR BET TER  
HEALTH AND WELL-BEING

Bridging the gap between the inefficient, ineffective, and inequitable realities of 
the current U.S. health system and the strategies needed to achieve better health 
and well-being requires a bold, disruptive, yet realistic vision for a transformed 
health system. This vision must be grounded in the principles of person-centricity, 
cross-sector collaboration (as described in Chapters 3 and 4), and equity. 

With these principles at the center, the vision can inspire financial strategies that 
will sustainably resource, incentivize, and deliver health system transformation. 
For this vision to come to fruition, every stakeholder invested in ensuring better 
health has the responsibility to enact short-term repairs, mid-term renovations, 
and long-term redesigns in multiple sectors across the health system for decades 
to come. The key pillars of this vision, as conceived by the Steering Group, are 
presented in Box 2 and described in the text that follows.

1. U.S. health status is at least that of other middle- and  
high-income countries, with inequities eliminated.

While the United States spends the most on health care compared to other 
Organisation for Economic Co-operation and Development (OECD) countries 
and ranks high for scientific and clinical innovation as well as survival rates for 
some cancers, it has the lowest life expectancy, highest chronic disease incidence, 
and the poorest health outcomes (Peter G. Peterson Foundation, 2022; Tikkanen 
and Abrams, 2020). This contradiction indicates that our nation does not provide 
an equivalent level of equitable, efficient, or effective conditions to promote 
whole person, whole population health as its peer nations. The first step toward 
realizing the Steering Group’s vision is to ensure U.S. health status is at least 
that of or exceeds other OECD countries through the pillars, goals, and actions 
suggested throughout this Special Publication. 
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BOX 2

Key Pillars of the Vision for Whole Person  

and Whole Population Health and Well-Being

1.  U.S. health status is at least that of other middle- and high-income countries, with 

inequities eliminated.

2.  Health and health equity are nationwide commitments spanning beyond 

organizations in health care and public health.

3.  Health care expenditures as a percentage of the gross domestic product (GDP) 

do not constrain and displace other important social services that directly impact 

health and equity. 

4.  Economic and cultural incentives encourage every stakeholder sector to take health 

promoting actions and make health promoting investments.

5.  Efforts from all sectors, including government programs and regulations, are 

organized to prioritize the health of individuals, communities, and society.

6.  Individuals and communities are empowered as organization and delivery decision-

makers for matters pertaining to their health.

This process will primarily include rallying a whole-of-society approach, 
including but not limited to health care and public health systems, to target the 
drivers of the rapid, inequitable, and sustained decrease in U.S. life expectancy. In 
many instances, poor health in America has been driven by growing and intersecting 
inequities in care and outcomes, driven by racial, ethnic, socioeconomic, disability, 
and geographic factors, over time (IOM, 2003). 

The high prevalence of morbidity and mortality discussed in Chapter 1 reflects 
the impact of inequities in the drivers of health as well as the structural racism that 
established and continues to enable these injustices. Structural racism is a fundamental 
driver of health disparities in the United States, with a system that reinforces and 
restricts opportunities for long, healthy lives of Black Americans and other people 
of color. This discrimination and injustice manifests and intersects with the drivers 
of health: quality housing and neighborhoods, access to economic opportunities, 
quality education, and health care (Churchwell et al., 2020). Thus, America must 
not only reckon with—and reform systems and structures to improve—overall 
population health, but also structural racism in order to improve the nation’s health. 
This transformation will require considerable effort in domains upstream or adjacent 
to health care and public health systems, including housing, food, transportation, 
education, employment, and public safety (Churchwell et al., 2020). 
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Tackling structural racism must also work hand in hand with the key structural 
economic issue of wealth inequality and poverty. In the United States, only 
2 percent of household wealth is held by the bottom 50 percent of households. 
This disparity is exacerbated by systemic and structural racism, resulting in 
the average American Black family having eight times less wealth than the 
average American White family. On a broader population level, 36 percent of all 
Americans have no savings at all, and another 19 percent have less than $1,000 
saved (Bieber, 2023). The consequences of this lack of wealth are manifested on 
a developmental level, with less wealthy individuals at greater risk for exposure 
to damaging air pollution (as a result of residential segregation or low quality 
of housing), lower educational attainment and achievement, violence and 
homicide, risk of developing and dying from a chronic disease, and, ultimately, 
lower life expectancy (Avanceña et al., 2021). This higher mortality occurs 
due to a constellation of risk factors that comes from the psychosocial anxiety 
and stress of inequality: People with low incomes are more likely to smoke, 
consume an unhealthy diet due to poverty and food insecurity, experience 
unemployment and job security, and are two times as likely to die from sudden 
health incidents (Avanceña et al., 2021).

To realize the Steering Group’s vision of whole person, whole population health, 
there must be a bottom-up, community-led movement that involves aligning 
the forces of institutions that reinforce racial discrimination, perpetuate wealth 
inequality and poverty, and drive adverse health outcomes from the prenatal or 
developmental stage throughout the entire life course (Bailey et al., 2017). These 
institutions include, but are not limited to, education, banking, media, criminal 
justice, and health care. 

A transformed health system that achieves whole person and whole population 
health and well-being can only exist when every person has the opportunity, 
resources, and support to achieve their best health, with particular attention 
and actions targeted to those most in need. To advance health equity, we must 
expand our collective notion of the sources and drivers of health, as well as 
design systems and make efforts to address health and health-related social needs 
at their inception. It is only by taking intentional and systemic action that we can 
radically, and uniformly, improve America’s health. 

2. Health and health equity are nationwide commitments spanning 
beyond organizations in health care and public health.

For many years, it has been broadly accepted that health care is responsible for 
contributing only a minority of what it takes to produce overall health, while 
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social and economic factors, income, genetic predisposition, and personal lifestyle 
choices are much more influential (Braveman and Gottlieb, 2014). Despite 
this understanding, the health care sector is still prioritized as the source of 
accountability and leadership for health outcomes, regardless of the suitability 
of state, local, tribal, and territorial health departments to serve as backbone 
organizations for cross-sector partnerships to address the social determinants of 
health. Therefore, the resources and infrastructure necessary for public health 
departments to succeed are often absent, severely limiting the ability of public 
health entities to coordinate public health responses and facilitate broad multi-
stakeholder collaboration that could help decentralize governance of and 
accountability for health (Galea and Maani, 2020).

The disconnect between underinvesting in public health and over-allocating 
resources to the health care sector reflects a lack of policy coherence in the nation; 
financing is not distributed so that health care, public health, and other health 
promoting sectors such as housing, social services, and food interact and synergize 
to promote population health and health equity. The first priority of realizing 
the goal of whole person, whole population health should be to implement the 
principle of “health in every policy” and apply this principle consistently. An 
example of this change would be a national health infrastructure that integrates 
stronger public health systems. Adequately funding public health would build 
the capability to collect, analyze, and apply data, reduce inequities in health care 
and public health system capacity, and strengthen the role of individuals, families, 
and communities as leaders in promoting whole person, whole population 
health. The system would then be able to effectively prevent disease and promote 
health, detect emerging health crises, and maintain the ability to respond to 
noncommunicable and infectious disease threats.

Another disconnect is the de-emphasized priority of health in economic 
decision-making. Business and economic decisions are often incentivized by 
financial priorities measured through growth and profit-driven metrics such 
as, but not limited to, revenue growth, total shareholder returns, or return on 
equity (Bradley et al., 2022). The consequence of these incentives is a mindset 
highlighted in several examples below, that has negatively impacted the nation’s 
health by ignoring potential harm in favor of financial gain:

•  A company deciding to market and sell unhealthy food and beverages to 
children (e.g., large portion sizes, products with high levels of sugar and 
sodium) adversely affecting their diets across the life course;

•  Land developers and zoning boards deciding to exclude walkable and outdoor 
spaces in urban areas because they could reduce profits;
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•  A local government administrator deprioritizing lowering barriers to 
constructing affordable housing;

•  A policy maker voting to restrict access to preventive care for low-income 
families; or

•  Hospital system leadership deciding to construct an additional facility rather 
than invest in upstream interventions that would disrupt existing structural 
barriers and improve the baseline health of patients.

Furthermore, existing policy interventions that promote health in economic 
decisions are often unevenly applied. While building a new road or structure 
typically requires a corporation to submit an environmental impact assessment, 
similar discussions or assessments on health impact are infrequent and nonstandard. 
Changing this disconnect to promote the careful consideration of health 
impact in a similar manner to how potential environmental impact is currently 
considered would ensure more responsibility for the tremendous power that 
business decisions have on communities, families, and futures across our nation. 

This change must begin through cross-sector cooperation and collaboration, 
which could be accomplished if policy makers adopt whole person, whole 
population health as the primary framework on which the United States will 
develop into the future. This framework could be applied through funding 
and accountability actions such as, but not limited to, legislating new policies 
and programs at the federal and state levels; creating and enforcing health, 
environmental, and financial sector regulations within government agencies; and 
devising incentives that encourage capital allocation that contribute a net social 
positive to whole person, whole population health throughout the nation.

Several recent programs, policies, and legislation would fit such a framework. 
These include the 2022 Inflation Reduction Act, which enabled the government 
to negotiate for lower prescription prices for Medicaid and incentivized renewable 
energy and electric vehicles (Cabral and Sherman, 2022). Other examples include 
the Safer Communities Act, which appropriated $250 million for states to expand 
community mental health services and an additional $240 million over 4 years for 
mental health awareness among school-aged youth, including training for school 
personnel and other adults. At the state level, policies that could improve health 
outcomes include increasing the minimum wage, which has been linked with 
a decrease in infant mortality and low weight births and has significant health 
dividends across the life course (Avanceña et al., 2021). Other solutions that tackle 
structural drivers of poor health across the life course include reducing barriers 
to access for the Supplemental Nutrition Assistance Program and expanding 
Medicaid benefits under the Affordable Care Act (Carlson and Llobrera, 2022; 
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Leigh and Du, 2018; NIMHD, 2022). Finally, expanding programs such as the 
Earned Income Tax credit but also focusing on other strategies that promote 
employment and increase parental income could help dismember some aspects 
of structural racism by promoting intervention at the household level (Gitterman 
et al., 2016).

Additionally, current Securities and Exchange Commission efforts to enhance 
the transparency of Environmental, Social, and Governance (ESG) screening 
methodologies for finance and investment products will promote additional 
capital flows into companies that contribute to the social good, although they 
took 30 years to put into place (U.S. Securities and Exchange Commission, 
2022). Finally, the expanded Child Tax Credit, despite ending after its 1-year 
authorization from the 2021 American Rescue Plan Act ended, lifted 3.7 million 
children out of poverty and provided improved nutrition, decreased reliance on 
credit cards, and enhanced access to education (Hamilton et al., 2022). These 
policies highlight that, if consistent and sustained legislation, investments, and 
regulations with health as the priority are applied, it would radically transform 
the nation’s health toward the Steering Group’s vision of whole person, whole 
population health.

3. Health care expenditures as a percentage of the GDP do not 
constrain and displace other important social services that directly 
impact health and equity. 

The current proportion of the GDP spent on health expenditures is 
unsustainable. In 2020, health care expenditures accounted for 19.7 percent of 
the U.S. GDP (CMS, 2020). This figure has more than tripled since 1960, with 
health care expenditure increases outpacing the growth rates of GDP, inflation, 
and population across the same period (Nunn and Shambaugh, 2020). 

While the U.S. status as a wealthy nation with an aging population accounts 
for some of this growth, the pace and nature indicate a highly unsustainable 
fiscal situation relative to undesirable health care costs and health outcomes 
(Peter G. Peterson Foundation, 2022). At the federal and state levels, rising 
health expenditures combined with worsening health outcomes reflect wasteful 
government spending that, with needed adjustments and alterations, could be 
lessened with vastly improved outcomes. 

U.S. health care expenditures grew from $2.6 trillion in 2010 to $3.65 trillion 
in 2018 (Antos and Capretta, 2020). Over roughly the same period (2008-2018), 
public health spending experienced no statistically significant growth (with 
the exception of spending on injury prevention), hovering around $93 billion 
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annually (Alfonso et al., 2021). This substantial gap indicates misplaced priorities 
that emphasize a reactive sick-care approach to health instead of a system that 
espouses the preventive and health-promoting aspects of whole person, whole 
population health. By underinvesting in policies and programs that improve the 
overall health and well-being of populations and instead allocating funding to sick 
care, the interventions that could target drivers of structural inequality, poverty, 
and racism are neglected. Shifting investments toward public health interventions, 
programs, and policies as well as targeting high-impact areas, such as the social 
drivers of health and structural racism, could rapidly improve overall health and 
well-being (Kindig, 2022). Efforts could include employment opportunities 
focused on reducing structural inequality, including reducing discrimination in 
the workplace, increasing accessibility to nutritious and less calorie-dense diets, 
and instituting policies to expand housing access that also dismantle segregation 
across economic and racial lines, among many others (Churchwell et al., 2020). 
These investments would ultimately reduce the need and, therefore, the cost of 
sick care.

Rising health care costs will continue to impact American employers and 
households unless health system transformation as outlined in this Special 
Publication occurs. Despite growing insurance coverage and out-of-pocket cost 
reductions provided by the Affordable Care Act, the share of household spending 
attributed to health care in the United States increased from 5.9 percent in 2004 
to 8.1 percent in 2018 (Chalise, 2020). Out-of-pocket payments for medical 
services, drugs, and supplies accounted for roughly one-third of household 
health care expenditures in 2018 and health insurance (which largely reflects the 
underlying cost of medical care due to medical loss ratios capping administrative 
costs and profit) consumed the remaining two-thirds, indicating that medical (i.e., 
sick-care) costs directly and indirectly drive households’ increasing health care 
spending (Chalise, 2018). Since 2011, health insurance premiums and deductibles 
have climbed substantially, with average monthly premiums increasing from $217 
in 2011 to $515 in 2019 (reflecting 11.6 percent growth per year). The average 
deductible for an average plan offered on Healthcare.gov has also increased, from 
$2,425 in 2011 to $4,500 in 2020 (Antos and Capretta, 2020). If health care cost 
increases had aligned with the growth in the Consumer Price Index, an average 
American family would save approximately $553 per month, yielding roughly 
$6,636 annually to spend on other needs and priorities (BLS, 2022).

The solution to rising health care costs is complex and difficult to solve. There 
are substantial incentives and underlying market power of health care system actors 
to set elevated health care prices (NASI, 2015). At nearly one-fifth of the U.S. 
economy, health care actors and their investors often pursue commercial interests, 
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such as increasing rates, resisting participation in value-based care models, and 
streamlining operations to produce favorable quarterly earnings and distributions 
for shareholders. These rational actions result in the collective dysfunction of the 
U.S. health and health care system, including sub-optimal care outcomes and 
high costs (Chua et al., 2022). Furthermore, the political and economic influence 
of the health care industry combined with the complexity of the U.S. health 
care system increases the difficulty of devising coherent solutions to transition to 
value-based care and improve care quality and outcomes (King, 2017; Wang and 
Anderson, 2022).

While lowering high health care prices by targeting market power and perverse 
incentives is a worthy goal that may reduce waste and enhance health care quality, 
this solution would not fully solve the declining health status of all Americans. 
Instead, the best and most effective way for the United States to spend less 
on health care and ensure whole person, whole population health is to create 
the conditions by which people and populations can be healthy, with as little 
intervention from health care as possible. 

4. Economic and cultural incentives encourage every stakeholder 
sector to take health promoting actions and make health promoting 
investments.

Fully optimizing health and well-being in the United States also necessitates 
economic incentives and societal norms that reinforce the vision. To accelerate 
the transformative progress needed, the Steering Group envisions a future in 
which policies incentivize health promotion and disincentivize harmful activities 
and exist alongside widespread social consensus on the importance of whole 
person and whole population health and well-being. 

Drawing again on ongoing work in reducing the impact of climate change, some 
governments have exceeded commitments made in the Paris Climate Agreement 
by joining a whole-of-society approach to addressing climate change with laws 
and policies that disincentivize carbon emissions (Mora, 2013). This combination 
of public accountability, regulatory factors, and societal pressure has led some 
entities to take even larger strides toward the end goal, with corporations like 
Google and Microsoft aiming to be “carbon negative” and powered by renewable 
energy by 2030.

Achieving a transformed state of health and well-being in the United States will 
require a combination of societal and economic interventions as part of a broader 
movement to prioritize a holistic conception of health. The public must be able 
to expect that employers would prioritize the physical and mental health, social 
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cohesion, and well-being of their employees by creating healthy workplaces and 
cultures, including the provision of a living wage. Public health departments must 
be adequately funded to perform their core functions of resource coordination, 
stakeholder alignment, surveillance and monitoring, needs assessment, disease 
prevention, and health promotion to meet 21st-century needs. 

Institutions such as schools must be on the front lines of tackling structural 
racism, poverty, and inequality and promoting whole person, whole population 
health at an early stage of life. Schools and other educational institutions could 
promote health literacy, ensuring access to healthy food, encouraging physical 
fitness, and protecting students from violence and harmful influences. At all ages, 
especially from early childhood, providing opportunities for social-emotional 
learning—a pedagogical method for developing self-awareness, self-control, and 
interpersonal skills—could form the basis of life-long resilience and success in 
health. This approach could also improve academic performance, reduce bullying, 
and lower drop-out rates (Committee for Children, 2022).

Given the benefits of a whole-of-society approach for communities and 
corporations, individual and collective investments must be made to empower 
and advance a social infrastructure that will enable the creation of a public 
health and health care system that promotes and enables whole person, whole 
population health. Policies should also support and reward health promoting 
investments through grants, tax breaks, and incentives that share costs between 
governments, communities, and responsible organizations to promote health. 
Moving forward, both social and economic considerations and pressures must be 
aligned to create demand for new and better solutions. Federal and state policy 
makers should appropriate more impactful health-enhancing investments and 
enact financial and reputational penalties for actions and practices that harm the 
public’s health. 

5. Efforts from all sectors, including government programs and 
regulations, are organized to prioritize the health of individuals, 
communities, and society.

Government programs and funding streams are not currently structured to 
promote whole health for individuals or populations. The distribution of services 
among multiple agencies, inconsistencies in policy, and uneven funding leads to 
silos and inefficiencies in the financing and organization of services and can even 
serve to worsen individual and community health.

The Steering Group envisions a transformed health system where public and 
community-based programs and services are designed to maximize individual, 
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family, and community health and well-being. This transformation must also help 
ensure that those who have been historically marginalized can efficiently and 
effectively access well-resourced and equitably designed interventions that support 
whole person, whole population health and well-being, including economic and 
social support interventions. Aligned with a diverse array of community needs and 
informed by individual engagement (discussed in the section below), the services 
most essential for producing health and well-being must be appropriately funded 
and sustainably incentivized to ensure reliable and equitable service provision 
for individuals, families, and communities. These interventions would reduce the 
negative life-long impacts of poverty, material deprivation, and inequality.

Based on their long-term and reliable relationship to better health, examples 
of these services may include investments in state, local, tribal, and territorial 
public health workforce development, programs, and services; access to affordable 
housing; expansion of home- and community-based services; investments in 
preschool and early childhood care and education, as well as K-12 education; 
strengthened employment assistance; and Supplemental Nutrition Assistance 
Program (SNAP) assistance. Under the Steering Group’s vision, programs such as 
these would be applied on a broader scale to ensure that beneficiaries can access 
what they need to improve their health efficiently, affordably, and equitably and 
choose the interventions that would help them the most. These interventions 
include the ability to access public health insurance or SNAP through a “no-
wrong-door” approach or recent efforts in Arkansas, Massachusetts, Oregon 
leveraging Medicaid 1115 waivers to develop food-as-medicine initiatives that 
expanded access to food tailored to individual medical needs, nutrition counseling, 
and even cooking classes (Held, 2022).

The full realization of this aspect of the vision would result in the incorporation 
of health in every policy, with government at all levels focused on the equitable 
provision of health across their respective jurisdictions. Grants, funding, and 
policies across all agencies would be evaluated for their potential to advance a 
broad conception of health and, wherever possible, redesigned to ensure better 
health equity and the health of individuals and communities. 

6. Individuals and communities are empowered as organization and 
delivery decision-makers for matters pertaining to their health.

Determining the best way to measure the construct of health as “a state of 
physical, social, and emotional well-being, not just the absence of disease” remains 
challenging (WHO, 2022). Two critical elements of importance to individuals and 
communities are engagement in determining measures of success in health care 
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and recognition as decision-makers related to investments intended to benefit 
their health.

Current health care measurement models—largely rooted in Donabedian’s 
model, which analyzes quality via structure, process, and outcomes—overemphasize 
clinical and process-based outcome measures (Donabedian, 1988). The implication 
of this framework is the widespread adoption of the accountability approach 
to creating measures, which emphasizes the measurement, incentivization, and 
rewarding of a series of functional and clinical processes and outcomes. Our 
current health care payment system, including the Centers for Medicare & 
Medicaid Services, has largely endorsed the use of these models to assess health 
system performance as well as outcomes and, therefore, drive payment (NAM, 
2022).

This approach largely neglects core elements of whole person, whole population 
health, such as patient and family engagement in care delivery and consideration 
of the long-term health and well-being of individuals and populations served, 
as opposed to relatively short-term clinical outcomes. For example, at a systems 
level, the breadth and depth of measurement requirements have led to a sub-
optimal allocation of resources, prioritizing administrative data and electronic 
medical record collection activities and requirements over providing services that 
benefit whole-person, whole-population health and well-being. This system has 
also led to significant clinician burnout that further harms individuals by limiting 
opportunities to access care (Shah et al., 2020). 

Developing a system that supports whole person, whole population health will 
require a novel and disruptive redesign in health care payment and financing, 
fueled by creative, person-centric approaches to measuring success, such as 
prioritization of patient-identified goals at the point-of-care (e.g., being able to 
walk their daughter down the aisle in 3 months’ time) and disparity reduction, 
over some of the more traditional performance measures. 

Engagement of individuals and communities should not only be restricted 
to measurement and payment. The vision of whole person, whole population 
health also advocates for a disruptive transformation in resource allocation and 
investments in health that is led by communities and individuals. Under the vision, 
the Steering Group determined that communities and individuals within localities 
know best regarding the services that would have the most significant impact 
on their health. As such, they should be central participants in decision-making 
processes that purport to invest in their health (Singletary and Chin, 2023). 

Both key elements for meaningful engagement—community-driven measures 
to define success and drive payment, as well as community-driven allocation 
of resources and investment in health—would represent a radical shift from 
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the status quo. Under a transformed whole health system, communities and 
individuals would participate in defining, measuring, and investing in the 
necessary components, services, and programs that would enable them to realize 
their fullest potential health.

CONCLUSION

What can be learned from other effective social change movements in American 
history, such as the civil rights movement and climate change? What elements 
are needed to kick-start and maintain a movement to prioritize the health and 
well-being of the population? In 2013, the National Academies’ Roundtable on 
Population Health Improvement sponsored a workshop to explore the lessons 
gleaned from social movements to accelerate a movement to improve health and 
promote health equity (IOM, 2014). A key message from that workshop is that 
“social movements emerge from the efforts of purposeful actors, individuals, or 
organizations to respond to changes [and] conditions experienced as unjust—to 
assert new public values, form new relationships, and mobilize political, economic, 
and cultural power to translate those values into action” (IOM, 2014, p. 10). 
Social movements must also incorporate goals, leadership, strategy, structure, and 
effective messaging while allowing for organic relationships and communities of 
practice that breed transformative influence far greater than the sum of individual 
contributions (Wheatley and Frieze, 2006). Successful movements also often take 
advantage of political opportunities to enact change. Additionally, effective health-
related movements in the past often had an antagonist—such as “Big Tobacco” 
during the anti-smoking movement—that helped coalesce and sharpen efforts 
(Yale University, 2022). 

After examining the characteristics of successful social movements of the past, 
it appears that critical elements may already be in place for the movement to 
prioritize whole person, whole population health, well-being, and equity to 
synergize with the nation’s reckoning with structural racism and wealth inequality. 
The nation and the world are emerging from a devastating era marked by disease 
and death, as the COVID-19 pandemic has taken more than a million lives with a 
disproportionate impact on communities of color, people with disabilities, and the 
socioeconomically disadvantaged (Andrasfay and Goldman, 2021; CDC, 2022). 
The murder of George Floyd on May 25, 2020, escalated calls for racial and social 
justice and called attention to the deep disparities that have persisted in the U.S. 
health system for decades. The pandemic also demonstrated that rapid change is 
possible by stimulating new norms for vaccine development, information sharing, 
telecommuting, and virtual health care to meet a moment of crisis.
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To ensure the United States reaches the north star—a whole person, whole 
population health system—the nation must sustain the disruption of current 
systems with the forcefulness and urgency of the contemporary social movements 
of the past several decades. The imperative should not be to avert or respond 
to our health crisis. Instead, we must first repair systemic and structural failures 
to ensure U.S. health status matches or exceeds that of other OECD nations. 
Second, every stakeholder, company, and entity must be held accountable and 
responsible for overall health and health equity in the nation. Third, health care 
expenditures must be contained, with a more equitable allocation to public health 
systems given their core mission of health promotion and disease prevention. 
Fourth, clear economic and cultural incentives are needed to encourage every 
sector that benefits from improved health to embrace health promoting actions 
and investments. Fifth, a collaborative financing and policy-making approach, 
from government regulations, new legislation, and the reconceptualization of 
economic success, is required to enable change that prioritizes whole person, 
whole population health. Finally, individuals and communities must be able to use 
their knowledge, power, and autonomy to direct decisions about health services, 
processes, and infrastructure that are most meaningful to them. 

The next chapter further illustrates the need for disruptive, transformational 
action through case studies on innovative care models and interventions. Despite 
the rapid innovation, pilots, and successes of these models, the chapter also 
illustrates their limited impact relative to the scale and severity of the current 
national health crisis. 
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3

PRIORITIZING WHOLE PERSON AND WHOLE 
POPULATION HEALTH AND WELL-BEING

This section presents illustrative examples of innovative payment and delivery 
models centered on improving whole person and whole population health and 
well-being, and that represent key areas of progress aligned with the six key pillars 
of the Steering Group’s vision described in Chapter 2. In doing so, this chapter 
aims to: 

•   demonstrate that U.S. health system alignment with whole person and whole 
population health is achievable; 

•   provide insight into the core elements essential to the success of innovative 
models; and 

•   illustrate the positive health outcomes and savings that payers, providers, 
individuals, and populations can achieve through a whole person, whole 
population health approach.

Each of the models described in this section has a unique set of characteristics 
that can be scaled and replicated across the nation to produce outcomes that 
are aligned with the six core pillars listed in Box 2. The most critical of these 
elements are described below. However, it is essential to note that the key factor 
undergirding each pillar is the prioritization of person-driven supports for health: 
empowering individuals to make decisions about their health and well-
being within a trusted provider relationship, health care setting, and 
their communities. 

The Steering Group also derived key lessons from the successes of the models 
described in the chapter. The following core elements provide the foundation for 
future efforts to achieve the vision for whole person and whole population health: 

1.  Aligning financing across payers toward the same goals in a consistent and 
sustainable way. 
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2.  Leadership and structured payment methodologies to incentivize providers 
and health systems to design and implement multidisciplinary, team-based, 
and person-driven care to reinforce accountability for whole person and 
whole population health. 

3.  Addressing the medical and social needs of individuals and populations across 
the care continuum to achieve equity across different populations. 

4.  Respecting and centering the whole person to consider their culture, family, 
caregivers, individual needs, preferences, and decisions in the provision of care. 

5.  Improving patient engagement and satisfaction, health outcomes, utilization 
of health services, and ensuring continuity of care in the design and 
implementation of health systems. 

6.  Providing services and supports using integrated, innovative, and accessible 
technology and delivery systems to improve the quality of care through an 
increased continuum of care, clinical integration, and increased access to 
services. 

Although the models described in this chapter do not fully achieve and 
embody every pillar of the vision as described, they are steps in the right 
direction. Additionally, each example can act as a case study that engages varying 
systemic levers to create progress within the present system. Despite the creative 
attempts and advances in the examples presented below to address systemic issues, 
they indicate that much progress needs to be made toward whole person and 
integrative care, which is necessary to address the nation’s health crisis. 

Key Pillar 1—U.S. health status is at least that of other middle- and 
high-income countries, with inequities eliminated.

By prioritizing person-centered care, both the Nuka System of Care and 
the Veterans Health Administration’s (VHA’s) Whole Health System of Care 
demonstrate the importance of providing personalized care that addresses 
patients’ concerns, improves health outcomes, and mitigates inequities. The 
lessons of these models—if more broadly scaled as part of a whole-of-society 
effort to center whole person, whole population health as the nation’s primary 
goal—would transform health care and public health by focusing on disease 
prevention, health promotion, and comprehensive care delivery, thereby improving 
overall health outcomes. Additionally, by incorporating social, environmental, 
community, and individual factors influencing health, both the Nuka System 
of Care and the VHA Whole Health System of Care help target the unique and 
heightened needs of underserved populations and communities nationwide.
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SOUTHCENTRAL FOUNDATION’S NUKA SYSTEM OF CARE

Southcentral Foundation’s (SCF’s) Nuka System of Care, commonly shortened 
to Nuka, is a whole person–centered health model in Alaska that uses a relationship-
based and customer-owned approach to transform health. Nuka provides 
integrated health services, including medical, dental, behavioral, traditional, and 
support services to more than 65,000 Alaska Native and American Indian people 
with a mission of “working together with the Native Community to achieve 
wellness through health and related services” (Southcentral Foundation, n.d.). 
The system of care serves 227 federally recognized tribes whose members live in 
urban, rural, and remote settings across a 108,000-square-mile area (nearly three 
times the size of Texas). 

Implemented following state legislation passed in the late 1990s that allowed 
Alaska Native populations to take greater control over their health services, Nuka 
embodies several key features that set it apart from traditional health care models 
(The King’s Fund, n.d.). First, the Alaska Native–owned system emphasizes the 
community taking ownership of health care, referring to patients as customer-
owners. At a system level, customer-owners provide guidance to SCF on system 
improvement and the development of new programs and services. At an individual 
and family level, customer-owners drive their health by making informed 
decisions about health care treatments (Gottlieb et al., 2008). Customer-owners’ 
needs, goals, and values are the system’s focus, and they are in control and make 
decisions rather than a clinician deciding the best treatment. Customer-owner 
input is routinely solicited through surveys, focus groups, and telephone hotlines 
(The King’s Fund, n.d.).

To ensure the Native community achieves wellness, Nuka uniquely integrates a 
wide range of professionals in teams providing services such as home and outpatient 
primary care, dentistry, residential and outpatient behavioral health, traditional 
healing, integrative medicine, and health education. Across these multidisciplinary 
care teams, Nuka serves as an administrative conduit that facilitates human 
resources, information technology, compliance, grants, communications, finance, 
facility maintenance, and quality management. Cultural recognition and respect 
are core tenets of this strategy, which is emphasized by appropriate cultural 
competency training for new employees (Gottlieb, 2013). 

In practice, Nuka’s management, culture, and technology have removed barriers 
to quality care for Alaskan communities. The system deploys clinical teams via 
air or boat to deliver its services in remote areas; utilizes telemedicine to consult 
on assessment and treatment; and supports the necessary digital infrastructure 
to collect, aggregate, and share data across care teams to enable complex case 
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management, such as when customer-owners require transportation from a rural 
community to urban Anchorage for tertiary and specialty services (Gottlieb, 2013).

The outcome improvements behind their numerous awards exemplify the 
results that a focus on whole person, whole population health can achieve. As 
of 2013, more than 95 percent of the Alaska Native population was empaneled 
to an integrated primary care team that understands their histories, preferences, 
and family context—a stark contrast to the mere 30 percent of the Alaska Native 
population that had a designated primary care provider in 1996 (Gottlieb, 2013). 
Additionally, 96 percent of customer-owners reported having input into their 
care decisions and 94 percent reported feeling that their culture and traditions are 
respected (Southcentral Foundation, 2017). More traditional clinical measures of 
success include:

•  Wait times to schedule a routine appointment decreased from 4 weeks to 
same-day access to a clinician via phone, email, and, if applicable, in-person 
(Gottlieb, 2013).

•  A 40 percent reduction in emergency room visits, 53 percent reduction in 
hospital admissions, and 65 percent reduction in specialty care usage between 
2000 and 2017 due, in large part, to same-day access to care to proactively 
treat medical conditions before they require more complex care (NIST, 2017).

•  75th-90th percentile rankings for Healthcare Effectiveness Data and 
Information Set quality measures for diabetes care, cardiovascular LDL, 
cervical and breast cancer screenings, outpatient and emergency room 
visits, and pediatric immunization and HPV vaccination rates (Southcentral 
Foundation, 2017).

•  97 percent of customer-owners and 95 percent of employees reported being 
satisfied with their experience (Business Insider, 2018).  

Although the program has been successfully implemented and measured, the 
diverse funding sources are a challenge to replicate in non-tribal health care 
settings, where the same mix of funding sources may not overlap. SCF uses key 
elements of accountable care organizations (ACOs) to operationalize its services, 
with third party payers such as Medicare, Medicaid, and some private insurers 
providing approximately 48 percent of its operating revenue (Salinsky, 2017; 
Southcentral Foundation, n.d.). The federal Indian Health Service makes up the 
majority of the remainder, providing approximately 45 percent through a payment 
mechanism similar to a block grant that is not based on the volume of services 
(Salinsky, 2017). The remaining 5 percent comes from grants and 2 percent from 
investment and other sources (Salinsky, 2017). 
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Nevertheless, this model exemplifies the benefits of a relentless focus on 
individual experience and centricity—from cost savings to health outcomes and 
overall well-being (Salinsky, 2017). The model’s outcomes also demonstrate the 
benefits of transforming systems; the Nuka System of Care realigned financial 
incentives toward prioritizing access to primary care and a wide continuum of 
services and supports such as behavioral health services. A cultural transformation 
was also implemented, with patients recognized as “customer-owners” with 
unique experiences, contexts, and preferences (Salinsky, 2017).

VETERANS HEALTH ADMINISTRATION’S  
WHOLE HEALTH SYSTEM OF CARE

The VHA funds and promotes the Whole Health System of Care (WHS), 
an advanced form of patient-centered care that empowers veterans to become 
engaged in their own health and well-being. The approach shifts the traditional 
conversation with each patient from “What is the matter with you?” to “What 
matters to you?” (Bokhour et al., 2020a). Complemented by a robust online 
resource and information center, veterans engaged in the WHS establish their 
own personal health plan based on a personal health inventory created via self-
assessment. This allows veterans to create individualized sets of services and 
supports based on what matters most to the individual (VA, 2022).

A central feature of creating the personal health plan involves veterans 
considering the VA Circle of Health, which illustrates the connections between 
an individual, their clinical health, their well-being, and the healing relationships, 
environment, and community that surrounds each aspect (see Figure 3). This tool 
can be used to help individuals to determine their current position relative to 
their health, their personal goals, the actions they can take, and the interventions 
that can help them achieve their goals (VA, 2021).  

In the WHS program, allopathic medicine and behavioral medicine are 
combined with an integrative set of health interventions, each structured to meet 
the priorities and goals of individual patients. Key services at the core of WHS 
include: 

•   Personalized health planning helps individuals to identify the health foci most 
important to their own personal goals;

•   Peer-led whole health courses build a community of veterans working toward 
whole health; and

•   Whole Health Pathway services, well-being programs, and coaching to support 
veterans working to achieve their whole health goals.
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FIGURE 3 | U.S. Veterans Health Administration Circle of Health.
SOURCE: VA, 2021.

Veterans engaged in WHS are encouraged to explore complementary services 
as well, including chiropractic care, massage, acupuncture, yoga, tai chi, meditation, 
guided imagery, biofeedback, and hypnosis as possible ways to exercise, reduce 
stress, and recover from injuries. 

Access to WHS services is provided through online resources such as telehealth 
and a robust set of digital resources that have been in place since before the 
COVID-19 pandemic. In 2019, more than 10,000 complementary and integrative 
health visits were had among almost 4,000 veterans, a four-fold increase in 
usage since 2018 (Whitehead and Kligler, 2020). In response to the COVID-19 
pandemic, the utility of this approach was fully realized and implemented, 
with WHS sites using telehealth to conduct patient wellness calls and institute 
self-care strategies, complementary and integrative health therapies, and stress-
management tools for providers and patients alike. The utility of these strategies 
for staff as well as veterans was a key tool to combat the clinician burnout that 
has accompanied the many tragedies of the COVID-19 pandemic. In doing so, it 
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allowed for a healthier, more resilient workforce, empowered to provide for the 
individuals they serve (Reddy et al., 2021). 

In 2018, the VHA launched 18 Whole Health Flagship facilities to evaluate 
WHS and to examine utilization data and health outcomes. In sites in which WHS 
was implemented, 31 percent of veterans suffering from chronic pain engaged in 
one or more Whole Health pain services. At one site, 55 percent of veterans with 
chronic pain were reported to have used at least one Whole Health service. From 
2017 to 2019, utilization by veterans of Whole Health services grew across VA 
sites, including a 193 percent increase in utilization among veterans with chronic 
pain, a 211 percent increase among those with mental health diagnoses, and a 272 
percent increase among those with chronic conditions (see Table 1). During these 
years, the use of complementary or integrative health services more than doubled 
(Bokhour et al., 2020b). 

This increase in utilization seems to have had a positive impact on participating 
veterans. Studies have demonstrated that opioid use decreased among Whole Health 
users, dependent on their level of engagement with Whole Health services. Among 
veterans with chronic pain who used Whole Health services, opioid use declined 
by up to 38 percent, a three-fold greater reduction than the 11 percent decline in 
opioid use by veterans who did not use Whole Health (Bokhour et al., 2020b).

Other preliminary data from these flagship sites revealed that, compared to 
non-participating veterans, individuals who participated in Whole Health services 
reported greater improvements in perceptions of care, engagement in health care, 
self-care, life meaning and purpose, pain reduction, and perceived stress. Preliminary 
research compiled in 2019 from the Flagship sites is being studied to estimate the 
impact of the program on health care costs, although data from 2018 indicate an 
estimated 24 percent drop in total health care costs among participating veterans, 
particularly surrounding pharmacy costs (Bokhour et al., 2020b).   

The successes of the Nuka System of Care and the VHA’s Whole System 
of Care—both in terms of traditional process and outcomes measures as well 
as patient-defined indicators of success—provide key learnings to realizing a 
nationwide vision of whole person, whole population health. The Nuka System 
of Care involves significant buy-in from organizational leadership, employees, 
and customers in delivering and accepting transformational change and a 
realignment of resources and services (Salinsky, 2017). These drivers of success, if 
scaled nationally, have the potential to unlock widespread health and well-being 
if stakeholder priorities, resources, and actions are aligned. To implement these 
changes, as exemplified by the VHA’s Whole System of Care, personalized health 
planning with the engagement, trust, and voice of patients is required. The power 
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of science and medicine must also be combined with the lived realities, context, 
and complexities of all individuals who access and receive care.

Key Pillar 2—Health and health equity are nationwide commitments 
spanning beyond organizations in health care and public health.

Improving the health of populations, communities, and individuals requires 
a whole-of-society approach in which all actors, including those outside of 
the traditional domains of health care and public health, prioritize health and 
health equity. Adventist Health’s Blue Zones, employer-based worksite wellness 
programs, and school-based health centers exemplify the need to prioritize health 
in the critical and impactful settings of work, school, and the community at large. 

ADVENTIST HEALTH’S BLUE ZONES

Acquired by Adventist Health in 2020, Blue Zones takes a systems-focused and 
community-based approach to improving well-being at the population level. The 
organization provides consulting, convening, and implementation services that 
help strengthen population level health and well-being. For example, instead of 
aiming to change individual behavior (e.g., urging people to diet and exercise), 
the Blue Zones Life Radius model focuses on making healthy choices the default 
(i.e., easier) in all the places where individuals spend the most time—where they 
live, work, learn, play, and pray. By making lasting changes to the human-made 
surroundings and systems that determine health and life outcomes, people are 
collectively nudged to move and connect more, eat better, and develop a healthy 
outlook as they move throughout their day.

Rather than a siloed approach that concentrates on specific health challenges, 
Blue Zones represents a paradigm shift that focuses on root causes. This 
recognition of the built environment that individuals live within has been shown 
to be sustainable, increasing dividends for future residents. Examples of optimizing 
the built environment to improve community well-being include improving 
roads and transportation options, parks, and public spaces and building healthier 
options in the places people spend most of their time, such as restaurants, schools, 
and grocery stores. Additional Blue Zones interventions include building indoor 
sports arenas, expanding community garden space, increasing walking times to 
school, and restricting tobacco use.

These community initiatives are public-private partnerships, with the majority 
of funding typically sourced from a singular private entity (e.g., health care 
systems, health insurers, health organizations, or a coalition of entities). A major 
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driver of funding is the notion that people with higher measures of well-being 
live a fuller life in which they can contribute to their community without the 
financial hardships that often accompany acute health care costs. Simply put, 
optimizing well-being is in the best interest of the vast majority of actors within 
a community and, as such, community partners and sponsors have often come 
together to empower Blue Zones, as they have been shown to reduce the burden 
of lower well-being and chronic disease on their neighbors, local economies, 
health care systems, and productivity. Participating communities have seen 
double-digit reductions in obesity and smoking and significant improvements in 
health risks and productivity (IOM, 2015). 

The implementation of the Blue Zones model in Albert Lea, Minnesota, for 
example, was associated with a 40 percent reduction in health care costs for city 
workers, 2.9 years added to life spans within 1 year of participation, a collective 
weight loss of 7,280 pounds, and a downtown streetscape revitalization that has 
increased private investment, tourism, and the community’s tax base (Blue Zones, 
2022a). Since Blue Zone programs were implemented in Fort Worth, Texas, in 
2014, the city moved from the 185th healthiest city in the nation to the 31st 
healthiest city in the nation (Blue Zones, 2022b). Neighborhoods and sectors 
of Fort Worth with citizens who exhibited the highest well-being disparities in 
2014 also showed gains in well-being as of 2022: a major bright spot at a time 
when higher risk populations disparately experience poorer health outcomes and 
higher health care costs (Blue Zones, 2022b). 

EMPLOYER-BASED WORKSITE WELLNESS PRO GRAMS

American employers are the largest providers of health coverage in the United 
States, serving approximately 163 million workers and their families through 
private-sector employment-based plans (Mattke et al., 2015). These employers are 
witnessing rising rates of diabetes, obesity, and heart disease, among other chronic 
conditions, many of which are driven by social determinants of health (SDoH) 
and unhealthy behaviors such as smoking, excessive alcohol use, poor nutrition, 
and inactivity (Mattke et al., 2015). These chronic conditions are among the 
costliest to treat and often lead to a lower quality of life, higher health care costs, 
early-onset disability, and premature death. Therefore, in a national sector-wide 
transformation, employer-based health programs can contribute to improved 
whole health.

It is clearly in the best interest of employers to invest in employee well-being, 
especially when faced with the stark reality of annual per capita costs associated 
with health risks. High employee blood glucose is associated with a $129 increase 
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in per capita costs; stress is associated with a $118 increase in per capita costs; 
depression is associated with a $71 increase in per capita costs; and physical 
inactivity is associated with an $82 increase in per capita costs (Goetzel et al., 
2020). Since 2019 the cost to employers for employees’ mental disorders alone 
equals more than $200 billion annually—mostly in lost productivity (Goetzel et 
al., 2018). 

As major health care payers, it benefits employers to find innovative solutions 
that address ever-rising health and health care costs (Blumenthal et al., 2018). 
Additionally, given that most Americans work full-time jobs, a major opportunity 
exists to promote health and wellness in the context of the work setting and the 
social networks it provides. Through a creative redesign of traditional corporate 
and organizational care delivery and wellness programs, work settings can further 
empower individuals to make healthy lifestyle changes by creating environments, 
programs, practices, expectations, and habits that naturally move people toward 
healthier choices. Large-scale interventions include paying all employees a living 
wage, re-evaluating sick leave policies to maximize their use, and sliding scale 
health insurance premiums based on income. More frequently embraced small-
scale interventions include onsite smoking bans, healthy food choices, and socially 
connective groups such as workplace book clubs, cooking classes, or exercise 
programs. Employers can build on these approaches by linking provider incentives 
with employee incentives so the two parties work toward common goals. To 
address transportation and child care costs, decrease carbon emissions, as well as 
improve worker well-being, employers could also consider hybrid and/or remote 
work policies that maintain social cohesion and organizational performance.

The goal of worksite health promotion programs focusing on the root causes 
of poor health is to reduce the need for avoidable care and medications and 
to enhance employee well-being. These programs offer a convenient, supportive 
venue for employees to learn about healthier lifestyles that can prevent, treat, and 
reverse disease and embrace the broader construct of whole person and whole 
population health. As an example, employers such as Cummins, Inc., an American 
multinational corporation that designs, manufactures, and distributes power 
generation products, has included integrative and complementary practices in 
their onsite clinics. In their largest clinic located in Columbus, Indiana, Cummins, 
Inc., successfully integrated chiropractic, acupuncture, and therapeutic massage 
with traditional physical therapy and orthopedic referrals for the care and 
treatment of musculoskeletal conditions.

Another company, Statistical Analysis System (SAS), has extensive health 
care and wellness programs, including onsite health care with free physician 
appointments that encourage workers to seek treatment for physical and mental 
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health as soon as needed. Colocation of physicians at the worksite reduces travel 
time to doctors’ offices, helping employees overcome locational barriers to access. 
An evaluation of SAS’s wellness offerings found that each dollar spent on the 
onsite clinic saves $2.24, producing $6.6 billion in annual savings and supporting 
96 percent worker retention (Sholl, n.d.). While these findings are promising, 
it is important to recognize that common methodological challenges, such as 
lack of a control group and a short-term pre- versus post-analyses, render many 
evaluations of this type more suggestive than probative.

SCHO OL-BASED HEALTH CENTERS

A significant amount of care for children is provided in or through schools 
and is often paid for by Medicaid. This offers an innovative opportunity—both 
for integrated health service delivery and flexible financing—that is supportive 
of the vision described throughout this publication (MACPAC, 2018). In fiscal 
year (FY) 2016, Medicaid covered more than 4.5 billion for school-based care 
and related administrative services provided to students that meet certain criteria 
(MACPAC, 2018). School-based health centers (SBHCs) leverage this funding 
as a key driver of community-wide pediatric health, providing students with 
a single point of access for trustworthy, person-centered, culturally informed, 
and integrated care across multiple colocated providers. These centers have been 
found to improve educational outcomes, including school performance, grade 
promotion, and high school completion, while also improving health outcomes, 
including the delivery of vaccinations and other recommended preventive 
services, decreasing asthma morbidity, and decreasing emergency department use 
and hospital admission (Community Preventive Services Task Force, 2015). 

Key examples of these vast and varied health centers include New York City’s 
(NYC’s) SBHCs within roughly 387 schools that help students manage their 
health needs throughout the school day. Such care centers have provided primary 
care for more than 25 years, lowering school absences and decreasing parents’ 
time away from work (NYC DOE, 2022). The centers are run by local hospitals, 
medical centers, and community organizations and are overseen by the New York 
State Department of Health and the NYC Department of Health and Mental 
Hygiene. They provide care regardless of insurance status but remain funded 
through Medicaid and private insurance billing, where applicable.

SBHCs have also demonstrated positive impact in underserved rural areas. 
In Montana, the Assiniboine and Sioux Tribes of the Fort Peck Reservation 
experience high rates of poverty, life expectancy more than 20 years lower than 
the state average, 50 percent unemployment, and a less than 70 percent high 
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school graduation rate (Harvard Project, 2015). Tribal youth experience higher 
rates of smoking, alcohol use, exposure to violence, trauma, and suicide. Almost 
50 percent of children attending the reservation’s schools are overweight or 
obese, and more than 60 percent have untreated tooth decay (Harvard Project, 
2015). In response to these challenges, the tribes created a SBHC initiative to 
offer integrated services for their children in schools, employing evidence-based 
medicine in concert with the local culture and traditions of the tribes. The 
centers serve more than 1,100 children, with participation varying across centers 
from 75 percent to 95 percent of enrolled students, and are primarily funded by 
Medicaid reimbursement (Harvard Project, 2015).  

Depending on their design and implementation, there is strong evidence that 
SBHCs generate myriad benefits (County Health Rankings & Roadmaps, 2023). 
By increasing access to care, including immunization, nutritional, physical activity, 
and screening services, SBHCs can reduce emergency room visits and hospital 
utilization; prevent sexually transmitted infections, teen pregnancies, and substance 
abuse; improve mental health; and enhance educational outcomes (County Health 
Rankings & Roadmaps, 2023). These impacts, especially when applied in a culturally 
competent manner in historically or presently marginalized communities, offer a 
key opportunity to reduce systemic discrimination and health care access gaps 
across race, geographic location, sexual orientation and gender identity, income, 
and disability status (County Health Rankings & Roadmaps, 2023). 

Despite documented successes, it is important to note that attaining the full 
promise of integrated health and community services within and aligned with 
schools remains a challenge. While for many children, schools are a center for 
education, nutrition, and food security, the limited number of SBHCs nationwide 
leaves many children without access to these services. Creative use of blended 
and braided funding models, increased coverage of services delivered in schools 
by Medicaid and private insurers, a more robust school health workforce, and 
community support of care within schools can translate to a fully realized potential 
of better education and health outcomes for many school-aged children.

Despite operating under the above-mentioned constraints, Adventist Health’s 
Blue Zones, employer-based workplace wellness sites, and SBHCs demonstrate 
the ability to promote whole person, whole population health without the 
leadership of the traditional health care and public health ecosystem. By targeting 
the myriad of influences, factors, and drivers of health where people live, work, 
and learn, these and other efforts to reform social, behavioral, and environmental 
infrastructure at the local level; comprehensively support employee health and 
well-being; and pool state and national funds to promote student health are 
integral to equitably improving the nation’s health. 
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Key Pillar 3—Health care expenditures as a percentage of gross 
domestic product (GDP) do not constrain and displace other 
important social services that directly impact health and equity.

Current U.S. health care expenditures far exceed the norm for peer countries 
globally, especially when considered alongside a set of population-level health 
outcomes that are worse relative to comparable nations. While aligning resources 
and incentives with innovative care is a major priority for health system 
transformation, the scope of these efforts should be widened to reduce health 
care expenditures to a percentage of GDP that better aligns with Organisation 
of Economic Co-operation and Development (OECD) benchmarks. By 
introducing cost containment strategies, barriers to accessing care are reduced 
and care delivery organizations would be compelled to innovate to provide better 
care quality. The state of Maryland provides an excellent case study on how to 
reduce health care costs in a way that fosters high-quality care. 

MARYLAND ALL-PAYER AND  
TOTAL COST OF CARE MODEL

Maryland’s unique all-payer model aims to promote the health and well-being 
of state residents while controlling the cost of health care. This model is based 
on a hospital rate-setting system that dates back to the 1970s, during which an 
independent Health Services Cost Review Commission set fee-for-service rates 
for each hospital that applied to all of the hospital’s payers, including the uninsured 
(Jain et al., 2022). A provision in the Social Security Act permitted Medicare to 
participate in Maryland’s program and, as other states abandoned rate-setting efforts 
in the 1980s, Maryland opted to continue. This approach led to slower growth in the 
hospital rates charged in Maryland than in the rest of the country (Murray, 2009).

Maryland’s historic experience prepared the state for change in 2014. By this 
time, it had become clear that fee-for-service rate-setting had limits; for example, 
while rate growth had been limited, volume growth had not been constrained. 
After extensive discussions within the state and with federal regulators, the 
Center for Medicare & Medicaid Innovation (CMMI) approved a new iteration 
of the Maryland Model in 2014. This reform fundamentally changed the state’s 
approach to hospital payment in that it required the Health Services Cost Review 
Commission to set prospective global budgets for hospitals. Generally speaking, 
these budgets would cover hospital inpatient and outpatient charges, regardless 
of patient volume, and rate-setting mechanisms would be used to help hospitals 
receive the revenue set by their global budgets from payers.
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As the new Maryland Model was implemented, the financial incentives facing 
hospitals changed dramatically. Previously, under fee-for-service rate-setting, 
preventing hospitalizations attributed fixed costs to each hospital’s bottom line. 
With global budgets, however, preventing hospitalizations could be financially 
advantageous, as the hospital’s revenue would be unaffected. Hospitals across 
Maryland began to invest in a wide range of programs to keep patients from 
needing hospital care. 

An independent evaluation from RTI International found that the Maryland 
Model led to major changes in care delivery, including a range of partnerships to 
support care coordination and transitions, as well as the fact that “nearly all hospitals 
invested in care coordination, discharge planning, social work staffing, patient care 
transition plans, and systematic use of patient care plans in response to the All-
Payer model” (RTI, 2019). In terms of costs, RTI found the Maryland Model 
to be associated with a 2.8 percent decline in Medicare expenditures (including 
a 4.1 percent decline in hospital expenditures) without cost shifting elsewhere 
(RTI, 2019). This represented Medicare savings of about $1 billion. There were 
also substantial and statistically significant reductions in all hospital admissions and 
potentially avoidable hospital admissions for Medicare beneficiaries, and evidence 
of benefits to commercial payers (RTI, 2019). 

In 2019, the state updated the Maryland Model, agreeing to a new 8-year 
arrangement with CMMI (Sapra et al., 2019). The new version, termed the Total 
Cost of Care model, added a primary care program to support care transformation 
and a care redesign program to allow hospitals to make incentive payments to 
specialist providers and suppliers; it also facilitated investments in outpatient 
and crisis behavioral health services and added more explicit expectations for 
reductions in the Medicare total cost of care (to total $2 billion in savings over 
the 8-year period) (Machta et al., 2021). In the first year, Maryland generated 
$365 million in Medicare savings. The state has also set population health goals 
for diabetes, addiction and overdose, childhood asthma, and maternal mortality 
(Machta et al., 2021). 

The statewide scale of Maryland’s model and its initial successes are unique 
in the health policy landscape, but several concepts are inspiring others to 
apply and scale it to their own jurisdictions. Pennsylvania has expanded global 
budgeting to rural hospitals, and through the Community Health Access and 
Rural Transformation (CHART) model, CMMI may allow other rural hospitals 
to follow a similar path. Even as the state attracts more attention, the model is 
still a work in progress. Key efforts include producing more cost savings, creating 
more capacity and support for behavioral health care, closer community-hospital 
connections, and more ambitious population health efforts. 
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Health care models that promote cost savings while delivering high-quality care 
and optimal outcomes at scale remain an elusive goal. As the nation experiences 
successive health crises, there is a pressing need to expand involvement beyond 
the health care system. While transforming the health care system will impact 15-
20 percent of the U.S. economy, there should also be clear economic and cultural 
incentives that encourage health-promoting actions and investments across the 
U.S. economy.

Key Pillar 4—Economic and cultural incentives encourage every 
stakeholder sector to take health promoting actions and make 
health promoting investments.

Aligned financing mechanisms help reinforce accountability for whole 
person and whole population health outcomes. This section describes programs 
and models that exemplify the concept of sustainable incentives for health 
improvement, including the Healthy Neighborhoods Equity Fund and Third-
Party Investor Collaboration in Community Wellness. The section also describes 
the experience of the Casey Health Institute, which, despite its innovative vision, 
was stymied by an unhelpful payment structure. 

HEALTHY NEIGHB ORHO ODS EQUIT Y FUND

Healthy Neighborhoods Equity Fund II (HNEF II) is an innovative $50 million 
private equity real estate fund that addresses the SDoH by investing in community-
responsive development intended to: 

1.  expand housing choice and affordability; 
2.  provide access to transit, jobs, green space, and healthy food; 
3.  support local wealth creation; and 
4.  increase resilience to climate change (Church and Flatley, 2020; HNEF, 2022a). 

The fund is cosponsored by Conservation Law Foundation (CLF), a nonprofit 
environmental advocacy organization, and Massachusetts Housing Investment 
Corporation, a community development financial institution (CDFI). HNEF 
II supports high-impact development in historically disinvested communities 
that are experiencing significant health and economic disparities, as well as 
opportunity-rich communities with excellent public schools where the fund can 
help deepen affordability for families with children. The fund, which operates in 
Massachusetts, Connecticut, and Rhode Island, fills a critical financing gap by 
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providing lower-cost, longer-term equity capital that is otherwise unavailable in 
the market. HNEF II pools funding from multiple institutional and individual 
investors, including hospitals, health plans, banks, and high net worth individuals 
to make these investments possible. 

To ensure that HNEF investments achieve meaningful health and community 
impacts, all development projects are screened through HealthScore—a 
comprehensive impact scorecard developed and managed by CLF. The HealthScore 
is a holistic, place-based, context-specific assessment tool that integrates both 
quantitative and qualitative measures in order to understand the need, opportunity, 
and likelihood of impact across multiple domains, such as housing affordability, 
job creation, walkability, climate resilience, and energy efficiency (CLF, 2021). 
Importantly, the fund only invests in development that has strong community 
support and has demonstrated responsiveness to the needs and priorities of local 
residents. In total, HealthScore includes more than 100 objective measures that help 
inform and support investment decision-making while also providing guidance 
to developers about what they can do to maximize health benefits for residents 
(CLF, 2021). To be considered for an HNEF investment, development proposals 
must receive a minimum score of 50 out of 100; developments that score higher 
receive more favorable consideration (HNEF, 2022b). HealthScore was originally 
created in 2014 for Healthy Neighborhoods Equity Fund I and is based on two 
health impact assessments conducted by the Metropolitan Area Planning Council 
as well as findings from the Healthy Neighborhoods Study (HNS), a longitudinal 
Participatory Action Research study conducted by CLF in partnership with the 
Massachusetts Institute of Technology, nine community-based organizations, and 
more than 40 resident researchers (Larson, 2021). HNEF’s use of HealthScore to 
screen and score investments has been a particularly important aspect of the fund 
for health care investors seeking to use their financial assets to improve the health 
of communities beyond the provision of acute clinical care (Church, 2018).

As neighborhoods across the country grapple with the combined impacts of 
housing and health crises exacerbated by COVID-19 and worsened by climate 
change, it is even more imperative that the health care sector be an active participant 
in long-term, sustainable solutions. HNEF provides a platform for health care to 
invest in healthier, more inclusive, and more resilient neighborhoods in a way that 
benefits the individuals who need them the most (Church and McGilvray, 2018). 
Before HNEF I investments, existing residents in the selected neighborhoods 
were 50 percent more likely to be admitted to the hospital for diabetes, and 
nearly 57 percent were housing cost-burdened, constraining their ability to afford 
other basic necessities (HNEF, 2020). In response to these and other challenges, 
HNEF I and II have supported the creation of 688 new mixed-income homes 
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to date, including both rental units and those that are now owned outright, that 
are affordable to households earning between 30 percent and 110 percent of Area 
Median Income (HNEF, 2020; UnitedHealth Group, 2022).

HNEF I and II investments have also supported the creation of more than 
139,000 square feet of commercial space, enabling local entrepreneurs to open new 
health-promoting businesses, including healthy food outlets and gyms that cater 
to residents of the surrounding neighborhood (HNEF, 2022a). Additionally, the 
fund cosponsors have committed to addressing the racial wealth gap by ensuring 
that the benefits of their investments flow to local workers, including workers of 
color that are often left out of large construction contracts or have been hurt most 
by COVID-19 (Dana-Farber Cancer Institute, 2021). For every dollar of HNEF 
I investment, 91 cents went to Minority Business Enterprises (MBEs); in total, 
HNEF I supported nearly $20 million in MBE construction contract volume. 
These types of upstream investments in the SDoH are particularly important for 
communities that have been disinvested over generations, many of which are now 
experiencing the additional stressors of gentrification and displacement (Binet 
et al., 2021). Responding to these structural challenges through place-based 
and people-centered investment is essential to population health improvement. 
Health care is an essential partner in this work. 

CHI HEALTH CARE/THE CASEY HEALTH INSTITUTE

In 2012, CHI Health Care (formerly the Casey Health Institute) piloted a 
grant-funded, public, nonprofit integrative primary care community health 
center in Gaithersburg, Maryland. CHI Health Care was an early adopter of the 
patient-centered medical home framework with a clinical team that included 
an interdisciplinary staff combining conventional primary care with a wide 
array of natural and complementary healing disciplines and integrative health. 
Team collaboration was emphasized through regular weekly meetings, electronic 
communication avenues, and informal interactions. The staff of practitioners 
included family medicine, internal medicine, integrative medicine, naturopathic 
medicine, acupuncture, traditional Chinese medicine, chiropractic care, 
psychology, psychotherapy, mindfulness, behavioral health, nutrition, yoga therapy, 
health coaching, therapeutic massage, and extensive health, wellness, and lifestyle 
medicine programming. 

CHI increased access to high-quality, cost-effective health care across community 
members spanning the socioeconomic spectrum by accepting commercial 
health insurance, Medicare and Medicaid, and offering a sliding scale for the 
uninsured and underinsured. CHI allocated the resources necessary to build the 
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infrastructure to transition from fee-for-service reimbursement to value-based 
care and population health payment models. It participated in initiatives such as 
the Centers for Medicare & Medicaid Services’ (CMS’s) Medicare Shared Savings 
Plan and the CareFirst patient-centered medical home (PCMH) incentive 
program, thereby increasing access to CHI Health Care’s services and supports.

CHI was founded on the principle of embracing payment models that 
incentivized primary care while discouraging the overuse of invasive procedures 
and unnecessary treatments. It focused resources on health information 
technology through a robust patient portal, telemedicine with video medical 
appointments, electronic health record data tracking, outcomes research, team 
member electronic collaboration, and care coordination by capturing real-
time data from the Maryland state health information exchange. The data CHI 
collected during its 6-year pilot demonstrated that 95 percent of patients were 
highly satisfied with their care and experienced fewer urgent care services, less 
prescription medication, and lower hospital admissions and readmission rates 
compared to patients of comparable conventional practices.

CHI Health Care succeeded in significantly improving health outcomes with 
lower downstream costs and consistently high levels of patient and staff satisfaction. 
However, the project ultimately failed because key population health infrastructure, 
care coordination, and essential health and wellness professional staff were not 
adequately compensated by either the existing fee-for-service environment or the 
value-based payment platforms available in Maryland at that time. CHI’s business 
plan was based on the projection that by rewarding value and not volume, value-
based care programs would become more widely available and the incentives 
rewarding such practices would increase over time in the form of higher rates. 

HNEFs I and II succeeded due to their ability to balance a respectable return 
on investment while investing in infrastructure to improve housing affordability 
and encourage MBEs. Meanwhile, CHI Health Care’s failure exposes the 
difficulties for providers to remain competitive in a landscape dominated by fee-
for-service payment. While CHI generated value for their patients, the process of 
rewarding value over volume remains highly challenging. In the current payment 
environment, a few key insights might make a similar model successful today. 
These key facilitators include: 

•   Appropriately compensated collaborative interdisciplinary team care is an 
essential part of a comprehensive whole person health care system. This team 
includes all levels of primary care clinicians, practice support staff (including 
care coordination and population health positions), and a broad representation 
of integrative health professionals.
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•   A salaried staff model with a non-hierarchical organizational structure that 
facilitates essential ongoing collaboration is critical for success. 

•   Economies of scale are necessary. Optimal health creation and preservation 
in a primary care environment is expensive if implemented in a free-standing 
community-based practice. Shared resources for practice administration, 
human resources, information technology, medical supplies, and salaried 
personnel are needed across practices to provide negotiating power to capture 
optimal value-based contracts. 

•   An end goal of negotiated capitated contracts with two-sided risk on a per 
member, per month basis. This goal would ensure that CHI would not only 
share in care savings but also be held accountable for spending above cost 
benchmarks. Value-based payments based on this structure would allow for the 
best and sustainable use of a collaborative, interdisciplinary team model. 

THIRD-PART Y INVESTOR COLLAB ORATION  
IN COMMUNIT Y WELLNESS

Social impact investing has increased in recent decades, along with three broad 
phenomena: 

•   Growing wealth and income inequality, which also created large classes of 
investors looking to do good while earning acceptable returns; 

•   Declining trust in government and corresponding strains on the capacity to 
meet underserved communities’ basic needs; and 

•   Increasing evidence that solutions exist for common problems but financing 
at scale is precluded by current law or traditional capital market failures.  

The U.S. Impact Investing Alliance identifies several sources of community 
investments and financing, including corporations, Community Reinvestment 
Act–motivated banks, CDFIs, foundations and family offices, high-net-worth 
individuals, fintech1/crowdfunding, and community-investing participation 
models (U.S. Impact Investing Alliance, 2021). For example, corporations such as 
PayPal and the Black Economic Development Fund by Local Initiatives Support 
Coalition (LISC) provided deposits and other support to Black-owned banks 
in response to calls for racial justice (U.S. Impact Investing Alliance, 2021). The 
Grow with Google Small Business Fund supports the financing needs of small 

1 Fintech refers to financial technology and describes “new tech that seeks to improve and 
automate the delivery and use of financial services”; see https://www.investopedia.com/terms/f/
fintech.asp (accessed September 29, 2022). 
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businesses in distressed communities (U.S. Impact Investing Alliance, 2021). The 
Ujima Fund is a participatory model for local restorative wealth building and 
small dollar investor engagement (U.S. Impact Investing Alliance, 2021). 

Place-based investments, traditionally the realm of CDFIs, have been arranged 
by increasingly entrepreneurial health anchor institutions, such as Intermountain 
Healthcare, which has created a self-sustaining fund from its community benefit 
dollars that makes loans and investments to local community-based organizations 
(CBOs) to address a range of SDoH needs, including affordable housing, rural 
community development, and complex case management (Build Healthy Places 
Network, 2021). The Healthcare Anchor Network is an umbrella group with 70 
health systems that are doing similar work to Intermountain Health across the 
country (Healthcare Anchor Network, 2022). Additionally, Quantified Ventures, 
an investment and consulting firm, designs a continuum of outcomes-based 
financing approaches for SDoH by aligning CBOs and impact investors on a 
set of outcomes that are valued by all. Impact investors deliver flexible capital 
to build capacity and scale services to more people, CBOs focus on improving 
outcomes through service delivery, and payers ultimately repay investors if and 
when pre-specified outcomes are achieved. Investors secure both a social and 
financial return on their investment if project outcomes are achieved.  Recent 
examples of their work in SDoH include food delivery, medical respite for 
patients experiencing homelessness, and substance use treatment and prevention 
for prospective moms and babies (Quantified Ventures, 2021a,b,c).

Key Pillar 5—Efforts from all sectors, including government 
programs and regulations, are organized to prioritize the health of 
individuals, communities, and society.

Designing public and private programs and services to maximize the health 
of individuals and communities can help to ensure that the most underserved 
members of society have equitable access to economic and social support 
interventions. Initiatives such as the Program of All-Inclusive Care for the Elderly, 
Medicare Advantage Special Needs Plans, and Medicaid Long Term Services and 
Supports are effective examples of this concept in action. 

PRO GRAM OF ALL-INCLUSIVE CARE FOR THE ELDERLY

The Program of All-Inclusive Care for the Elderly (PACE) model of care is 
built on the belief that community-based whole person care is better for the well-
being of seniors with chronic care needs, as well as their families and caregivers 
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(PACE, 2022). This integrated model of care serves individuals 55 or older who 
meet nursing home level of care requirements and are able to live safely in the 
community. PACE provides the entire continuum of care and services, including 
medical care and support services such as adult day care, transportation, laundry 
support, meals, nutritional counseling, social services, home health care, personal 
care, and respite care. Unlike many other models of care, a fundamental requirement 
in PACE is a coordinated, cross-sector interdisciplinary team of providers. This 
team includes drivers, personal care attendants, recreational therapists, and activity 
directors that collaborate with primary care physicians, nurses, and social workers 
who convene regularly to discuss patient care needs. 

PACE is a statutorily combined Medicare and Medicaid payment and delivery 
system model that is designed specifically to enhance whole person care in 
the community. The program’s unique status as a model authorized directly by 
federal statute is critical to its success as an integrated, whole person model. Its 
permanent statutory authorization guarantees a clear, consistent, and sustained 
financing source within Medicare and Medicaid and a transparent methodology 
that allows providers to make long-term investments. The PACE statute also 
specifies Medicare and Medicaid benefits and eligible provider types, providing 
clarity and sustainability for both in the financing methodologies. Taken together, 
the three statutorily defined aspects of PACE—financing, benefits, and provider 
types—are intertwined into one sustainable care model. 

As of July 2021, PACE has expanded across 30 states. More than 270 PACE 
centers provide services to 55,000 seniors, 95 percent of whom live in their 
communities (PACE, 2020). The program is primarily financed through a 
prospective risk-adjusted monthly capitated payment methodology (CMS, 2011). 
The vast majority (90 percent) of PACE members are dual-eligible enrollees, 
who are individuals enrolled in both Medicare and Medicaid. Nine percent of 
remaining PACE members are covered through Medicaid only, while 1 percent 
are either covered by Medicare or through other means. Medicare-only enrollees 
pay monthly premiums equal to the Medicaid capitation amount and do not pay 
deductibles, coinsurance, or any other cost-sharing (CMS, n.d.-a). 

Despite the fact that PACE participants experience fewer emergency department 
visits, reduced hospital admissions and readmissions, and lower costs of care (PACE, 
2020), the program continues to struggle with scaling to the much larger population 
of potential beneficiaries. Barriers to wider dissemination include: 

•   high start-up and expansion costs for providers; 
•   the unwillingness of potential beneficiaries to change physicians, plans, or 

residential facilities or to attend adult day centers; 

http://nap.nationalacademies.org/27141


Valuing America's Health: Aligning Financing to Award Better Health and Well-Being

Copyright National Academy of Sciences. All rights reserved.

Prioritizing Whole Person and Whole Population Health and Well-Being  |  57

PREPUBLICATION COPY—Uncorrected Proofs

•   the resource-intensiveness of care planning and coordination; 
•   the current narrowly defined beneficiary population that is eligible to 

participate; 
•   lack of flexibility within the model to tailor benefits packages and financing; 

and 
•   high costs for regulatory compliance (Thomson Reuters, 2011). 

Strides toward greater uptake of the model could be made through additional 
action by Congress to address these concerns or by requiring CMS to test the 
expansion of a model similar to PACE in additional populations, such as for 
pregnant women in Medicaid, CHIP, or for individuals with intellectual or 
developmental disabilities, regardless of age.

The struggle to scale PACE surfaces issues around long-term funding of future 
care models as well as the disconnected statutory authority of CMS and the Social 
Security Administration in creating and disseminating comprehensively integrated 
care models. First, while innovative care models, such as those developed and 
implemented by CMMI, provide an opportunity to test integrated benefit design 
and payment methodologies across funding streams, they carry greater uncertainty 
with respect to the availability of future funding. By law, the sustainability of each 
CMMI model is dependent on its own success and future decisions by policy 
makers. The lack of guaranteed long-term Medicare and Medicaid financing acts 
as a deterrent for larger-scale disruption to create integrated care models as well 
as for investment in such models. Because these models necessarily carry more 
risk, they are less attractive to providers, who would be required to implement 
disruptive innovations to improve care and outcomes within the relatively short 2- 
to 5-year time frame of a model. Additionally, without the guarantee of statutorily 
protected blended financing across Medicare and Medicaid, states, health plans, 
and providers have, in large part, lacked sufficient incentives to overcome rational 
risk aversion.

Second, there is limited legal authority to create and implement models similar 
to PACE. PACE is unique as the PACE statute allows the program to go beyond 
the limits of CMMI’s statute as a key provision of the Affordable Care Act as 
well as the authority of section 1115A of the Social Security Act. As a Medicare 
program, PACE can be provided to Medicaid beneficiaries should states elect to 
provide PACE services to Medicaid beneficiaries (Medicaid, n.d.). 

Limited waiver authority makes it challenging to craft truly integrated models or 
to innovate whole-person care models. As a result of this limited waiver authority, 
Medicare and Medicaid cannot be synced or permitted by law unless Medicare 
aligns with the Medicaid statute. In comparison, the PACE statutory language in 
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Medicaid exactly mirrors that of Medicare, creating a fully integrated program 
across the two funding streams—such that the same definitions and specifications 
for benefits, providers, and payment apply. Therefore, policy makers should clarify 
the legal authority of Medicare, Medicaid, and the Social Security Administration 
so that these programs can build more coherent and complementary policies that 
promote whole health.

MEDICARE ADVANTAGE SPECIAL NEEDS PLANS

The Medicare Modernization Act of 2003 (MMA) established Medicare 
Advantage Special Needs Plans (SNPs) to provide integrated care specifically for 
individuals who are: 

1.  institutionalized; 
2.  Medicare-Medicaid enrollees (dually eligible); and/or 
3.  experience severe or disabling chronic conditions (SSA, 2003). 

Dual Eligible Special Needs Plans (D-SNPs), which serve Medicare and 
Medicaid enrollees by better coordination of Medicare and Medicaid benefits, 
provide person-centered care via the identification of barriers to health, 
understanding each member’s needs and preferences, and developing care plans 
that include community supports. Like other Medicare Advantage plans, SNPs can 
offer supplemental benefits. The model incorporates a comprehensive health risk 
assessment to identify the medical, functional, cognitive, psychosocial, and mental 
health needs of each SNP beneficiary, and the findings are directly incorporated 
into the development of an individualized care plan and ongoing coordination 
among the care team and enrollee.

D-SNPs are working creatively to address alignment in providing targeted 
services and supports to their enrollees in recognition of the fact that strong 
connectivity with community organizations (e.g., food banks, community health 
centers, county social services, supportive housing providers, and employment 
services) is critical to providing whole person care (ACAP, 2020). In one example, 
a plan is providing a monthly per member payment to a community housing 
organization that funds housing support services for individuals who meet 
unstable housing criteria. Early findings show emerging improvements in housing 
and health outcomes, as well as a decrease in health care spending and utilization 
once an individual experiences 10 months of stable housing (ACAP, 2020).

D-SNPs are also using technology to better understand enrollees’ needs and 
connect them to whole person care (ACAP, 2020). For example, one D-SNP plan 
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has a team that analyzes data from multiple sources, including population health 
data, as well as the social and financial impacts of SDoH investments. Another is 
connecting data across county health services departments to better understand 
member needs and identify optimal partnership strategies (ACAP, 2020).

The operational coherence among D-SNPs supports greater integration 
among plans and nonclinical community organizations to provide a full range 
of care, services, and supports to members. The personalized, data-driven, and 
coordinated nature of D-SNPs could also influence how health systems approach 
treatment for people who are not Medicare and Medicaid beneficiaries.

Depending on contexts, states could consider other forms of special needs 
plans that could provide better care integration for dual eligible beneficiaries. 
Fully Integrated Dual Eligible Special Needs Plans (FIDE-SNPs) integrate 
care for beneficiaries under a single managed care organization and cover 
primary, acute, and long-term services and supports benefits. FIDE-SNPs 
also cover behavioral health services in most contexts. Meanwhile, Highly 
Integrated Dual Eligible Special Needs Plans (HIDE-SNPs) include coverage 
of long-term services and supports benefits, behavioral health services, or both 
(MACPAC, 2021).

MEDICAID LONG-TERM SERVICES AND SUPPORTS

As the largest payer for long-term care in the country, Medicaid provides 
coverage of long-term services and supports (LTSS) through a continuum of 
settings and applies the following principles to promote health (CMS, n.d.-b): 

•  Person-driven: Older people, people with disabilities, and people 
experiencing chronic illness have the opportunity to decide where and with 
whom to live, exert control over the services they receive and who provides 
the services, how to work and earn money, and include friends and supports to 
help them participate in community life.

•  Inclusive: The system encourages and supports people to live where they 
want to live with access to a full array of high-quality community-based 
services and supports.

•  Effective and accountable: High-quality services improve quality of life. 
Accountability and responsibility are shared among the programs, providers, 
individuals, and caregivers.

•  Sustainable and efficient: Economy and efficiency are achieved through 
the coordination of a personalized package of services in accordance with the 
individual’s needs and goals. 
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•  Coordinated and transparent: Services from various funding streams are 
coordinated to provide a seamless package of supports and make effective use 
of available technology. 

•  Culturally competent: Services account for cultural and linguistic needs.

Across this long-term care continuum, Medicaid covers a variety of whole 
person care initiatives through a highly variable collection of home- and 
community-based services (HCBS) in all 56 states and territories. Medicaid 
HCBS benefits create the conditions by which older adults and individuals with 
disabilities can leverage their independence and freedom of choice to receive care 
in their homes and communities rather than in institutionalized settings such as 
nursing homes.  

Given this choice, individuals have overwhelmingly preferred the option of 
staying in their own homes and communities. In Medicaid, the majority of 
long-term care services are now HCBS. As of 2018, 56 percent of Medicaid 
long-term care consisted of HCBS on the national level, with a few states 
exceeding 75 percent (CMS, 2021). The $21 billion of investments in HCBS 
infrastructure in section 9817 of the American Rescue Plan Act will support 
the payment and delivery of high-quality, cost-effective, whole person care, 
allowing millions to stay in their homes and communities while receiving high-
quality health and social care services and supports (HHS, 2021). Whether this 
infusion of funds will address concerns that Medicaid LTSS funding does not 
sufficiently cover the cost of delivering nursing home-level care at home is yet 
to be determined.

The keystone of HCBS programs is the person-centered plan that addresses 
health and long-term services and support needs, reflecting the individual’s 
preferences and goals. The person-centered planning process must be directed by 
the individual, including representatives whom the individual has freely chosen 
to contribute, and results in a person-centered plan with individually identified 
goals and preferences that help guide the individual in achieving personally 
defined outcomes in the most integrated community setting. The plan also 
ensures the delivery of services in a manner that reflects personal preferences and 
choices while contributing to the assurance of health and welfare. Some states, 
like Colorado, provide complementary and integrative health services as part 
of HCBS, including acupuncture, chiropractic, and massage therapy, including 
within their spinal cord injury HCBS waiver program. All benefits and services 
are provided in accordance with the individual’s care plan. 

Medicaid is by far the largest driver of HCBS services and the largest funder 
of such care in the country, incurring approximately 57 percent of all HCBS 
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expenditures—an estimated $114 billion in federal FY 2021 (Musumeci, 2021). 
Other payers have been slow to embrace HCBS, with private insurance covering 
only 12 percent of the nation’s HCBS costs, despite a proven, well-developed, and 
comprehensive blueprint for providing and monitoring the quality of HCBS in a 
healthy, safe, and person-centered way (CMS, n.d.-b). A major disincentive is that 
HCBS rates are often too low, leading to inefficiencies such as the unpayment 
and overwork of direct-care workers, who are often more likely to belong to a 
marginalized community (Sullivan, 2021). Moreover, existing HCBS systems are 
overwhelmed, with hundreds of thousands of people on waiting lists for HCBS 
across the nation (Sullivan, 2021)—yet another manifestation of our current 
health crisis. The federal government and private insurance stakeholders must 
find ways to increase the capacity of HCBS systems, including through sustaining 
long-term training, career growth, and competitive payment of its providers 
(Sullivan, 2021). 

Aligning policies, programs, and regulations to prioritize the health of 
individuals and communities remains an uphill task due in significant part to 
the political realities of federal health care reform today (King, 2017). Despite 
these challenges, federal legislators, policy practitioners, and health systems 
can take more incremental actions that circumvent the unfortunate status quo. 
First, government agencies must be empowered with the statutory authority 
required to finance, implement, and integrate care models across government 
departments, such as Medicare and Medicaid. Second, health programs must 
promote the dignity of people with disabilities through care that leverages 
independence, freedom of choice, and individual control over their care in both 
home- and community-based settings. Finally, patients must be better served 
through meaningful engagement of individuals, health systems, and community-
based organizations. These partnerships should collect and apply data to better 
understand community-specific care needs and preferences, barriers to health, 
and gaps in services and supports relative to individual and community goals.

Key Pillar 6—Individuals and communities are empowered as 
organization and delivery decision-makers for matters pertaining to 
their health.

Engaging and empowering individuals and communities as decision-makers 
in their own health and the health of their communities is essential to investing 
in whole person and whole population health. The Community Aging in Place: 
Advancing Better Living for Elders Model (CAPABLE), Self-Directed Medicaid 
Services, Collaborative Approach to Public Good Investments, and Federally 
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Qualified Health Centers are each important examples that adhere to this pillar 
and provide helpful guidance on the ways in which individual and community 
empowerment might be centered in efforts for health system transformation. 

COMMUNIT Y AGING IN PLACE:  
ADVANCING BET TER LIVING FOR ELDERS

Community Aging in Place: Advancing Better Living for Elders (CAPABLE) is 
a multidisciplinary intervention developed and tested to reduce health disparities 
among older adults by helping them “age in community.” Developed at the Johns 
Hopkins School of Nursing, CAPABLE teams include an occupational therapist, 
a nurse, and a handy worker to address the participating older adults’ home 
environment and uses their unique strengths to improve independence and safety 
in their home setting. This program uncovers and leverages intrinsic motivation 
surrounding what matters to each individual, such as bathing without difficulty, 
preparing food, or leaving the house and getting into a car for a family event. 

Throughout a 4-month service period, CAPABLE members will identify 
their priorities and goals. Occupational therapists and nurses use a standardized 
approach tailored to each individual to assess and brainstorm a plan that addresses 
needs in the individual’s home environment. In developing this plan, the team 
sees the person in their home context, helping to offset biases that might come 
into play in more traditional clinical settings. Using this plan, a handy worker 
implements fixes and adaptations (e.g., lighting on the stairs or adaptive cutting 
boards) according to individual preferences, needs, and clinical expertise. 

CAPABLE program sites provide services to older adults without cost, reducing 
spending on hospital admissions, skilled nursing facility admissions, and specialty 
care (Szanton, n.d.). Comparing the health care cost expended for participants in 
CAPABLE to the health care cost for a nonparticipating group, CAPABLE saved, 
on average, $2,765 per quarter—or more than $10,000 per year—for Medicare 
for at least 2 years. Inclusive of all patient visits, home repairs, and modifications, 
CAPABLE costs $2,825 per year while decreasing inpatient and outpatient costs, 
readmission rates, and observation status stays (Szanton, n.d.). 

Despite these successes, CAPABLE is limited in its reach. Only approximately 
4,000 older adults have participated in CAPABLE, and an estimated 16.1 million 
could still benefit from this service when assuming around 35 percent of the 
46 million older people above the age of 65 can benefit from home-based 
interventions due to difficulties with activities of daily living (ACL, 2021; JHU 
School of Nursing, 2022). To enable access to more supports and services for 
older people, Medicare could scale and pay for CAPABLE as a Medicare bundle 
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of services, incorporate CAPABLE specifically into value-based care models, or 
include quality star metrics more clearly to beneficiaries’ functional goals.

CAPABLE is currently implemented in 43 sites in 23 states (including rural, 
frontier, urban, and micropolitan areas) within a variety of policy settings from 
two accountable care organizations, one hospital readmission project, and a state 
Medicaid HCBS waiver, as well as in some free-standing clinics and home-based 
primary care. With American Rescue Plan Act funding, three new states will 
implement CAPABLE. While the American Rescue Plan Act will enable some 
scaling of the CAPABLE model, the provided funding and resources will not 
be sufficient to support the needs of older adults. Through scaling promising 
models such as CAPABLE, older adults can access care that builds, maintains, 
and supports physical capacity and independence. Finally, because health remains 
an essential component to people across all ages, caring for older adults will be 
integral to a system of whole person, whole population health.

SELF-DIRECTED MEDICAID SERVICES

Self-direction is an expanding and fully person-driven system of care. As of 
January 2021, 267 programs across the United States empowered more than 
1.2 million individuals to direct care resources and services to meet their own 
needs and preferences (Edwards-Orr et al., 2020). Medicaid is the largest payer 
of this model, accounting for 66 percent of self-direction funding in 2019, and 
the VHA is another significant supporter (Edwards-Orr et al., 2020). In 2019, the 
Veteran-Directed Home and Community Based Services program served more 
than 2,000 veterans in 71 programs in 41 states. 

In self-directed care, participating individuals or their designated caregivers have 
decision-making authority and take responsibility for managing their services 
with the assistance of a system of supports. The self-directed service delivery 
model is an alternative to the traditional service model, such as an agency or 
health plan responsible for paying for services. Self-direction allows participants 
to have independence in managing all aspects of service delivery in a person-
centered planning process.

Self-direction promotes personal choice and control over the delivery of 
services, including a choice of who provides the services and how the services are 
provided. Self-directed care is based on a service plan developed by an individual 
(with assistance) that identifies individuals’ strengths, capacities, preferences, needs, 
and desired measurable outcomes. While specific services within self-direction 
vary by state and by program, services are targeted to address problems identified 
in the individual’s service plan, and could include acupuncture, therapeutic 
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horseback riding and equine-assisted activities, hypnotherapy, peer mentoring, 
art and recreation programs, chiropractic care, massage therapy, family support 
services, biofeedback, and Native American healers. 

In practice, state Medicaid programs provide or arrange for the provision 
of a system of supports that are responsive to an individual’s preferences in 
developing these plans, managing services and support workers, and performing 
the responsibilities of an employer. Participants have the authority to recruit, hire, 
train, and supervise the individuals who provide their services and decide how 
the Medicaid funds in their budget are spent. 

Medicaid has a strong tradition of self-directed care, including Wisconsin’s 
IRIS (Include, Respect, I Self-Direct) program. Since 2008, IRIS has provided 
self-direction for Medicaid-enrolled frail older adults and adults with disabilities, 
giving them the freedom to decide how they want to live and allowing for up to 
32 services to be self-directed while giving participants full employer and budget 
authority (WI DHS, 2021). IRIS is built on the belief that everyone holds the 
potential for meaningful societal contribution, deserves a quality life experience, 
and has a right to full citizenship (Genz and Urban, 2020). Participants highlight 
the program’s benefits in enhancing independence for individuals and caregiver 
support to create fuller, healthier, and more meaningful lives. The program has 
more than 21,000 participants, and its popularity is reinforced by the fact that no 
waiting list space is available in any of the 72 counties in the state. 

COLLAB ORATIVE APPROACH TO  
PUBLIC GO OD INVESTMENTS

The Collaborative Approach to Public Good Investments (CAPGI) is a financial 
model and governance process designed to help multistakeholder coalitions 
sustain new investments in SdoH. This process occurs within communities and 
uses local capital, stakeholder self-interest, and a collaborative bidding process to 
source and pay for new services that (1) any single stakeholder could not support 
and (2) could benefit multiple organizations and the community. 

CAPGI is unique because funding for new investments does not rely on third-
party private investment capital, which expects to be repaid, or new government 
expenditures. Rather, it leverages the combined self-interest of existing community 
partners, some of which may be private or public insurance plans or hospital 
systems with deep connections to a larger organization. Investing stakeholders 
could also be local philanthropies, local government, such as law enforcement, and 
employer or social service organizations. A key feature of the model is the trusted 
broker, or an organization capable of convening relevant stakeholders, maintaining 
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trust in the confidentiality of their financial bids, and executing the performance 
contract with the social service provider(s). The deeply interconnected structure 
of the program, along with the convening power of the trusted broker, is essential 
to CAPGI’s goal of forming partnerships to attract financing for public goods. 
Additionally, the financing must be sustained over long periods due to the slow 
yielding nature of CAPGI investments, including increasing access to housing, 
nutrition, and transportation (Nichols and Taylor, 2018).

Based on a previously developed and modified economic auction model, the 
novel funding approach was first described in 2018 (Nichols and Taylor, 2018). 
Currently, three communities are in the first year of using CAPGI–Cleveland, 
Ohio; Albany, New York; and Waco, Texas—and others are working toward 
implementation in the next year. The program has attracted commitment and 
energized involvement from a multistakeholder network of cities, states, and 
communities across racial and ethnic backgrounds, as well as community size. 
These promising signals indicate that the model has a high likelihood of being 
scaled to new communities and sustained in existing communities (Nichols et al., 
2020). The model is not intended to fix system-wide deficits but could influence 
future collective action efforts to encourage public good investments that finance 
social drivers of health infrastructure, including transportation, nutrition, and 
housing (Nichols and Taylor, 2018).

FEDERALLY QUALIFIED HEALTH CENTERS

Established in 1965 by the federal Office of Economic Opportunity, Federally 
Qualified Health Centers (FQHCs) aim to deliver integrated, “comprehensive, 
culturally competent, high-quality primary health care services” (HRSA, 
2021b). In exchange for federal grants and special reimbursement by Medicaid 
and Medicare, FQHCs provide basic health services to all in their geographic 
community regardless of their ability to pay. In addition to reimbursement for 
Medicare and Medicaid beneficiaries, FQHCs receive access to 340B discounts on 
outpatient pharmaceutical products, free vaccines for uninsured and underinsured 
children, and assistance in recruiting and retaining primary care providers through 
the National Health Service Corps (HRSA, 2021b).

In exchange for these benefits, and as codified in section 330 of the Public Health 
Services Act, FQHC entities agree to be organized as nonprofit corporations 
with their Boards of Directors being:

composed of individuals, a majority of whom are being served by the center 
and who, as a group, represent the individuals being served by the center, and 
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meets at least once a month, selects the services to be provided by the center, 
schedules the hours during which such services will be provided, approves the 
center’s annual budget, approves the selection of a director for the center, and … 
establishes general policies for the center. (United States Code, 2022)

The rationale for insisting on consumer governance in FQHCs is consistent 
with the sixth pillar for whole person health: to make the organization responsible 
to the community it serves. By adhering to a community-based, patient-led 
governance structure, FQHCs also integrate access to pharmacy, mental health, 
substance use disorders, and oral health services in underserved areas. Access is 
also improved through health education, translation, transportation, and access to 
a sliding fee scale (HRSA, 2021b).

Furthermore, FQHCs are able to develop systems of patient-centered and 
integrated care that can be personalized to diverse populations. These practices 
include incorporating acupuncture, meditation, tai chi, reiki, mindfulness, and yoga 
into health programs (Bharath, 2019). A program in Oregon included partnerships 
to combat food insecurity and health inequities through funding from Medicaid 
Coordinated Care Organizations, screening through FQHCs, and the distribution 
of produce from local farmers markets (Kaye, 2021). Some FQHCs, such as the 
NATIVE project in Spokane, Washington, practice integrating spiritual, cultural, 
and traditional Native values as part of care. Underpinned by these values, the 
NATIVE project also prioritizes physical, mental, and emotional health centered 
alongside education and awareness, drug- and alcohol-free lifestyles, and the 
integration of mind, body, spirit, and healing paths for patients (NATIVE Project, 
2021). 

FQHCs now serve more than 30 million people nationwide across the life 
course, including children, pregnant women, and older adults (HRSA, 2021a). 
Their patients are disproportionately poor and uninsured, including one in three 
people living in poverty and one in five rural residents (HRSA, 2021a). With 
standards of care and service developed, promoted, and enforced by the Health 
Resources and Services Administration of the Department of Health and Human 
Services, FQHCs perform as well as or better than privately organized practices 
serving patients with less complex health care needs (Goldman et al., 2012). 

Although the composition of FQHC boards sets this intervention apart from 
others, its positive performance may not be directly linked to this innovative approach. 
Moreover, implementing a mechanism that embodies true patient engagement 
remains a challenge for FQHCs. For example, there remain distinctions between 
the formal representation of consumers on boards and descriptive representation. 
There is also the challenge of developing effective governance skills, whether 

http://nap.nationalacademies.org/27141


Valuing America's Health: Aligning Financing to Award Better Health and Well-Being

Copyright National Academy of Sciences. All rights reserved.

Prioritizing Whole Person and Whole Population Health and Well-Being  |  67

PREPUBLICATION COPY—Uncorrected Proofs

selected consumers are truly representative of community positions, and the power 
of technical knowledge in board agenda setting (Wright, 2015).

These cautions notwithstanding, with its focus on community governance, 
public-private partnerships, and active patient participation, consumer-majority 
health care organization boards as modeled by FQHCs represent a “new 
governance paradigm” (Campbell, 2011) that challenges traditional models of the 
governance of large and consolidating nonprofit health systems and exemplifies 
the sixth pillar of whole person health: communities being empowered as 
decision-makers in terms of investments intended to benefit their health.

CONCLUSION

While the highlighted models and programs demonstrate the potential of 
person-centricity, cross-sector collaboration, equity, and aligned financing in 
achieving better health and well-being, they do not fully achieve the Steering 
Group’s vision of whole person, whole population health. They are vehicles of 
change and are directionally correct but are not comprehensive, large, or exhaustive 
enough to effect the change the Steering Group described in Chapters 1 and 2 
of this publication. 

Although ongoing innovation and work in this space can lead to positive outcomes 
on smaller scales, the current health and health care system is highly constrained, 
delaying the transformation required to achieve the Steering Group’s vision. Instead, 
the ideas, innovation, and advances in these models need to be further nurtured and 
unlocked through leveraging new sources of funding, involving a new and different 
mix of stakeholders, and scaling the innovative approaches of the presented cases 
into comprehensive, system-wide change. In the next two chapters, the authors 
will further discuss the gap between where we are and where we need to be, and 
highlight the systems-wide action, collaboration, and financing required to achieve 
the Steering Group’s vision of whole person and whole population health.
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INVESTMENT GOALS AND PRIORIT Y ACTIONS

The examples described in Chapter 3 illustrate that approaches to whole person 
and population health can be successful when supported by complementary 
financial strategies and partnerships. The Steering Group largely agreed that 
global, capitated, and total cost of care payment models is the best platform to 
facilitate the implementation of comprehensive health and social services that 
promote population health. However, the right payment infrastructure—cohesive 
financial reforms and policy alignment—is needed to sustain and scale these 
models. Ultimately, the nation must pay for the right services at the right price 
and in the right way.

GOALS

The Steering Group held numerous discussions on the urgent possibilities for 
the future of health in the United States, from which an emphasis on creating 
goals arose organically. The Steering Group has summarized the following goals 
as both important and possible to achieve by 2030 if the will is marshaled by 
the critical stakeholders. Specifically, the Steering Group feels that by 2030, all 
U.S. stakeholders, including but not limited to the health system, should be able 
to build a system reflecting a commitment to whole person, whole population 
health by:

1. Reducing by 50 percent public and private expenditures that are 
currently spent on health care services and processes that do not 
improve health.

The United States should stop paying for services that do not improve health. 
Previous IOM reports, including The Healthcare Imperative: Lowering Costs and 
Improving Outcomes (IOM, 2010), and subsequent follow-up studies (Berwick 
and Hackbarth, 2012; Shrank et al., 2019) estimate the cost of waste in the U.S. 
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health care system (i.e., services that are provided to individuals and paid for but 
have no impact on their health and well-being) to range from $760 billion to 
$935 billion, which accounts for nearly 25 percent of U.S. health care spending 
(Bauchner and Fontanarosa, 2019). This waste manifests through the delivery of 
fragmented, low-value, and excessive care, pricing failures, fraud and abuse, and 
excessive administrative complexity, and must be eliminated from the American 
health system (Lallemand, 2012).

Successfully addressing these sources of waste could reduce health care spending 
by more than $200 billion annually, thereby freeing up funding for better, more 
holistic interventions and providing better and more comprehensive care at lower 
costs (Shrank et al., 2019). Similar efforts, such as those taken by the One Percent 
Steps for Healthcare Reform, have identified tangible areas for action, such as 
capping provider prices and price growth, reducing waste in long-term care 
hospitals, and reforming home health care coverage to reduce fraud, that could 
yield an estimated $350 billion annually (One Percent Steps for Health Care 
Reform, 2022).

2. Increasing by 50 percent public and private expenditures on social 
interventions that have been proven to improve health.

The United States must improve payment for services and providers that have 
been shown to advance whole health. This transformation must begin with 
formal recognition of the value of upstream services and programs that address 
social determinants of health (SDoH), such as access to stable, quality housing, 
nutritious food, and vocational support. These services and programs are critical 
to achieving whole health, and they must extend to the redesign of incentive 
structures to reward the full spectrum of team-based and multidisciplinary care.

The United States has the lowest ratio of social-to-health care spending among 
Organisation for Economic Co-operation and Development (OECD) countries. 
For every $1 spent on health care in the United States, about $0.90 is spent 
on social services. Meanwhile, in other OECD countries, for every $1 spent 
on health care, an average of $2 is spent on social services (NASEM, 2019). 
OECD countries that spend a higher proportion of their gross domestic product 
(GDP) on social services than on health care—including Germany, Japan, and 
the United Kingdom—have better health outcomes than those that do not, as 
described in Chapter 1 (Bradley et al., 2017; Rubin et al., 2016). This fact also 
holds true within the United States. States with higher ratios of social-to-health 
spending, including Washington, New Mexico, and Vermont, also appear to 
have better health outcomes than those with lower ratios (Bradley et al., 2016). 
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Because the United States experiences serious levels of wealth inequality, poverty, 
and structural racism, increasing social spending (the lack of which has been a 
structural driver of poor health in the nation) would enhance health outcomes 
significantly (Avanceña et al., 2021).

Many of the models described in Chapter 3 have been proven to generate better 
health outcomes when compared to fee-for-service-dependent care. A substantial 
driver of this success includes their investment of more resources in social services 
that can positively influence the upstream SDoH and reduce downstream health 
care costs. Effective care models should invest in health-promoting interventions 
and care providers that make the most robust difference in the health and well-
being of individuals and populations, including:

•   Preventive services across the life span, particularly when implemented early 
in life, that will produce compounding returns on the health and well-being of 
the population served (Fried, 2016). For historically marginalized populations, 
this especially applies to interventions that address social needs and risk factors, 
starting at a young age and continuing through adulthood (NASEM, 2019). 

•   A life-course approach that intervenes throughout the national ecosystem—from 
households and educational institutions to health systems and community-based 
organizations that supports whole person, whole population health and well-
being. More important are the operational challenges of funding, measuring, and 
learning such interventions so that they are scaled through whole ecosystems. 

•   Screening and prevention through the expansion of Medicaid’s Early and 
Periodic Screening, Diagnostic, and Treatment (EPSDT) benefit beyond 
children under the age of 21 to larger portions of the U.S. population. 
The EPSDT benefit is representative of whole health through its emphasis 
on promoting health, proactively screening for disease, and early treatment. 
Policies across sectors that prevent disease, tackle systemic racism, and assume 
a life-course approach to disease prevention and health promotion would help 
stem the crisis of our nation’s health.

•   Flexible, multimodal approaches to clinical services that are designed to 
enhance access, improve outcomes, and meet the unique health, social, and 
long-term care needs of individuals, families, and communities throughout 
their life spans.

•   Community-based organizations and nontraditional service providers (see 
Box 3), which are often better suited to operationalize and implement whole 
health interventions than traditional health care providers. These providers 
should be recognized through funding and integration into whole person 
and whole population health interventions, including primary care, as 
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BOX 3

Innovative Whole Person and Whole Population Health Service Providers

•  Peer counselors and navigators 

•  Community health workers and promotores de salud

•  Caregivers, including family members and friends

•  Professionals who offer complementary and integrative therapies (e.g., acupuncture, 

yoga, meditation) 

•  Child life professionals

•  Community-based organization network coordinators

•  Perinatal support specialists (e.g., doulas)

•  Social workers

•  Digital health navigators

recommended by the 2021 National Academies report Implementing High-
Quality Primary Care (NASEM, 2021a).

3. Utilizing population-based global budgets across all payers to 
ensure that at least 50 percent of the U.S. population has access 
to the broad range of social interventions necessary to attain and 
maintain health and well-being. 

A global budget provides a fixed amount of funding to an accountable entity for 
the totality of services associated with the care of a specified population over a fixed 
time, rather than payment for individual services or cases. This payment approach 
provides a foundation that enables the redistribution of current health care spending 
toward services that have been shown to advance population health and well-being, 
as outlined in Goals 1 and 2. These prospective population-based payments also offer 
providers financial resilience in the face of crises like the COVID-19 pandemic, 
allow for more flexible care delivery models, and the integration of medical and 
social services (Gondi and Choksi, 2020; Levy et al., 2021).

Global budgets have supported the innovation behind the U.S. Department 
of Veterans Affairs’ (VA’s) Whole Health model of care as well as Southcentral 
Foundation’s Nuka System of Care, which are both featured as case studies 
in Chapter 3. As previously described, the Nuka System of Care offers a full 
continuum of care (including prevention, behavioral health, primary care, and 
supportive services) with a substantial portion of the operating revenue flowing 
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from the federal Indian Health Service through a mechanism that functions 
like a global budget. Funding independent of service volume empowers Nuka’s 
integrated care delivery, allowing for more holistic care associated with positive 
health outcomes.

Thus, global budgeting should be the primary financing structure used by 
organizations capable of accepting total accountability for the needs and outcomes 
that matter to individuals, families, and communities. In scenarios where global 
budgeting is not applicable, such as due to organizational structure or program 
type, the ideas behind global budgeting can be approximated using creatively 
braided and blended financing streams to ensure that adequate, non-siloed 
funding is in place to support a holistic set of services designed to benefit whole 
person and population health.

As of 2018, only 5 percent of health care payments to service providers were 
population-based, although global budgets have also been implemented in a few 
states, such as Maryland and Vermont (NASEM, 2021b; Shrank et al., 2021). Over 
the last decade, the Center for Medicare & Medicaid Innovation (CMMI) has 
launched multiple value-based payment models with mixed results, with global 
budget demonstrations performing best among them (Smith, 2021). However, 
most of these models have not been mandatory nor required large shifts away 
from fee-for-service. As a result, their impact on cost and outcomes has been 
limited (Crook et al., 2021).

4. Tying 75 percent of health care provider and plan revenues to 
performance metrics based on the most important health and well-
being outcomes, according to the goals of the populations being 
served.

Accountability measures should align with the health and well-being outcomes 
that matter most to individuals, families, and communities. To reverse the declining 
health of our society, it is imperative to think beyond short-term financial returns 
and process indicators that do not equate to health outcomes valued by individuals, 
families, and communities, but on which our current quality measurement system 
overly relies. For instance, clinicians must evolve beyond asking patients, “Do you 
feel depressed?” to patient-centered questions such as “Have you stopped feeling 
suicidal? Are you able to take care of myself (i.e., bathe, get dressed, and eat healthy 
foods), go to work, be with my family, etc.?” To ensure that financial incentives 
are aligned with what matters to individuals, families, and communities, quality 
measures must focus on patient-centered priorities, e.g., validated functional 
and patient-reported outcome measures (Burstin et al., 2017). There must be a 
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fundamental alignment between the health system’s economic success and the 
community’s health, as defined by the community.

Strategies should also be deployed for the broad engagement of individuals, 
especially those from historically marginalized populations, in developing a series 
of measures that increase the overall accountability of health and health care 
providers to those they serve. These measures should assess and center health equity 
within the community and specify the key components for high-quality care for 
diverse and historically marginalized populations, such as health literacy, language 
access, and cultural competence. As the National Center for Quality Assurance 
suggests, measures to evaluate a health care organization based on a broader 
patient-centered framework could also include measures of healthy organizational 
culture and values, workforce diversity, community engagement activities, and 
patient engagement efforts (Bau et al., 2019). Furthermore, measurement data 
should be stratified to identify and track the existence of inequities across factors 
such as race, ethnicity, geography, disability, and income. An example of this work 
is CMMI’s recent identification of implicit bias in assessing health and risk status, 
model selection criteria, and the overall demographics of model participants. 
Mitigating the impact of this bias and more accurately accounting for the needs 
and outcomes for marginalized populations will be critical to achieving the 
Steering Group’s vision (Majerol and Hughes, 2022).

Rigorous measurement approaches should proactively identify any characteristics 
of care that systematically exclude individuals or treat populations inequitably. 
Where algorithms or artificial intelligence are applied, careful consideration in 
design and evaluation is required to ensure bias across race, income, geographic 
location, and other factors is minimized to promote equitable resource allocation 
and access to health care. Properly applied, measurement practices could inform 
continuous learning models to identify best practices that can be spread and 
scaled broadly. 

To achieve individual health and well-being, incentives cannot stop at the exit 
door of the health care system. They must extend to the community and social 
contexts that also shape people’s health. At its most comprehensive level, such a 
system must also reward approaches that improve the health of people who do 
not engage with the health care system due to lack of access, financial barriers, 
or deep-seated mistrust rooted in historical trauma. The financing and payment 
system must support equitable health care that links all people, not just patients, 
to resources that meet their health-related social needs along with their medical 
needs, regardless of payer or socio-demographic group. This system should also 
encourage health care organizations to engage with their respective communities 
to tackle major threats to health, such as homelessness, poverty, violence, and racism.
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5. Substantially enhancing community health engagement and 
focus as reflected by progress in at least 50 of the 100 counties with 
the worst health status (as defined by years of potential life lost)—
specifically, the success of stakeholders in:
•  Establishing a community-governed, multi-stakeholder coalition 

that engages those with the greatest health risks in key decisions 
around allocating community resources;

•  Achieving a 50 percent improvement in key health and well-being–
related indicators deemed important by the coalitions mentioned 
above; and

•  Closing the gap on disparities in selected health and well-being 
indicators across racial/ethnic groups, socioeconomic strata, and 
disability status.

Ultimately, if the goal is to improve health, the most needed step is to redirect 
resources and attention to the communities experiencing the worst outcomes. 
Individuals in these communities should have a voice in deciding which indicators 
to use for assessing health and well-being and be empowered to participate in 
multi-stakeholder deliberations on how to direct resources to improve these 
indicators. Those with the greatest health risks and historically marginalized 
communities (e.g., low income, rural, communities of color, and people with 
disabilities) should not only be represented but also have shared decision-making 
authority in community governance structures.

Examples of whole person and whole population health measures that 
community stakeholders could adopt include maternal or infant mortality, suicide 
rates, employment, educational attainment, self-reported health status, or patient-
reported outcomes. Additionally, local cross-sector collaborations with defined 
accountability, community governance, and aligned incentives will be needed to 
improve the health and well-being of communities. Such structures are highly 
effective (as described in the Collaborative Approach to Public Goods Investments 
model in Chapter 3) and allow for private and public organizations (including 
federal agencies, such as the Centers for Medicare & Medicaid Services) that 
might work in siloes to meaningfully partner and coordinate care and services as 
a united team. 

Multi-stakeholder community collaborations could include leaders from 
community member groups, grassroots community-based organizations, county 
and municipal government agencies, health care entities, employers, and local 
community foundations. These stakeholders should be deeply invested in 
identifying and addressing community needs. They must also provide the lived 
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experiences and perspectives necessary to include and elevate diverse consumer 
voices in designing solutions. Figure 4 illustrates key components of such 
collaborations as described throughout this report.

Furthermore, state governments, health care providers, and health plans 
must partner with these community collaborations and strengthen community 
infrastructures to achieve health and health equity for all community members. 
An example of this collaboration can be found in the work of West Side United, 
a community convener and pooled financing manager in Chicago, Illinois. 
Community infrastructure can enable communities to be efficient and operate at 
scale through community governance that facilitates shared goals and outcomes, 
community governance, workforce development, use of technology, sharing 
health data, analytics, as well as technical assistance to build and strengthen the 
capacity of local community-based organizations.

FIGURE 4  |  Key components of multi-stakeholder community collaborations.
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OPPORTUNITIES FOR STAKEHOLDER ACTION

The following section provides specific actions stakeholders can take to advance 
whole person and whole population health. Key stakeholders include: 

•   Patients, families, and communities
•   State and local governments
  — Legislative and executive branches
  — Community benefit oversight 
  — Insurance oversight
  — Public health agencies and departments
•   Federal government 
•   Care delivery organizations and health systems
•   Payers 
•   Employers
•   Financial sector organizations

The Steering Group advocates for transformational change that will lead to 
meaningful reform in the health investment landscape. While incremental progress 
is helpful, these actions are unlikely to enable us to meet the above stated goals by 
2030 and are, therefore, insufficient. Transformative change is necessary and will 
move the nation forward on the critical path to better health. In this context, the 
stakeholder actions are characterized as either transformative or intermediate/
incremental.

Patients,  Families,  and Communities

Patients, families, and communities have a critical role in reversing the nation’s 
declining health trajectory through their lived experiences and power as voters 
and consumers of care. As demonstrated by the climate change movement, a 
broad-based grassroots movement will be necessary to push leaders to prioritize 
health above entrenched interests and to sustain the political will for change. 
As Daniel Dawes writes, the “political determinants of health,” or the relative 
empowerment across communities to participate in voting, governing, and 
otherwise influencing policy making, play an outsized role in creating a healthy 
and inclusive society (Erdelack, 2020).
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Transformative Action

•   Harness the political process and advocate for financial reforms and more 
equitable and inclusive health policies. 

Intermediate and Incremental Actions

•   Engage in advocacy skills training to enhance the power of the whole person, 
whole population health movement by expanding stakeholder networks. 
These activities could include educative, community-based public forums that 
increase civic engagement, improve health literacy, and provide lessons on 
effectively engaging policy makers and other public officials. New Orleans, 
Louisiana, and Charlotte, North Carolina, are two examples of cities that 
provide free training that helps residents build the necessary skills to improve 
quality of life in their communities. 

•   Develop and participate in community-based, multi-stakeholder coalitions 
to guide the design, implementation, and evaluation of programs to support 
whole person and whole population health and well-being. 

•  Ensure that a diverse array of community members is involved in the 
governance of local, state, and/or regional health coalitions to improve equity, 
inclusion, and representation as it pertains to race, ethnicity, age, and disability 
status, among other personal characteristics.

•   Educate stakeholders on the need to advocate for policies that prioritize whole 
health, including the indirect impacts of other policy decisions on health.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Harness the political process and advocate 
for financial reforms and more equitable and 
inclusive health policies.

Transformative 4.4 2.6

Engage in advocacy skills training to 
enhance the power of the whole person, 
whole population health movement by 
expanding stakeholder networks.

Intermediate 
and 
Incremental

2.8 3.6
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Develop and participate in community-
based, multi-stakeholder coalitions to guide 
the design, implementation, and evaluation 
of programs to support whole person and 
whole population health and well-being.

Intermediate 
and 
Incremental

3.2 3.4

Ensure that a diverse array of community 
members is involved in the governance 
of local, state, and/or regional health 
coalitions to improve equity, inclusion, and 
representation as it pertains to race, ethnicity, 
age, and disability status, among other 
personal characteristics.

Intermediate 
and 
Incremental

3 3.2

Educate stakeholders on the need to 
advocate for policies that prioritize whole 
health, including the indirect impacts of 
other policy decisions on health.  

Intermediate 
and 
Incremental

2.8 3.6

State and Local Governments

Legislative and Executive Branches. State governments finance significant 
portions of health care through their Medicaid and public employee benefit 
programs that are directed and regulated by General Assemblies and relevant 
agencies. Decisions under the purview of these legislative and executive governing 
bodies, such as which services they pay for and how they negotiate contracts 
with health plans and providers, can significantly impact the health and well-
being of state residents, making them important influencers of whole person and 
population health. 

Transformative Actions

•   Pursue and use 1115 waivers to cover innovative care and payment models that 
address social determinants of health. This waiver enables services determined by 
the state to be medically appropriate and cost-effective substitutes for covered 
services or settings under state Medicaid plans (OHA, 2023). Recent innovations 
in applying 1115 waivers include health-related social needs such as food-as-
medicine interventions, safe housing, and water pollution (Held, 2022).

•   Require managed care organizations to focus on prevention and social 
determinants of health through Medicaid managed care contracts. Examples 
of this include requiring managed care organizations to provide screening and 
referral services to address SDoH as seen in Wisconsin, embedding community 
health worker interventions delivered by culturally and linguistically competent 
community-based organizations (CBOs) as in Michigan, and collecting data 
on the housing needs of beneficiaries in Tennessee (ASTHO, 2022).
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•   Use accountable care organization models to assign providers responsibility 
for the costs and quality of a defined community’s health. 

•   Align policies across state health insurance programs like Medicaid, the 
Children’s Health Insurance Program (CHIP), and state employee insurance, 
as well as between state insurance programs and state social service entities 
to better support health outcomes. This alignment could be achieved by 
standardizing the data collected and eliminating barriers to interagency data 
sharing to identify gaps in access and track receipt of health-related services 
and supports across community settings.

•   Require that all nonprofit hospitals (those hospitals receiving tax exemptions, as 
described in footnote 3) engage in multi-stakeholder collaborations to establish 
and finance locally controlled pools of funds with a neutral community entity 
as a fiscal agent similar to the Massachusetts Prevention & Wellness Trust Fund 
program (MPHA, 2019). The fund would create a sustainable mechanism 
for combining—either through braiding or blending1—financial resources 
from different sources to build and sustain community infrastructure (Urban 
Institute, 2022). Goals might include:

  — 50 percent of community collaborations (such as Accountable Communities 
for Health) establishing a locally controlled pool of funds, which would 
be governed by consumer-led advisory councils in 2030. This pool of 
funds would enable communities to make community-based decisions on 
allocating resources toward building and sustaining access to community-
based interventions, infrastructure, and capacity building; 

  — 50 percent of community collaborations with locally controlled pools of 
funds allocating sufficient funding for community infrastructure by 2030; 

  — 50 percent of communities developing social service networks consisting of 
CBOs and entities. The network would specialize in providing services that 
address needs identified in community health needs assessments (CHNAs) 
and community health assessments (CHAs) by 2030; and 

  — 50 percent of nonprofit hospitals in each state contributing to locally 
controlled community funds by 2030 to ensure more health financing is 
controlled by communities. The amount donated would be the difference 

1 Blended and braided funding involves combining two or more sources of funding toward 
a program or activity. Braided funding pools funding streams toward a single purpose while 
accounting, tracking, and reporting for each funding source. Unlike braided funding, blended 
funding does not account, track, or report for each funding source. These strategies can be used 
to attract limited financing from more than one source to fund needed public policy priorities. 
However, effectively braiding funding streams requires organizations to track requirements, metrics, 
and measures of different funders.
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between reported charity care as a percent of operating expenses in the 
current fiscal year and the charity care average of the past 3 years as a 
percentage of operating expenses.

•   Design and require the use of Health Impact Assessments (HIAs)—like 
Environmental Impact Assessments (EIAs)2—to assess the impact of policy 
proposals and business activities on health, particularly in sectors where health 
impacts may not be currently considered (Cole and Fielding, 2007). HIAs 
could be applied to the creation of new policies, projects, and programs or 
the implementation of existing ones. HIAs can also inform EIAs, which 
often do not consider health outcomes. Mandatory HIAs would not force 
decision-makers to act on the information but would ensure awareness and 
consideration of the potential health effects when considering programmatic 
and policy decisions.

•   Develop, or require the development of, cross-sector data sharing capabilities 
to facilitate cross-platform collaboration between public health, insurance, 
social services, and care delivery information systems. Health information 
exchanges, all payer claims databases, and social services referral networks are 
all examples of data aggregators that are not currently integrated in utilizing 
their data toward realizing whole person, whole population health in an 
aligned fashion.

Incremental and Intermediate Action

•   Require nonprofit health systems to apply community benefit dollars3 
toward impact investments that improve social, economic, and environmental 
conditions in disadvantaged communities while also producing economic 
returns for investors. Considering that for-profit hospitals in aggregate provided 
more charity care than nonprofit hospitals per every $100 in total expenses, 
this action would require the benefits of tax exemptions and subsidies to be 
passed onto the community (Hyman and Bai, 2022). 

2 An Environmental Impact Assessment evaluates the environmental consequences of a policy, 
plan, or project before a decision to move forward is made. It requires decision-makers to consider 
environmental values in their decisions and to justify those decisions should they decide to 
implement a plan.

3 Almost 70 percent of U.S. hospitals are not-for-profit entities and are therefore exempt from 
federal, state, and local taxes in recognition of their “community benefit.” Community benefit 
refers to the activities undertaken by these hospitals to improve the health of the communities 
they serve. The Affordable Care Act (ACA) added a section to the IRS code which contained new 
requirements related to community benefits that nonprofit hospitals must meet to qualify for tax-
exempt status. These requirements include conducting a CHNA and having a written financial 
assistance policy for medically necessary and emergency care.
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The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Pursue and use 1115 waivers to cover 
innovative care and payment models that 
address social determinants of health.

Transformative 3.6 4

Require managed care organizations to 
focus on prevention and social determinants 
of health through Medicaid managed care 
contracts.

Transformative 3.4 4

Use accountable care organization models 
to assign providers responsibility for the 
costs and quality of a defined community’s 
health.

Transformative 3.4 3

Align policies across state health insurance 
programs like Medicaid, Children’s Health 
Insurance Program, and state employee 
insurance, as well as between state insurance 
programs and state social service entities to 
better support health outcomes.

Transformative 3.4 2.8

Require that all nonprofit hospitals engage 
in multi-stakeholder collaborations to 
establish and finance locally controlled pools 
of funds with a neutral community entity 
as a fiscal agent similar to the Massachusetts 
Prevention & Wellness Trust Fund program.

Transformative 4.6 3.2

Design and require the use of HIAs to assess 
the impact of policy proposals and business 
activities on health, particularly in sectors 
where health impacts may not be currently 
considered.

Transformative 3.4 3.4

Develop, or require the development of, 
cross-sector data-sharing capabilities to 
facilitate cross-platform collaboration 
between public health, insurance, social 
services, and care delivery information 
systems.

Transformative 3.4 2.6
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Require nonprofit health systems to 
apply community benefit dollars toward 
impact investments that improve social, 
economic, and environmental conditions 
in disadvantaged communities while also 
producing economic returns for investors.

Intermediate 
and 
Incremental

3.3 3.8

Community Benefit Oversight. Nonprofit hospitals comprise about 70 
percent of all hospitals in the United States. These hospitals are exempt from 
federal, state, and local taxes because they meet requirements to provide charity 
care and other benefits to the community in which they operate (CAP, 2022). 
However, the U.S. Internal Revenue Code requirements for nonprofit hospitals 
are relatively general and do not specify a minimum value or type of community 
benefits that must be provided to receive this exemption. States have the authority 
to strengthen, clarify, and expand these requirements in service of whole person 
and population health (CAP, 2022).

Transformative Actions

•   States should set performance goals to improve health outcomes and transform 
nonprofit hospitals’ approaches to consumer engagement and care. Key goals 
to achieve by 2030 could include:

  — 50 percent of nonprofit hospitals’ CHNAs and community health 
improvement plans (CHIPs) involve developing and/or engaging in cross-
sector collaborations (such as local or regional accountable communities 
for health) that include consumers in at least 10 percent of activities; 

  —  50 percent of CHNAs and CHIPs reported each year specify the dollar 
amounts necessary to build effective cross-sector collaborations or sustain 
those already in existence;

   —  50 percent of reporting entities’ community benefit investments emphasize 
or catalyze cross-sector collaborations aligned with priorities identified in 
local CHNAs and CHIPs; and

   —  50 percent of cross-sector collaborations formed by reporting entities are 
community-governed, with at least 20 percent authentic representation of 
consumers with lived experiences.

Intermediate and Incremental Actions

•   Amplify baseline federal requirements to promote meaningful engagement 
of cross-sector and/or community-governed collaborations in nonprofit 
hospitals’ CHNAs and public health departments’ CHAs. For example, by 
engaging community actors in assessing health and social service providers’ 

http://nap.nationalacademies.org/27141


Valuing America's Health: Aligning Financing to Award Better Health and Well-Being

Copyright National Academy of Sciences. All rights reserved.

92  |  Valuing America’s Health

PREPUBLICATION COPY—Uncorrected Proofs

capacity as part of the needs assessment process, hospitals and public health 
departments can look beyond programming focused largely on addressing 
health conditions toward strengthening community infrastructure to improve 
wellness more broadly. 

•   Require the standardization and integration of CHNAs conducted by hospitals 
within the same health system to yield robust data on unmet health and 
health-related social needs within a designated service area. The data can then 
be shared across hospitals and with other community actors to inform system- 
and community-wide programs to address unmet needs across institutions and 
local jurisdictions.

•   Leverage state authority to make appointments to the boards of public hospitals 
that ensure meaningful community representation. Require nonprofit hospitals 
to do the same, as a condition of their tax exemption.

•   Use certificate of need decisions to address inequities and disparities relating 
to access to primary care, geographic location, race, ethnicity, disability status, 
etc.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Set performance goals to improve health 
outcomes and transform nonprofit hospitals’ 
approaches to consumer engagement and 
care.

Transformative 3.8 3

Amplify baseline federal requirements 
to promote meaningful engagement of 
cross-sector and/or community-governed 
collaborations as key components in 
CHNAs and CHAs.

Intermediate 
and 
Incremental

2.6 3.2

Require the standardization and integration 
of CHNAs conducted by hospitals within 
the same health system to yield robust data 
on unmet health and health-related social 
needs within a designated service area.

Intermediate 
and 
Incremental

2.4 3.8
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Leverage state authority to make 
appointments to the boards of public 
hospitals that ensure meaningful community 
representation.

Intermediate 
and 
Incremental

2 3.8

Use certificate of need decisions to address 
inequities and disparities relating to access 
to primary care, geographic location, race, 
ethnicity, disability status, etc.

Intermediate 
and 
Incremental

3 3.2

Insurance Oversight. States have the vantage point to see the health system as 
a whole in ways that individual providers, payers, patients, and even communities 
do not, putting them in the position to shape health payment systems through 
legislation and regulation of commercial payers selling plans to state employers 
and residents.

Transformative Actions

•   Adopt and expand laws and regulations pertaining to health insurance rate 
review4 and, specifically approval authority. Use that authority to accelerate 
payer reform, alignment, and whole person and population health. Regulatory 
targets could include:

  — Incorporate considerations around affordability and access, particularly for 
high-value primary care, into rate review criteria. 

   —  Require disclosures of data on the health status of covered populations, 
including stratification across factors such as but not limited to race, 
ethnicity, geographic location, and income.

  — Require the creation and implementation of equity plans to ensure that 
rate increases do not contribute to disparities in affordability and access. A 
component of this plan should be an assessment of coordination between 
in-network health systems and community-based organizations to evaluate 
access to health-related services such as food, housing, and transportation.

Intermediate and Incremental Action

•   Leverage state insurance department approval processes to institute usual 
source of care requirements for fully insured health plans. These requirements 
could include screening and referral of enrollees to a usual source of care and 

4 Health insurance rate review is a process “designed to improve insurer accountability and 
transparency [by evaluating] whether insurers’ proposed annual rate increases are based on reasonable 
cost assumptions and solid evidence and [allowing] consumers the chance to comment on proposed 
increases.” See https://ratereview.healthcare.gov (accessed October 5, 2022).
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educating program staff on usual source of care benefits. Requiring a usual 
source of care in health plans will increase care coordination across behavioral, 
oral, primary care, and specialty services, thereby improving health outcomes.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Adopt and expand laws and regulations 
pertaining to health insurance rate review 
and, specifically, approval authority.

Transformative 4.2 3.2

Leverage state insurance department 
approval processes to institute usual source 
of care requirements for fully insured 
health plans.

Intermediate 
and Incremental

3 3.3

Appropriations. States also have the authority to appropriate and allocate 
funding toward policies, programs, and services that support whole person and 
population health, including education, public welfare, health care, infrastructure, 
legal services, and housing and community development initiatives. Allocation of 
resources with the goal of improving health would require states to consider and 
apply a health-in-all-policies approach. 

Transformative Action

•   Place unspent government funds from pandemic-era legislation such as the 
American Rescue Plan Act into community-governed pools and allow service 
beneficiaries and navigators to govern their use toward upstream determinants 
of health and social services. State dental funding in Hawaii and pooled HIV 
funding in New York are examples of this approach. 

Intermediate and Incremental Action

•   Earmark funds for structured training at the local level to strengthen political 
and health literacy, as well as civic engagement and community governance 
skills. New Orleans, Louisiana, and Charlotte, North Carolina, are two examples 
of cities that provide free training to help residents build the necessary skills to 
improve quality of life in their communities. 
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The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Place unspent government funds 
from pandemic-era legislation such as 
the American Rescue Plan Act into 
community-governed pools and allow 
service beneficiaries and navigators 
to govern their use toward upstream 
determinants of health and social services.

Transformative 3.6 2.8

Earmark funds for structured training at the 
local level to strengthen political and health 
literacy, as well as civic engagement and 
community governance skills.

Intermediate 
and 
Incremental

2.8 3.4

Public Health Agencies and Departments. As discussed in Chapters 1 
and 2, public health agencies at all levels of government have been chronically 
underfunded and underserved, limiting the impact they can have on the 
communities they serve. Responsible for health promotion and disease prevention, 
public health agencies are well suited to serve as backbone organizations of multi-
stakeholder coalitions to address whole health issues at the local and state levels 
if properly resourced.

Transformational Actions

•   Provided the necessary resources, lead the development of community-wide 
goals and collective impact strategies to improve health and equity, involving 
multiple government agencies, nonprofit partners, and the private sector. 
Support the full engagement of community residents in the process.

•   Partner with health care organizations incentivized to better health outcomes 
to codevelop and lead community programs that advance prevention. Support 
the full engagement of community residents and local organizations in the 
process.

Intermediate and Incremental Actions

•   Lead coordination of CHAs and CHNAs, so that they provide opportunities 
for meaningful engagement of community residents, address key determinants 
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of health, and advance prevention across the community, shifting collective 
emphasis away from individual conditions (such as diabetes and heart disease) 
to community infrastructure that better supports health. 

•   Create protocols for systematically assessing the capacity of community health 
and social service providers to determine how the community as a whole can 
address service gaps in an efficient, collective, and sustainable way.

•   Utilize public health authority as appropriate to allow community-supported 
strategies to have the greatest impact. For example, if a goal is to reduce falls 
among the elderly, the health department can receive reports of emergency 
department visits to identify areas of a community in need of additional 
resources.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Lead the development of community-
wide goals and collective impact strategies 
to improve health and equity, involving 
multiple government agencies, nonprofit 
partners, and the private sector. Support the 
full engagement of community residents in 
the process.

Transformative 4 2.4

Partner with health care organizations 
incentivized to better health outcomes to 
codevelop and lead community programs 
that advance prevention. Support the full 
engagement of community residents and 
local organizations in the process.

Transformative 4 3.8

Lead coordination of CHAs and CHNAs, 
so that they provide opportunities for 
meaningful engagement of community 
residents, address key determinants of 
health, and advance prevention across the 
community, shifting collective emphasis 
away from individual conditions (such as 
diabetes and heart disease) to community 
infrastructure that better supports health.

Intermediate 
and 
Incremental

3.2 3.4
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Create protocols for systematically assessing 
the capacity of community health and 
social service providers to determine how 
the community as a whole can address 
service gaps in an efficient, collective, and 
sustainable way.

Intermediate 
and 
Incremental

2.4 3.6

Utilize public health authority as 
appropriate to allow community-supported 
strategies to have the greatest impact.

Intermediate 
and 
Incremental

2.5 2.3

Federal Government

The legislative and executive branches of the U.S. federal government are vested 
with the power to make new laws or change existing laws and implement or 
enforce laws passed by Congress, respectively. Where aligned, these two branches 
of the federal government (the legislative and executive) have substantial latitude 
to legislate and enforce landmark laws such as the Medicare and Medicaid Act or 
the Patient Protection and Affordable Care Act (ACA). Given the political will, 
the federal government could leverage its broad authority to significantly advance 
additional health-promoting policies and appropriate more resources to support 
the implementation of health-supporting programs (The White House, 2022a,b).

Transformative Actions

•   Expand ACA requirements governing “essential benefits” for plans sold in 
the individual and small group markets. Added supports and services could 
include integrative care, home- and community-based services, and caregiver 
services.5

•   Review Employee Retirement Income Security Act of 1974 (ERISA) and 
large group insurance requirements to add integrative care and home and 
community services and supports as essential benefits.

•   Revise the medical loss ratios (MLRs) used in the ACA to become “health 
loss ratios” that support health rather than health care. The MLR is a financial 
metric to ensure health plans provide value to enrollees by spending at least 80 
percent or more of their premium income on health care claims and quality 

5 The ACA requires health plans in small and individual group markets to cover essential health 
benefits, which include services in 10 benefit categories: ambulatory patient services; emergency 
services; hospitalization; maternity and newborn care; mental health and substance use disorder 
services, including behavioral health treatment; prescription drugs; rehabilitative and habilitative 
services and devices; laboratory services; preventive and wellness services and chronic disease 
management; and pediatric services, including oral and vision care. While these essential health 
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improvement (as opposed to administration, marketing, and profit). A health 
loss ratio would require plans to spend a certain percentage of their premium 
income not only on paying medical claims but on proven investments to 
maintain and improve their enrollees’ health, providing flexibility for health 
plans and, by extension, health service providers to invest in more non–health 
care related social drivers and community resources.

•   Design and require the use of health impact assessments (HIAs)—like 
environmental impact assessments (EIAs)6—to assess the impact of policy 
proposals and business activities on health, particularly in sectors where health 
impacts may not be currently considered (Cole and Fielding, 2007). HIAs 
could be applied to the creation of new policies, projects, and programs or the 
implementation of existing ones. HIAs can also inform EIAs, which often do not 
consider health outcomes. Mandatory HIAs would not force decision-makers 
to act on the information but would ensure awareness and consideration of the 
potential health effects when considering programmatic and policy decisions.

•   Supplement federal health care reform efforts to create a federal benefits package 
that incentivizes an expanded or reconsidered set of “essential benefits” (e.g., 
home- and community-based services [HCBS], “in lieu of” services).

•   Require that all nonprofit hospitals engage in multi-stakeholder collaborations 
to establish and finance locally controlled pools of funds with a neutral 
community entity as a fiscal agent similar to the Massachusetts Prevention 
& Wellness Trust Fund program (MPHA, 2019). The fund would create a 
sustainable funding mechanism for combining—either through braiding or 
blending7—financial resources from different sources to build and sustain 
community infrastructure (Urban Institute, 2022). Goals might include:

benefits reflect comprehensive coverage of health care services, they do not include many services 
that have been shown to improve health. Expanding this definition of essential health benefits for 
small group and individual insurance plans to encompass integrative care, home- and community-
based services, and caregiver services as appropriate would go far in ensuring people are connected 
with support to maintain and advance whole health.

6 An environmental impact assessment evaluates the environmental consequences of a policy, 
plan, or project before a decision to move forward is made. It requires decision-makers to consider 
environmental values in their decisions and to justify those decisions should they decide to 
implement a plan.

7 Blended and braided funding involves combining two or more sources of funding toward 
a program or activity. Braided funding pools funding streams toward a single purpose while 
accounting, tracking, and reporting for each funding source. Unlike braided funding, blended 
funding does not account, track, or report for each funding source. These strategies can be used 
to attract limited financing from more than one source to fund needed public policy priorities. 
However, effectively braiding funding streams requires organizations to track requirements, metrics, 
and measures of different funders.
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  — 50 percent of community collaborations (such as accountable communities 
for health) establishing a locally controlled pool of funds, which would 
be governed by consumer-led advisory councils in 2030. This pool of 
funds would enable communities to make community-based decisions on 
allocating resources toward building and sustaining access to community-
based interventions, infrastructure, and capacity-building; 

  — 50 percent of community collaborations with locally controlled pools of 
funds allocating sufficient funding for community infrastructure by 2030; 

  — 50 percent of communities developing social service networks consisting of 
CBOs and entities. The network would specialize in providing services that 
address needs identified in CHNAs and CHAs by 2030; and 

  — 50 percent of nonprofit hospitals in each state contributing to locally 
controlled community funds by 2030 to ensure more health financing is 
controlled by communities. The amount donated would be the difference 
between reported charity care as a percent of operating expenses in the 
current fiscal year and the charity care average of the past 3 years as a 
percentage of operating expenses.

•   Require nonprofit hospitals and health systems to apply community benefit 
dollars8 toward impact investments that improve social, economic, and 
environmental conditions in disadvantaged communities while also producing 
economic returns for investors. Considering that for-profit hospitals in 
aggregate provided more charity care than nonprofit hospitals per every $100 
in total expenses, this action would require the benefits of tax exemptions and 
subsidies to be passed onto the community (Hyman and Bai, 2022). 

•   Create a parsimonious set of performance measures that provide meaningful 
information on the most important outcomes at the individual and community 
levels. An important model in this respect is presented in the 2015 Institute 
of Medicine report Vital Signs: Core Metrics for Health and Health Care Progress. 
These measures could be created by building off Vital Signs measures, and the 
related work of the Centers for Medicare & Medicaid Services (CMS) on 
Medicaid HCBS, as well as for Medicare-Medicaid enrollees in its Meaningful 
Measures initiative. These measures would be whole person (i.e., not focused 

8 Almost 70 percent of U.S. hospitals are not-for-profit entities and are therefore exempt from 
federal, state, and local taxes in recognition of their “community benefit.” Community benefit 
refers to the activities undertaken by these hospitals to improve the health of the communities 
they serve. The ACA added a section to the IRS code which contained new requirements related 
to community benefits that nonprofit hospitals must meet to qualify for tax-exempt status. These 
requirements include conducting a CHNA and having a written financial assistance policy for 
medically necessary and emergency care.
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on one diagnosis or a narrow set of clinical experiences) and inclusive of an 
individual’s nonclinical needs, preferences, and goals for enhanced health and 
well-being in ways that matter to the individual. In addition, the measures 
should be stratified across race, ethnicity, income, and disability to ensure a 
focus on monitoring and targeting inequities and implicit bias in measure sets.

•   Require a 2-5 percent withholding from current federal grants to state programs 
to create a flexible federally funded pool for which localities or states could 
apply to implement community-governed whole person health improvement 
strategies. Eligibility would be provided to communities with the worst health 
outcomes and applicants would include a wide array of participants across 
the care and services continuum with an aligned governing structure and 
strategic plan. This funding pool would employ flexible federal requirements 
across programs that waive existing and conflicting program rules; optimize 
existing funds to support regional or local whole health interventions; offer 
tax credits and subsidies for entities that meaningfully participate with funding 
from the pool; and would require that earned interest be used for social service 
alignment.

•   CMS should stop paying for interventions or services not proven to improve 
health outcomes (such as low-value care identified by the Choosing Wisely 
campaign) in the vein of CMS’s 2008 rule ending reimbursement for hospital-
acquired conditions. CMS should also increase scrutiny of new and existing 
therapeutics and adjust their reimbursement policies accordingly, following 
the example of a 2022 rule requiring Medicare Part D sponsors to establish 
drug management programs for beneficiaries who are at risk for misuse or 
abuse of opioids. 

Intermediate and Incremental Actions

•   Create a funding pool modeled off the CMMI State Innovation Model (SIM) 
that would incentivize less-resourced states or regions to adopt population-
based global budgets, specifically focusing on improving children’s health,9 as 
communities, health care payers, and providers often need financial support to 
transition to innovative payment models that support whole person care (e.g., 

9 A new SIM grant focused on children’s health would yield long-term returns on population 
health (NASEM, 2021). In the past, it has been challenging to justify investments in pediatric health 
models due to a narrow 3- to 5-year time horizon for measuring returns on investment under 
the typical performance period for Center for Medicare & Medicaid Innovation models (Podulka 
and Narayan, 2021). However, with a longer-term focus, investments in children’s health would be 
easier to defend from a financial perspective. This challenge underscores the need to lengthen the 
time frame for calculating and evaluating actuarial return on investment.
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all-payer global budgets).10 For example, Pennsylvania received $25 million 
from CMS to provide technical assistance and other support through its new 
Rural Health Redesign Center. 

•   Increase funding and support for programs that address health-related social 
factors. Other sources of funding include private philanthropy, foundations, 
and the global budgets themselves, which can be set up to provide additional 
room for population health investments (Sharfstein et al., 2017). These 
programs could be supported in part by providing flexibility and guidance 
to stakeholders with respect to better unifying federally funded programs 
across a whole-of-government framework on whole person health and well-
being. A focus on whole health would enable the government to fill the gaps 
between federally funded programs across the U.S. Department of Education 
(Individualized Education Programs), the U.S. Department of Agriculture 
(Supplemental Nutrition Assistance Program and National School Lunch 
Program), the U.S. Department of Health and Human Services (Temporary 
Assistance for Needy Families, Federally Qualified Health Centers, and 
Medicaid), the U.S. Department of Labor (workforce development programs), 
and others. By filling these gaps, the integration of these programs would 
result in a comprehensive suite of population-based health services and 
supports. Financial incentives could also be provided to drive collaboration 
and alignment between Medicaid and social service programs at the state level.

•   Create a commission to deliver recommendations to Congress on how to 
restructure existing health and social service programs to bring greater value 
to consumers and taxpayers.

•   Strengthen and optimize Community Health Needs Assessments to center 
on community-governed interventions and funding in order to enhance 
collective financing mechanisms listed in the previous section.

•   Pioneer the development and implementation of payment models based 
on priorities of community-based organizations and designed with their 
partnership. These payment models would reward health systems for 
contributing to community health and well-being improvements.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

10 A National Academies’ committee recently noted, “Even when there is financial alignment, 
organizations with fewer resources may not be able to respond … without upfront resources” 
(NASEM, 2016).
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Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Expand ACA requirements governing 
“essential benefits” for plans sold in the 
individual and small group markets.

Transformative 4.2 2.8

Review ERISA and large group insurance 
requirements to add integrative care and 
home and community services and supports 
as essential benefits.

Transformative 3.6 2.6

Revise the medical loss ratios used in the 
ACA to become “health loss ratios” that 
support health rather than health care.

Transformative 4.4 3.0

Design and require the use of health impact 
assessments to assess the impact of policy 
proposals and business activities on health, 
particularly in sectors where health impacts 
may not be currently considered.

Transformative 3.8 2.8

Supplement federal health care reform 
efforts to create a federal benefits 
package that incentivizes an expanded or 
reconsidered set of “essential benefits.”    

Transformative 4 2.8

Require that all nonprofit hospitals engage 
in multi-stakeholder collaborations to 
establish and finance locally controlled pools 
of funds with a neutral community entity as 
a fiscal agent.

Transformative 3.8 2.4

Require nonprofit health systems to 
apply community benefit dollars toward 
impact investments that improve social, 
economic, and environmental conditions in 
disadvantaged communities.

Transformative 3.4 3.4

Create a parsimonious set of quality 
measures that provide meaningful 
information on person-centered health and 
well-being outcomes.

Transformative 3.6 4.4

Require a 2% to 5% withholding from 
current federal grants to state programs to 
create a flexible federally funded pool for 
which localities or states could apply to 
implement community-governed whole 
person health improvement strategies.

Transformative 3.6 3.2
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CMS should stop paying for interventions 
or services not proven to improve health 
outcomes and increase scrutiny of new 
and existing therapeutics, adjusting their 
reimbursement policies accordingly.

Transformative 3.4 3.2

Create a funding pool modeled off the 
CMMI State Innovation Model that would 
incentivize less-resourced states or regions 
to adopt population-based global budgets, 
specifically focusing on improving children’s 
health, as communities, health care payers, 
and providers often need financial support 
to transition to innovative payment models 
that support whole person care (e.g., all-
payer global budgets).

Intermediate 
and 
Incremental

2.8 3.4

Increase funding and support for programs 
that address health-related social factors.

Intermediate 
and 
Incremental

3.0 2.6

Create a commission to deliver 
recommendations to Congress on how 
to restructure existing health and social 
service programs to bring greater value to 
consumers and taxpayers.

Intermediate 
and 
Incremental

2.0 4.4

Strengthen and optimize CHNAs to center 
on community-governed interventions 
and funding in order to enhance collective 
financing mechanisms listed in the previous 
section.

Intermediate 
and 
Incremental

3.2 3.8

Pioneer the development and 
implementation of payment models based 
on priorities of CBOs and designed with 
their partnership.

Intermediate 
and 
Incremental

3.2 3.2

Examples of how federal government policy changes, actions, and 
communications can influence a multisector cascade of change, including in state 
and local governments as well as the financial sector, are detailed in Appendix C.

Care Deliver y Organizations and Health Systems

Comprising more than 15 percent of the U.S. economy and standing at the 
front lines of health care, care delivery organizations, including hospitals and 
health systems, play a vital role in ensuring the health of patients, families, and 
communities. To ensure these organizations most efficiently, effectively, and 
equitably foster whole health, incentives must be restructured to reduce the 
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financial benefits of volume-dependent care and increase the attractiveness of 
value-based models that incorporate community health workers and other health 
professionals. Financial incentives must also be directed toward public health, 
especially social drivers of whole person, whole population health. Moreover, 
whole ecosystems adjacent to health systems, including information technology 
infrastructure, schools, and the legal system, must be meaningfully engaged to 
build the necessary upstream conditions to ensure the key tenets of whole person, 
whole population health, which include human thriving, sharing data to improve 
care quality, and targeting population-specific health issues.

Transformative Actions

•   Transform the landscape of economic incentives to support whole person 
health by transitioning 75 percent of the health system reimbursement 
framework to population-based payments. 

•   Pursue multilevel approaches to working collaboratively with community 
stakeholders, such as: 

  — Fair compensation for community health workers;
  — Credibly and meaningfully integrating community voices into health 

system strategy and decision-making; and
  — Building meaningful alliances with a broad ecosystem of CBOs like social 

services, food and nutrition experts, behavioral health experts, and substance 
use experts, in addition to law enforcement, emergency response, criminal 
justice, and schools.

•   Invest in information technology infrastructure that can catalyze gains in 
community health, such as robust information exchange and data-sharing 
processes between care delivery organizations and CBOs, as well as “digital 
front doors” (i.e., health kiosks) in the community. Where technology is used 
by the public, these services should also reduce the digital divide through 
reduced barriers to access, education on technology navigation and use, and 
the availability of nontechnological alternatives.

•   Screen patients for health-related social needs—such as access to food, 
shelter, and transportation—and provide closed-loop referrals via community 
information exchanges to social service entities and community-based 
organizations that can meet those needs.

Intermediate and Incremental Actions

•   Set goals for an increased amount of community benefit dollars and grants 
spent on evidence-based services and strategies that strengthen whole 
person, population health and well-being (e.g., public transportation services, 
nutritious meals programs, and stable housing initiatives). 
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•   Align the compensation structure of senior executives to health system 
performance on a set of community defined health metrics. 

•   Establish a community liaison infrastructure within the health system to align 
activities and create shared expectations with CBOs.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Transform the landscape of economic 
incentives to support whole person health 
by transitioning 75% of the health system 
reimbursement framework to population-
based payments.

Transformative 4.6 2.2

Pursue multilevel approaches to working 
collaboratively with community stakeholders, 
such as fair compensation for community 
health workers, credibly and meaningfully 
integrating community voices into health 
system strategy and decision-making, and 
building meaningful alliances with a broad 
ecosystem of community organizations.

Transformative 3.8 2.6

Invest in information technology 
infrastructure that can catalyze gains 
in community health, such as robust 
information exchange and data-sharing 
processes between care delivery organizations 
and CBOs, as well as “digital front doors” 
(i.e., health kiosks) in the community.

Transformative 3.4 3.4

Screen patients for social determinants 
of health and health-related social needs 
and provide closed-loop referrals to social 
service entities and CBOs that can meet 
those needs.

Transformative 4.2 4.5

Set goals for an increased amount of 
community benefit dollars and grants spent 
on evidence-based services and strategies 
that strengthen whole person, whole 
population health and well-being.

Intermediate 
and 
Incremental

3.2 3.6
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Align the compensation structure of senior 
executives to health system performance on 
a set of community defined health metrics.

Intermediate 
and 
Incremental

3.2 2.2

Establish a community liaison infrastructure 
within the health system to align activities 
and create shared expectations with CBOs.

Intermediate 
and 
Incremental

2.8 3.4

Payers

By negotiating rates for provider services and setting premium and deductible 
rates for consumers, private and public payers control key financial levers needed 
to transform care delivery (Brookings Health System, 2022). As a result, payers’ 
negotiation, contracting, and other business practices have tremendous power to 
cultivate whole person, whole population health.

Transformative Actions

•   Establish processes to routinely identify the social needs of health plan members 
and direct investments toward resources to address those needs. Engage entities 
such as the United Way, CMMI, CMS network lead entities, and others that 
are either large payers or entities that can credibly convene authentic and 
diverse community voices (churches, youth groups, school associations, etc.) 
to surface member needs and priorities. 

•   Create a population health business model where private payers such as 
commercial health insurance plans, insurance plan providers, health systems, 
and, if possible, CMS pay CBOs to create value and improve health and well-
being by facilitating healthy opportunities.

•   Evaluate and expand on the scope of “essential benefits” (e.g., HCBS, “in lieu 
of” services) required under ACA to include guaranteed coverage for services 
that produce whole health and well-being.

•   Reimburse care delivery organizations, social service entities, and community-
based organizations for closed-loop referrals targeting member social 
determinants of health and health-related social needs.

•   Hold health systems accountable to anchor organization11 practices that will 
promote whole person, whole population health through payer-provider 
contracts. Examples of these practices include the Anchor Mission approach, 
which encourages hospitals and universities to create pipelines for local 
community members to obtain employment and upward mobility within 

11 Anchor institutions are nonprofit or public place-based entities such as universities and 
hospitals that are rooted in their community through mission, invested capital, or relationships to 
customers, employees, residents, and vendors. 
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anchor organizations; procure services through local businesses; utilize 
available cash reserves toward long-term community projects that will 
enhance sustainability and inclusion; and utilize grants or impact investing 
to develop affordable housing. These practices also provide opportunities to 
impact key health system issues such as the fair compensation for community 
health workers or the need to include historically and/or present marginalized 
communities in organizational decisions. Hospitals such as Bon Secours Mercy 
Health in Ohio and the Richmond University Medical Center in Virginia 
have implemented elements of this approach.

Intermediate and Incremental Actions

•   Pioneer the development and implementation of payment models based 
on priorities of community-based organizations and designed with their 
partnership. These payment models would reward health systems for 
contributing to community health and well-being improvements.

•   Build alliances with key community partners (e.g., law enforcement, emergency 
response, criminal justice, schools, and social services providers) that encourage 
cooperation within the local ecosystem to support outcomes aligned with the 
Quintuple Aim. Examples include the BUILD Health Challenge Model and 
the Washington State Accountable Communities of Health.

•   Reduce practice consolidation by implementing payment policies inclusive 
of small, independent health care practices. This strategy would involve 
aggregate12 practices across specialties and functions in aggregate entities that 
are less formally integrated than managed services organizations.

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

12 Aggregation can be defined as the partial linking of distinct units. These units can include 
hospitals, practices, claims, electronic health records (EHRs), or any other component within the 
health care system (Liaw et al., 2017). 
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Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Establish processes to routinely identify the 
social needs of the health plan members 
and direct investments toward resources to 
address those needs.

Transformative 4.3 4.4

Create a population health business model 
where private payers such as commercial 
health insurance plans, insurance plan 
providers, health systems, and, if possible, 
CMS pay CBOs to create value and 
improve health and well-being by facilitating 
healthy opportunities.

Transformative 4.4 3.4

Evaluate and expand on the scope of 
“essential benefits” required under the ACA 
to include guaranteed coverage for services 
that produce whole health and well-being.

Transformative 3.8 3.2

Reimburse care delivery organizations, 
social service entities, and community-
based organizations for closed-loop referrals 
targeting member social determinants of 
health and health-related social needs.

Transformative 3.4 3.2

Hold health systems accountable to anchor 
organization practices that will promote 
whole person, whole population health 
through payer-provider contracts.

Transformative 3.8 2.0

Pioneer the development and 
implementation of payment models based 
on priorities of CBOs and designed with 
their partnership.

Intermediate 
and 
Incremental

3.2 3.2

Build alliances with key community partners 
(e.g., law enforcement, emergency response, 
criminal justice, schools, and social services 
providers) that encourage cooperation 
within the local ecosystem to support 
outcomes aligned with the Quintuple Aim.

Intermediate 
and 
Incremental

3.2 4.0

Reduce practice consolidation by 
implementing payment policies inclusive of 
small, independent health care practices.

Intermediate 
and 
Incremental

2.8 4.0
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Employers

Employers from all sectors collectively employ more than 164 million people 
in the United States. Through the work environments they foster and the 
benefits they offer, employers play a significant role in shaping the health of 
their employees, as well as others in their communities (BLS, 2022). In addition 
to creating healthy work environments and providing leadership on community 
health issues, employers can use their significant collective economic clout to 
advance employee-driven population health initiatives and negotiate with 
providers to accelerate the routine delivery of whole person care.

Transformative Actions

•   Enhance workforce well-being by establishing an expanded set of “essential 
benefits” in health benefit packages provided to employees that includes 
relevant social services (see federal government section for additional detail).

•   Establish linkages and partnerships with health care, local government, 
CBOs, and philanthropies that leverage employers’ position as community 
cornerstones, which includes:

  — their ability to influence individual employees within and outside the 
workplace, 

  — their power as purchasers of health plans, and 
  — the impact of their businesses on the local environment. 
•   Join forces to apply employers’ collective economic power in their 

communities to address health-related social challenges impacting members 
of the community, including employees. An example of one such partnership 
is the NOLA Coalition, which aims to harness members’ collective resources 
to create a safer and more prosperous New Orleans through near-term actions 
to reduce violence, in addition to a 3-year, $15 million program that aims 
to strengthen social services to support youth and drive generational change 
(NOLA Coalition, 2022). 

Intermediate and Incremental Actions

•   Capitalize on sector market power to purchase health plans that provide 
access to closed-loop referrals that target members’ health-related social needs, 
including access to food, shelter, and transportation.

•   Set minimum expectations for how health plans should contract and 
collaborate with community-based organizations.  

•   Incentivize employees through employer-purchased health plans to seek 
care from in-network practitioners with expertise in health behavior change, 
healthy lifestyles, and wellness (e.g., lifestyle medicine, integrative medicine).  
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The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Enhance workforce well-being by 
establishing an expanded set of “essential 
benefits” in health benefit packages provided 
to employees that includes relevant social 
services.

Transformative 4.0 3.8

Establish linkages and partnerships with 
health care, local government, CBOs, and 
philanthropies that leverage employers’ 
position as community cornerstones, 
which includes: their ability to influence 
individual employees within and outside 
the workplace; their power as purchasers 
of health plans; and the impact of their 
businesses on the local environment.

Transformative 3.4 3.6

Join forces to apply employers’ collective 
economic power in their communities 
to address health-related social challenges 
impacting members of the community, 
including employees.

Transformative 3.4 3.0

Capitalize on sector market power to 
purchase health plans that provide access to 
closed-loop referrals that target members’ 
health-related social needs.

Intermediate 
and 
Incremental

3.3 3.5

Set minimum expectations for how health 
plans should contract and collaborate with 
CBOs.  

Intermediate 
and 
Incremental

2.6 2.6

Incentivize employees through employer-
purchased health plans to seek care from 
in-network practitioners with expertise in 
health behavior change, healthy lifestyles, 
and wellness (e.g., lifestyle medicine, 
integrative medicine).  

Intermediate 
and 
Incremental

2.8 2.6
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Financial Sector Organizations

As of September 30, 2022, the total market capitalization of the U.S. stock 
market was around $46 trillion, with capital invested in 11 sectors of publicly 
listed companies, including but not limited to health care, financials, real estate, 
consumer staples, and energy (MSCI, 2022; Siblis Research, 2022). The substantial 
overlap and market power of these companies provide a significant opportunity 
to reshape markets to incentivize and reward whole person, whole population 
health. The following are opportunities for action for finance leaders both within 
and beyond the health care sector that would significantly impact how health 
is valued and financed. These stakeholders include chief financial officers of 
corporations, investment units within banking institutions, and leaders of venture 
capital/private equity firms.

Transformative Actions

•   Create industry and professional standards (e.g., for hospitals, health plan 
actuaries, and chief financial officers at all health care organizations) that 
redefine return on investment (ROI) in a way that explicitly quantifies the 
economic value of health in the population being served. Consider the 
business case for financial returns derived from economic productivity driven 
by better workforce and community health.

•   In tandem with the right regulatory incentives, forge partnerships with a 
diverse array of entities to ensure that financing sources correspond with the 
entities that benefit from services in terms of ROI. For example, if an asthma 
remediation effort reduces employee absenteeism (because working parents 
less frequently have to stay home with asthmatic children), employers should 
contribute toward the cost of the remediation effort in the community. In 
forging these partnerships, financial sector organizations should consider the 
following:

  — Benefits and their impact across sectors must be captured, defined, and 
measured.

  — Subsidies might be necessary if the sum of the benefits, properly mapped 
to various nongovernmental stakeholders, does not equal the cost of the 
intervention, as benefits would also accrue to the public sector (e.g., in the 
form of reduced service needs or program payments). Subsidies could take 
the form of tax or direct expenditures proportional to the value placed on 
the benefits accrued by the public sector.

  — The challenge of ROIs not accruing to specific stakeholders/investors or 
not accruing fast enough in measuring social services impact and calculating 
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subsidies, as well as funding and implementing health-related social services, 
must be addressed. 

•   Form an entity (similar to MedPAC13) that can influence investors to redefine 
actuarial ROIs, allowing for longer time horizons and a more dedicated 
focus on collaboration and well-being. This entity would establish common 
standards and outcome metrics that can be used both for self-accountability 
and external accountability.  

•   Create and finance opportunities to improve the health of communities, such 
as the Healthy Neighborhoods Equity Fund described in Chapter 3 (HNEF, 
2022).

•   To promote the economic viability of investments that promote whole person 
health, encourage reporting of financial measures (such as revenue growth) and 
health measures (such as improved patient-reported outcome measures) over 
longer time horizons. By de-emphasizing monthly, quarterly, or annual growth, 
innovative financing models could be given a chance to be fully implemented 
and delivered before the need for financial returns are required.

Apply, where possible, an HIA to assess the value of health to financial sector 
organizations, the impact of specific government or private sector actions on 
health, and the impact of health or morbidity on a local, community, business, 
or national level. This assessment may also adopt a framework that accounts for 
relationships between:

•   An organization’s actions and its impact on population health;
•   Population health and its impact on an organization’s reputation; and  
•   Population health status and its impact on society at large.

Intermediate and Incremental Actions

•   Recognize and account for the “wrong pocket problem” in calculations 
investors make, as payers may not be the sole beneficiaries of the returns 
accrued. 

The following table provides an overview of the Steering Group’s judgment of 
the impact and feasibility of the priority actions described above.

13  The Medicare Payment Advisory Commission (MedPAC) is an “independent congressional 
agency established by the Balanced Budget Act of 1997 (P.L. 105-33) to advise the U.S. Congress 
on issues affecting the Medicare program.” See https://www.medpac.gov/what-we-do (accessed 
October 7, 2022). 
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Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Create industry and professional standards 
(e.g., for hospitals, health plan actuaries, 
and chief financial officers at all health care 
organizations) that redefine ROI in a way 
that explicitly quantifies the economic value 
of health in the population being served.

Transformative 4.0 2.4

In tandem with the right regulatory 
incentives, partner with a diverse array of 
entities that benefit from health-related 
social services to finance them.

Transformative 3.6 2.8

Form an entity (similar to MedPAC) that 
can influence investors to redefine actuarial 
ROIs, allowing for longer time horizons and 
a more dedicated focus on collaboration and 
well-being.

Transformative 3.6 3.0

Create and finance opportunities to improve 
the health of communities, such as the 
HNEF.

Transformative 3.8 3.4

To promote the economic viability of 
investments that promote whole person 
health, encourage reporting of financial 
measures such as revenue growth and health 
measures such as improved patient-reported 
outcome measures over longer time 
horizons.

Transformative 4.4 2.8

Apply, where possible, an HIA that would 
assess the value of health to financial 
sector organizations, the impact of specific 
government or private sector actions 
on health, and the impact of health or 
morbidity on a local, community, business, 
or national level.

Transformative 3.8 2.8

Recognize and account for the “wrong 
pocket problem” in calculations investors 
make, as payers may not be the sole 
beneficiaries of the returns accrued.

Intermediate 
and 
Incremental

3 3
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CONCLUSION

The path toward creating a nation that values whole person and whole 
population health in an equitable manner requires more than the sum of the 
transformative and intermediate/incremental actions described in this chapter. 
Ultimately, change of this magnitude will require shifts in key principles. First, 
our system must redefine what it means for individuals, communities, and private 
enterprises to be successful in today’s society. Our current definition of success—
quarterly growth, return on investment, and economic gains—must be redefined 
to, at least in part, recognize the societal value of individual and collective health. 
Second, each and every stakeholder must leverage their capabilities, invest their 
resources, and realign incentive structures to promote and purchase health. For 
example, employers can create conditions to help employees thrive, while clinicians 
can engage consumers more meaningfully in both personal health and strategy 
decisions to deliver more meaningful outcomes at the community level. Third, 
each stakeholder must re-examine the notion of being one entity, organization, or 
stakeholder whose actions are contained to their specific segment of the system 
and accept responsibility for their contribution to declining American health 
and well-being. This realization would open doors for system stakeholders—
from insurers and the federal government to the financial sector and patients, 
families, and communities—to partner and unlock their shared power, volition, 
and resources to realize the vision of whole person, whole population health. As 
emphasized by the next chapter, time is of the essence. The nation’s continuing 
health crisis requires transformative, disruptive action to ensure we can stop the 
backsliding in overall life expectancy, health equity, and health system performance. 
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5

HEALTH TRANSFORMATION THROUGH 
DISRUPTIVE CHANGE

American health is declining and its health system is fractured. Accelerated by 
the COVID-19 pandemic but also due to pervasive issues such as systemic racism, 
structural wealth inequality and poverty, deaths of despair, and the U.S. crumbling-to-
nonexistent social infrastructure, our health will likely continue to decline without 
fundamental, some would say radical, change. Though evidence and models of what 
works to improve health exist, society continues to invest resources and attention in 
approaches that do not significantly improve health and well-being.

To reverse this concerning trend, health and health care leaders, as well as other 
stakeholders, must recognize that the incremental steps of the past several decades 
have not led to significant progress. The public health system continues to be 
underfunded, understaffed, and fragmented. The health care system continues to 
grow in size and financial magnitude, but despite ever-increasing resources, it 
does not seem capable of making investments to improve population health. This 
is largely because the health care system is stuck in the status quo—an ingrained 
“medical care” mindset exacerbated by misaligned incentives. As it stands today, 
the system lacks sufficient leadership and alignment to move in a different 
direction without additional action. 

The time for incrementalism is over. Americans must act quickly and collectively 
to appropriately value our health and change how we conceive of health and 
well-being going forward and shape the conditions that promote it. The urgency 
that has propelled change in responding to the climate crisis must now fuel how 
health and health care leaders consider our nation’s health. 

We do not have much time. Disruptive change is needed in who, what, and 
how we finance, pay for, and ultimately value health. If the slow, incremental pace 
of change continues, we cannot expect significant progress toward greater equity, 
improved life span, or quality of life. Instead, we will continue to spend more on 
care that only marginally impacts health while neglecting other areas with an 
outsized influence on our collective well-being. 
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However, this does not have to be our future. While the comparatively dire 
state of our nation’s health is due to fragmented incentives, values, and systems 
prioritizing the bottom line over health, the solution lies in uniting our communities, 
governance structures, and businesses. This movement begins with patients, families, 
and communities demanding that policy makers take bold, disruptive steps to 
prioritize individual and collective health in all policies. As all sectors implement 
policies, incentives, and regulations that support a system-wide transformation 
toward whole person, whole population health as described in Chapter 4, they will 
direct action and alignment toward a rapid and voluminous creation of solutions.

The transformation spurred by these incentives and policies should manifest 
through large volumes of new public and private capital to invest in health-
producing solutions. In Chapter 4, the Steering Group proposed a set of goals to 
strive for by 2030, along with opportunities for action that key stakeholders can 
take to reverse the current trajectory and begin a movement toward whole health 
in the United States. By implementing these priority actions, the right incentives 
and the necessary conditions would be created to prompt every sector to change 
how they do business. Most importantly, these solutions would center health 
at the forefront of every decision and policy. In every sector, leaders should set 
ambitious health-related goals and be held accountable for striving to meet them. 

While this transformation in health may sound radical or implausible, we are 
witnessing an example on this scale through activism on climate change. Although 
more progress needs to be made, the case for climate action is approaching wide 
acceptance as new policy and cultural norms have been established. Today, leadership 
is rising from sectors including retail, transportation, financing, architecture and 
building construction, and farming. These partnerships and actions have emerged 
in different forms as more organizations realize they have important roles in 
mitigating climate change. The same type of broad-based activism and change 
leadership is needed for our nation’s health. Appendix C describes a possible 
cascade of change starting with action from the federal government.

An activated citizenry is the key to change. Without a mass social movement 
that pushes leaders, organizations, and sectors at each and every level to prioritize 
health in every policy; radically transforms the involvement of every stakeholder 
in health promotion and prevention; and promotes financing and paying for health 
care that promotes whole health, the authors believe that the national health 
crisis will continue to fester. The present approach will be the same incremental 
steps we have seen, which have not succeeded in substantially mitigating health 
disparities or stopping the decline in national health.

A multi-stakeholder approach is also needed for significant change to occur. 
While the federal and state governments must set bold goals and align policies 
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and incentives with whole health, action from other organizations such as social 
service and anchor institutions, as well as care delivery organizations and payers, 
is necessary to realize the vision of this Special Publication. This transformation 
will only happen when the government is pushed by its citizenry to act and lead 
boldly.

As the conditions for change emerge, the best and boldest solutions may 
not come from the health care and public health sectors. Because there is little 
incentive for health care leaders to change the status quo, it is highly unlikely 
that the industry alone will lead the needed changes. Leadership will likely come 
from community leaders, philanthropy, business leaders, investors, and change-
makers within the health care industry who see the value of investing in health. 
Regardless, the conditions must exist for all entities to be incentivized to invest 
in and advance whole person and population health. As communities begin to 
experience the benefit of better health, the authors hope that a positive feedback 
cycle will result in more entities prioritizing health and doing business in new 
and different ways that lead to better overall health. 

Investors can see the return on investment (ROI) of financing changes that 
lead to healthier communities and healthy returns. Private equity and venture 
capital are now pouring billions of dollars into health care companies—in 2018, 
the valuation of private equity deals for the health care sector surpassed $100 
billion (Offodile et al., 2021). Investments in health care continue to be attractive 
precisely because the incentives for realizing a system of health care are currently so 
enticing. Health care is recession-resistant, many operational and outcomes gaps 
require potentially profitable and innovative solutions, and an aging population 
could lead to higher care utilization (Offodile et al., 2021). While the impact of 
novel technologies or care models on overall health is still largely unknown, the 
rapid and deep investment signals that the private sector will continue to value 
these investments when financial incentives and potential ROI are aligned. Many 
of the priority actions outlined in this publication are intended to do just that: 
align incentives with health rather than health care for its own sake and establish 
the utility of measuring ROI based on overall long-term improvement in whole 
person and whole population health.

Collective action, though difficult, has the potential to produce meaningful and 
disruptive change that will improve American health. Working together to fix this 
national health crisis holds enormous potential for cost savings, capital gains, and 
real economic growth. If the climate crisis is worth changing how we do business 
for the sake of future generations, so is creating the conditions for everyone and 
every community to experience their most healthy state. The way is clear; what 
is needed now is the will to move forward.
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Appendix A

FINANCING THAT REWARDS BET TER HEALTH 
AND WELL-BEING WORKSHOP SERIES 

PARTICIPANT SUGGESTIONS

In the spring of 2021, under the auspices of the National Academy of Medicine’s 
(NAM’s) Leadership Consortium in collaboration with the National Academies 
of Sciences, Engineering, and Medicine’s (the National Academies’) Health and 
Medicine Division, a 3-day workshop series titled Financing That Rewards 
Better Health and Well-Being was held (NASEM, 2021). A Proceedings of a 
Workshop—in Brief (PIB), which highlighted presentations and discussions from 
the workshop, was published in September 2021 (NASEM, 2021). Important 
themes from the workshop, as interpreted by authors of this publication, as well 
as proposed implementation actions from the PIB are briefly summarized below.

WORKSHOP THEMES

1.  The current system of paying for health care is not designed to reward 
improved health outcomes and is especially inadequate in advancing the 
health of vulnerable populations with low incomes.

2.  Policies and strategies that encompass both clinical and nonclinical approaches 
that can promote optimal health and well-being exist, but they are limited in 
scope and scale, which limits their growth and sustainability in the current 
payment system.

3.  New funding and finance strategies are needed to disrupt dysfunctional health 
care delivery pathways and support approaches that work to improve health.

4.  Effective approaches to improving health will necessitate more than innovative 
care models and sometimes lie entirely outside the health and health care 
sectors. 
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Reimagining Approaches to Care for the Entire Population

•  Integrate services that drive health and well-being. 
•  Extend domains of care to encompass communities. 
•  Invest in health care and social supports for infants and children to address 

health disparities that occur early in life. 
•  Engage in effective life-stage care strategies. 
•  Provide high-quality care to older adults and individuals with disabilities. 
•  Expand the use of home- and community-based services. 
•  Make full use of telehealth, virtual health, and other technologies. 

Redesigning Health Financing to Focus on Producing Whole 
Person and Whole Population Health and Well-Being

•  Establish health system accountability based on meaningful quality measures. 
•  Invest in a workforce that can provide whole person and whole population 

health. 
•  Leverage state, local, and federal funding opportunities to experiment, 

authorize, assess, and extend care delivery and financing innovations. 
•  Set longer time horizons for returns on investments in health. 
•  Use universal empanelment1 to provide high-quality primary care.
•  Use lessons from the COVID-19 pandemic to recognize gaps and the fragility 

of fee-for-service financing strategies, and transition away from their use. 
•  Connect the public- and private-sector producers of better health with the 

entities interested in investing in better health to direct resources to address 
the social determinants of health. 

•  Shift resources toward vulnerable populations with low incomes to improve 
population health and lower the costs of health care. 

•  Leverage market forces to aid the health system in moving away from fee-for-
service financing structures. 

•  Implement mandatory payment strategies that do not operate on fee-for-
service business models. 

•  Eliminate frictional costs2 and “gaming the system.” 

1 Empanelment refers to a “continuous, iterative set of processes that identify and assign 
populations to practices, care teams, or clinicians that have a responsibility to know their assigned 
population and proactively deliver coordinated primary care” (Bearden et al., 2019; NASEM, 2021, 
p. 312). 

2 Frictional costs refer to the total financial transaction costs—both direct and indirect—incurred 
beyond the actual cost of the service or product.
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Cross-Cutting Suggestions

•  Ensure that equity is a major driver of transformed health care delivery and 
financing. 

•  Study how relationships in complex systems give rise to collective behaviors 
to learn how to redirect those systems. 

•  Create a shared digital infrastructure to enable better communication, 
coordination, data sharing, and strategic investments. 

•  Build on collaborative, cross-sector partnerships to advance better health and 
well-being. 

•  Ensure that patients are at the center of payment and care. 
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Appendix B

STAKEHOLDER-SPECIFIC PRIORIT Y ACTIONS  
BY IMPACT AND FEASIBILIT Y

The following tables provide an overview of the Steering Group’s judgment 
of the impact and feasibility of the stakeholder-specific priority actions outlined 
in Chapter 4.1

PATIENTS, FAMILIES, AND COMMUNITIES

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Harness the political process and advocate 
for financial reforms and more equitable and 
inclusive health policies.

Transformative 4.4 2.6

Engage in advocacy skills training to 
enhance the power of the whole person, 
whole population health movement by 
expanding stakeholder networks.

Intermediate 
and 
Incremental

2.8 3.6

Develop and participate in community-
based, multi-stakeholder coalitions to guide 
the design, implementation, and evaluation 
of programs to support whole person and 
whole population health and well-being.

Intermediate 
and 
Incremental

3.2 3.4

1 See the publication’s Acronyms and Abbreviations section for an explanation of acronyms used 
throughout Appendix B.
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Ensure that a diverse array of community 
members is involved in the governance 
of local, state, and/or regional health 
coalitions to improve equity, inclusion, and 
representation as it pertains to race, ethnicity, 
age, and disability status, among other 
personal characteristics.

Intermediate 
and 
Incremental

3 3.2

Educate stakeholders on the need to 
advocate for policies that prioritize whole 
health, including the indirect impacts of 
other policy decisions on health.  

Intermediate 
and 
Incremental

2.8 3.6

State and Local Governments

Legislative and Executive Branches

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Pursue and use 1115 waivers to cover 
innovative care and payment models that 
address social determinants of health.

Transformative 3.6 4

Require managed care organizations to 
focus on prevention and social determinants 
of health through Medicaid managed care 
contracts.

Transformative 3.4 4

Use accountable care organization models 
to assign providers responsibility for the 
costs and quality of a defined community’s 
health.

Transformative 3.4 3

Align policies across state health insurance 
programs like Medicaid, Children’s Health 
Insurance Program, and state employee 
insurance, as well as between state insurance 
programs and state social service entities to 
better support health outcomes.

Transformative 3.4 2.8
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Require that all nonprofit hospitals engage 
in multi-stakeholder collaborations to 
establish and finance locally controlled pools 
of funds with a neutral community entity 
as a fiscal agent similar to the Massachusetts 
Prevention & Wellness Trust Fund program.

Transformative 4.6 3.2

Design and require the use of HIAs to assess 
the impact of policy proposals and business 
activities on health, particularly in sectors 
where health impacts may not be currently 
considered.

Transformative 3.4 3.4

Develop, or require the development of, 
cross-sector data-sharing capabilities to 
facilitate cross-platform collaboration 
between public health, insurance, social 
services, and care delivery information 
systems.

Transformative 3.4 2.6

Require nonprofit health systems to 
apply community benefit dollars toward 
impact investments that improve social, 
economic, and environmental conditions 
in disadvantaged communities while also 
producing economic returns for investors.

Intermediate 
and 
Incremental

3.3 3.8

Community Benefit Oversight

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Set performance goals to improve health 
outcomes and transform nonprofit hospitals’ 
approaches to consumer engagement and 
care.

Transformative 3.8 3

Amplify baseline federal requirements 
to promote meaningful engagement of 
cross-sector and/or community-governed 
collaborations as key components in 
CHNAs and CHAs.

Intermediate 
and 
Incremental

2.6 3.2
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Require the standardization and integration 
of CHNAs conducted by hospitals within 
the same health system to yield robust data 
on unmet health and health-related social 
needs within a designated service area.

Intermediate 
and 
Incremental

2.4 3.8

Leverage state authority to make 
appointments to the boards of public 
hospitals that ensure meaningful community 
representation.

Intermediate 
and 
Incremental

2 3.8

Use certificate of need decisions to address 
inequities and disparities relating to access 
to primary care, geographic location, race, 
ethnicity, disability status, etc.

Intermediate 
and 
Incremental

3 3.2

Insurance Oversight

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Adopt and expand laws and regulations 
pertaining to health insurance rate review 
and, specifically, approval authority.

Transformative 4.2 3.2

Leverage state insurance department 
approval processes to institute usual source 
of care requirements for fully insured 
health plans.

Intermediate 
and Incremental

3 3.3
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Appropriations

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Place unspent government funds 
from pandemic-era legislation such as 
the American Rescue Plan Act into 
community-governed pools and allow 
service beneficiaries and navigators 
to govern their use toward upstream 
determinants of health and social services.

Transformative 3.6 2.8

Earmark funds for structured training at the 
local level to strengthen political and health 
literacy, as well as civic engagement and 
community governance skills.

Intermediate 
and 
Incremental

2.8 3.4

Public Health Agencies and Departments

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Lead the development of community-
wide goals and collective impact strategies 
to improve health and equity, involving 
multiple government agencies, nonprofit 
partners, and the private sector. Support the 
full engagement of community residents in 
the process.

Transformative 4 2.4

Partner with health care organizations 
incentivized to better health outcomes to 
codevelop and lead community programs 
that advance prevention. Support the full 
engagement of community residents and 
local organizations in the process.

Transformative 4 3.8
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Lead coordination of CHAs and CHNAs, 
so that they provide opportunities for 
meaningful engagement of community 
residents, address key determinants of 
health, and advance prevention across the 
community, shifting collective emphasis 
away from individual conditions (such as 
diabetes and heart disease) to community 
infrastructure that better supports health.

Intermediate 
and 
Incremental

3.2 3.4

Create protocols for systematically assessing 
the capacity of community health and 
social service providers to determine how 
the community as a whole can address 
service gaps in an efficient, collective, and 
sustainable way.

Intermediate 
and 
Incremental

2.4 3.6

Utilize public health authority as 
appropriate to allow community-supported 
strategies to have the greatest impact.

Intermediate 
and 
Incremental

2.5 2.3

Federal Government

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Expand ACA requirements governing 
“essential benefits” for plans sold in the 
individual and small group markets.

Transformative 4.2 2.8

Review ERISA and large group insurance 
requirements to add integrative care and 
home and community services and supports 
as essential benefits.

Transformative 3.6 2.6

Revise the medical loss ratios used in the 
ACA to become “health loss ratios” that 
support health rather than health care.

Transformative 4.4 3.0

Design and require the use of health impact 
assessments to assess the impact of policy 
proposals and business activities on health, 
particularly in sectors where health impacts 
may not be currently considered.

Transformative 3.8 2.8
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Supplement federal health care reform 
efforts to create a federal benefits 
package that incentivizes an expanded or 
reconsidered set of “essential benefits.”    

Transformative 4 2.8

Require that all nonprofit hospitals engage 
in multi-stakeholder collaborations to 
establish and finance locally controlled pools 
of funds with a neutral community entity as 
a fiscal agent.

Transformative 3.8 2.4

Require nonprofit health systems to 
apply community benefit dollars toward 
impact investments that improve social, 
economic, and environmental conditions in 
disadvantaged communities.

Transformative 3.4 3.4

Create a parsimonious set of quality 
measures that provide meaningful 
information on person-centered health and 
well-being outcomes.

Transformative 3.6 4.4

Require a 2% to 5% withholding from 
current federal grants to state programs to 
create a flexible federally funded pool for 
which localities or states could apply to 
implement community-governed whole 
person health improvement strategies.

Transformative 3.6 3.2

CMS should stop paying for interventions 
or services not proven to improve health 
outcomes and increase scrutiny of new 
and existing therapeutics, adjusting their 
reimbursement policies accordingly.

Transformative 3.4 3.2

Create a funding pool modeled off the 
CMMI State Innovation Model that would 
incentivize less-resourced states or regions 
to adopt population-based global budgets, 
specifically focusing on improving children’s 
health, as communities, health care payers, 
and providers often need financial support 
to transition to innovative payment models 
that support whole person care (e.g., all-
payer global budgets).

Intermediate 
and 
Incremental

2.8 3.4

Increase funding and support for programs 
that address health-related social factors.

Intermediate 
and 
Incremental

3.0 2.6
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Create a commission to deliver 
recommendations to Congress on how 
to restructure existing health and social 
service programs to bring greater value to 
consumers and taxpayers.

Intermediate 
and 
Incremental

2.0 4.4

Strengthen and optimize CHNAs to center 
on community-governed interventions 
and funding in order to enhance collective 
financing mechanisms listed in the previous 
section.

Intermediate 
and 
Incremental

3.2 3.8

Pioneer the development and 
implementation of payment models based 
on priorities of CBOs and designed with 
their partnership.

Intermediate 
and 
Incremental

3.2 3.2

Care Delivery Organizations and Health Systems

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Transform the landscape of economic 
incentives to support whole person health 
by transitioning 75% of the health system 
reimbursement framework to population-
based payments.

Transformative 4.6 2.2

Pursue multilevel approaches to working 
collaboratively with community 
stakeholders, such as fair compensation for 
community health workers, credibly and 
meaningfully integrating community voices 
into health system strategy and decision-
making, and building meaningful alliances 
with a broad ecosystem of community 
organizations.

Transformative 3.8 2.6
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Invest in information technology 
infrastructure that can catalyze gains 
in community health, such as robust 
information exchange and data-
sharing processes between care delivery 
organizations and CBOs, as well as “digital 
front doors” (i.e., health kiosks) in the 
community.

Transformative 3.4 3.4

Screen patients for social determinants 
of health and health-related social needs 
and provide closed-loop referrals to social 
service entities and CBOs that can meet 
those needs.

Transformative 4.2 4.5

Set goals for an increased amount of 
community benefit dollars and grants spent 
on evidence-based services and strategies 
that strengthen whole person, whole 
population health and well-being.

Intermediate 
and 
Incremental

3.2 3.6

Align the compensation structure of senior 
executives to health system performance on 
a set of community defined health metrics.

Intermediate 
and 
Incremental

3.2 2.2

Establish a community liaison infrastructure 
within the health system to align activities 
and create shared expectations with CBOs.

Intermediate 
and 
Incremental

2.8 3.4

Payers

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Establish processes to routinely identify the 
social needs of the health plan members 
and direct investments toward resources to 
address those needs.

Transformative 4.3 4.4

Create a population health business model 
where private payers such as commercial 
health insurance plans, insurance plan 
providers, health systems, and, if possible, 
CMS pay CBOs to create value and 
improve health and well-being by facilitating 
healthy opportunities.

Transformative 4.4 3.4
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Evaluate and expand on the scope of 
“essential benefits” required under the ACA 
to include guaranteed coverage for services 
that produce whole health and well-being.

Transformative 3.8 3.2

Reimburse care delivery organizations, 
social service entities, and community-
based organizations for closed-loop referrals 
targeting member social determinants of 
health and health-related social needs.

Transformative 3.4 3.2

Hold health systems accountable to anchor 
organization practices that will promote 
whole person, whole population health 
through payer-provider contracts.

Transformative 3.8 2.0

Pioneer the development and 
implementation of payment models based 
on priorities of CBOs and designed with 
their partnership.

Intermediate 
and 
Incremental

3.2 3.2

Build alliances with key community partners 
(e.g., law enforcement, emergency response, 
criminal justice, schools, and social services 
providers) that encourage cooperation 
within the local ecosystem to support 
outcomes aligned with the Quintuple Aim.

Intermediate 
and 
Incremental

3.2 4.0

Reduce practice consolidation by 
implementing payment policies inclusive of 
small, independent health care practices.

Intermediate 
and 
Incremental

2.8 4.0

Employers

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Enhance workforce well-being by 
establishing an expanded set of “essential 
benefits” in health benefit packages provided 
to employees that includes relevant social 
services.

Transformative 4.0 3.8
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Establish linkages and partnerships with 
health care, local government, CBOs, and 
philanthropies that leverage employers’ 
position as community cornerstones, 
which includes: their ability to influence 
individual employees within and outside 
the workplace; their power as purchasers 
of health plans; and the impact of their 
businesses on the local environment.

Transformative 3.4 3.6

Join forces to apply employers’ collective 
economic power in their communities 
to address health-related social challenges 
impacting members of the community, 
including employees.

Transformative 3.4 3.0

Capitalize on sector market power to 
purchase health plans that provide access to 
closed-loop referrals that target members’ 
health-related social needs.

Intermediate 
and 
Incremental

3.3 3.5

Set minimum expectations for how health 
plans should contract and collaborate with 
CBOs.  

Intermediate 
and 
Incremental

2.6 2.6

Incentivize employees through employer-
purchased health plans to seek care from 
in-network practitioners with expertise in 
health behavior change, healthy lifestyles, 
and wellness (e.g., lifestyle medicine, 
integrative medicine).  

Intermediate 
and 
Incremental

2.8 2.6

Financial Sector Organizations

Priority Action Category

Impact 
Rating (1 
to 5)
1-least 
impactful; 
5-most 
impactful

Feasibility 
Rating (1 
to 5)
1-least 
feasible; 
5-most 
feasible

Create industry and professional standards 
(e.g., for hospitals, health plan actuaries, 
and chief financial officers at all health care 
organizations) that redefine ROI in a way 
that explicitly quantifies the economic value 
of health in the population being served.

Transformative 4.0 2.4
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In tandem with the right regulatory 
incentives, partner with a diverse array of 
entities that benefit from health-related 
social services to finance them.

Transformative 3.6 2.8

Form an entity (similar to MedPAC) that 
can influence investors to redefine actuarial 
ROIs, allowing for longer time horizons and 
a more dedicated focus on collaboration and 
well-being.

Transformative 3.6 3.0

Create and finance opportunities to improve 
the health of communities, such as the 
HNEF.

Transformative 3.8 3.4

To promote the economic viability of 
investments that promote whole person 
health, encourage reporting of financial 
measures such as revenue growth and health 
measures such as improved patient-reported 
outcome measures over longer time 
horizons.

Transformative 4.4 2.8

Apply, where possible, an HIA that would 
assess the value of health to financial 
sector organizations, the impact of specific 
government or private sector actions 
on health, and the impact of health or 
morbidity on a local, community, business, 
or national level.

Transformative 3.8 2.8

Recognize and account for the “wrong 
pocket problem” in calculations investors 
make, as payers may not be the sole 
beneficiaries of the returns accrued.

Intermediate 
and 
Incremental

3 3
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Appendix C

ILLUSTRATIVE MODELS OF IMPLEMENTING 
WHOLE PERSON, WHOLE POPULATION HEALTH 

PRIORIT Y ACTIONS

This appendix was drafted by the Steering Committee to exemplify how an 
activated citizenry could begin leveraging the political process, pushing leaders 
in the federal government to act, and holding them accountable for progress as 
raised in Chapter 4. Through the examples of ending housing instability and food 
insecurity, this section outlines how action by the federal government can spur 
action in other sectors.

DISRUPTIVE ACTION TO ADDRESS  
HOUSING INSTABILIT Y

FEDERAL MANDATES AND PRIORITIES

FIGURE 5    Sample dynamics of disruptive policy | housing stability.
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In response to national advocacy demanding whole person, whole population 
health interventions, federal government leaders could first set bold goals and 
corresponding policy changes to drive demand for solutions to these seemingly 
intractable problems. For example, the federal government could set the following 
bold national goals related to housing:

•  Eliminate childhood homelessness nationally;
•  Reduce adult homelessness by 75 percent; and 
•  Ensure no one must spend more than 30 percent of their income on housing 

costs.

Existing federal policies would then be changed either legislatively or through 
regulation to align with these goals. For example, the tax code or Medicare and 
Medicaid policy could be harnessed to create strong incentives and disincentives 
that align with these goals (see Box 4).

BOX 4

Housing Stability: Aligning Federal Policies with the  

Vision for Whole Person, Whole Population Health

•  Index federal business tax rates to the rate of homelessness and average percent of 

income spent on housing costs in a given county or state. 

•  Adjust Medicare Area Wage Index to reward areas with affordable housing and 

low homelessness rates. Similarly adjust Medicaid Federal Medical Assistance 

Percentage (FMAP) calculations.

•  Align federal tax rates for top bracket of income earners and real estate purchases of 

>$1M to homelessness and housing burden for a given state or county.

•  Apply tax penalties based on percentage of units in a real estate development that 

cost more than what the median (or 25th percentile) income earner in the market 

can afford with 30 percent of their income.

•  Further apply tax penalties for home sales of investors while exempting owner.

•  Implement tax deductions for favorable actions like development of majority-

affordable housing complexes or making personal investments in housing-forward 

businesses (a new IRS classification). 

•  Allow health insurers to count housing support as part of their medical loss ratio.
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Assessing progress toward initial goals will help to inform federal and state 
priorities moving forward.

Starting points could include the following: 

•  Monitor chronic homelessness and other forms of housing insecurity with 
an approach like the U.S. Department of Housing and Urban Development’s 
(HUD’s) point-in-time estimates.

•  Track housing affordability through well-established survey methods. The 
Census Bureau could conduct this data collection and analysis every 2-3 years.

•  Track waiting times for people eligible for housing assistance.

STATE AND LO CAL GOVERNMENT ALIGNMENT

With incentives and penalties in place at the federal level, state and local 
government leaders should begin to experience pressure from businesses, Medicare 
and Medicaid providers, real estate developers, and others to conform to state and 
local policies that align with federal housing priorities. Local governments may 
then begin to:

•  Change zoning laws to support higher density and more affordable developments;
•  Remove regulatory barriers to multifamily housing units; and
•  Place caps on growth in land prices.

PUBLIC AND PRIVATE FINANCING OF SOLUTIONS

In response to new financial incentives put in place by the federal government, 
public and private financing should also begin to shift in support of affordable 
housing. For example, one might begin to see:

•  Real Estate Investment Trusts (REITs) diversify to invest in the development 
of affordable housing;

•  Institutional investors link portfolio decisions to homelessness and housing 
affordability;

•  Venture investors prioritize Medicare Advantage and Medicaid health plans that 
have housing solutions and companies that build affordable prefabricated homes;

•  Local health systems repurpose their underused real estate to lease to low-
income patients and others at risk for homelessness;

•  New real estate developers specialize in working with community stakeholders 
and building affordable housing as in-fills or in new areas;
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•  New partnerships between health systems and real estate developers emerge; 
and

•  Healthy neighborhood equity funds move quickly to identify high-value land 
and make upstream investments to create more value for existing residents 
versus new residents.

INVESTMENTS DIRECTED BY  
EMPOWERED COMMUNIT Y STAKEHOLDERS

In addition to public and private financing shifting to support more affordable 
housing, community stakeholders should also drive investment decisions and 
capital allocation. Governing bodies of key community stakeholders should be 
established locally to help guide important investment decisions.

For example:

•  Working with local government planners, community stakeholders could 
identify geographic areas to prioritize for housing investments and types of 
housing or development.

•  Investors should be able to easily access such maps to make commitments.
•  Discounted auctions should be created for community-based trusts to purchase 

critical real estate and thus make decisions surrounding allocations, scale, use, 
and development.

SUSTAINABLE SOLUTIONS

To ensure the sustainability of the interventions, thoughtfully designed 
incentive structures should be created and implemented. These should be flexible 
enough to reward different outcomes over time and effectively designed so they 
visibly sustain activities that produce favored outcomes. The solutions should pay 
for themselves if effective land and development costs, inclusive of claimed tax 
burdens and deductions, are low enough to generate reasonable profit based on 
purchases limited to 30 percent of income. It is reasonable to expect that as 
homelessness and housing instability decrease, overall behavioral health outcomes 
will improve, even though substantial wraparound behavioral health care services 
are required nationally.

The same activism around food insecurity could also lead to improved whole 
health. 
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DISRUPTIVE ACTION TO ADDRESS FO OD INSECURIT Y

FIGURE 6  |  Sample dynamics of disruptive policy | food security.

 

FEDERAL MANDATES AND PRIORITIES

To advance whole person, whole population health, leaders in the federal 
government could begin a transformation in this area by setting the following 
bold national goals related to food insecurity: 

•  Eliminate childhood food insecurity;
•  Reduce adult individual and household food insecurity by 90 percent; and
•  Ensure no household must spend more than 30 percent of its income on food, 

and all households have access to adequate nutrition to thrive.

Existing federal policies would then be changed either legislatively or through 
regulation to align with these goals (see Box 5).
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BOX 5

Food Security: Aligning Federal Policies with the  

Vision for Whole Person, Whole Population Health

•  Tie business tax rates, at higher levels of income, to the level or improvement in the 

rate of food insecurity in a given state or county.

•  Provide federal income tax breaks on the percentage of income spent on food by 

low-income households in a given state or county.

•  Adjust Medicaid Federally Medical Assistance Percentage (FMAP) to the percentage 

of income spent on food by low-income households in a given state or county. 

Provide bonus FMAP if no county within the state has food insecurity greater than 

5 percent.

•  Tie FMAP bonus to the level of SNAP eligibility and to also include eligibility for 

immigrant children.

•  Further adjust Medicare area wage indexes to reward areas with low or falling food 

insecurity and low rates of excess food cost burden of greater than 25 percent of 

income.

•  Instate a special tax on high-cost restaurant meals (more than $40 per person) in 

areas with high or rising food insecurity, with proceeds going to local food banks or 

farmers delivering fresh produce or lean proteins to grocery stores that serve high 

food insecurity clientele.

•  Apply a special tax deduction to incentivize donations to local food banks.

•  Provide tax breaks or direct subsidies to farmers growing fresh produce or lean 

proteins to grocery stores that serve clientele in high food insecurity areas.

•  Further provide state individual and business income tax breaks for communities 

that reduce or sustain low levels of food insecurity.

•  Expand federal grants to support counties and local communities that address food 

insecurity in meaningful and measurable ways. These grants would effectively serve 

as prizes to those that achieve zero or near zero or substantial reductions in food 

insecurity.

•  Reward federal and state subsidies to school districts that identify and reduce food 

insecurity among children and their families.

•  Allow health insurers to count food support as part of their medical loss ratio.
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STATE AND LO CAL GOVERNMENT ALIGNMENT

With the incentives and penalties in place at the federal level, state and local 
government leaders would likely begin to experience pressure from individual 
taxpayers, business owners, and Medicare and Medicaid providers. This pressure 
would likely lead them to conform to state and local policies aligned with federal 
housing priorities. Local governments and neighborhood food councils could 
then begin to take ownership of food insecurity goals. 

For example, local governments could:

•  Create Offices of Food Security that would have the mandate of completely 
eradicating food insecurity. These offices would make publicly available 
dashboards charting progress and coordinate collaborations with local 
community organizations and businesses.

•  Create neighborhood councils for food security that help educate policy 
makers about local needs and local situations. 

•  Ensure coordination among economic empowerment offices, mental and 
behavioral health providers, schools, employers, and food access mechanisms 
to tailor solutions for the families with the greatest need.

•  Dedicate local tax revenue to reducing food insecurity by supplementing 
federal food programs (e.g., increasing SNAP allotments, extending support 
to immigrant children, and contributing to local food banks).

•  Remove regulatory barriers and increase financial incentives (tax or subsidies) 
to low-cost farmers markets in areas with high food insecurity.

CREATING AND PAYING FOR SUSTAINABLE SOLUTIONS

Federal and state tax policies can be applied to incentivize the desired end state 
of universal food security. One approach might be to identify all likely downstream 
beneficiaries of better food security (e.g., health organizations, schools, employers, 
local government units such as law enforcement and family services, local 
philanthropies, food producers, grocery stores, restaurants) and attempt to quantify 
the value of achieving universal food security for the community as a whole and 
where possible, for beneficiaries experiencing or at risk of food insecurity. This 
approach would allow for the prioritization of state and federal subsidies to address 
food insecurity. If more local funds are necessary to achieve universal food security, 
then voluntary or regulatory payment approaches could be developed that are 
proportional to local beneficiaries’ benefits (this could be via Social Impact Bond 
mechanisms or CAPGI [Collaborative Approach to Public Good Investments], or 
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new taxes or expected contributions through philanthropy). Communities that 
have achieved universal food security should have lower health and social service 
costs over time. Successful community models should be disseminated.

OUTCOME EVALUATION AND LEARNING

Program and policy outcomes and outputs must be accurately and routinely 
evaluated to promote the continuous improvement of interventions and policies 
relative to community needs. There are currently multiple ways to measure food 
insecurity locally; one standard measure must be agreed on. Because poverty and 
structural economic conditions are highly correlated with food insecurity, progress 
must also be rewarded. Approaching universal food security will require broad-
based investments to address the intersectional drivers impacting food insecurity, 
which include high health care costs, structural racism, and a lack of affordable 
housing (Hunger and Health, n.d.). Therefore, the comprehensiveness of local 
plans should be a key element of targeted federal subsidies and interventions. The 
good news is that substantial progress is possible, as recent research has shown 
(Rouse and Restrepo, 2021).
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