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The U.S. healthcare system is transforming in 
response to many types of pressures. To ensure 
these changes benefit the people the system is 
intended to serve, policymakers, funders, advocates 
and others need actionable information from which 
to guide improvement efforts. Moreover, given the 
complexity of the health system, it is imperative 
that we are systematic and evidence-based in our 
approach. 

Our work relied heavily on informal interviews with 
experts from a wide variety of policy fields. The 
conversations yielded three “interim destinations” 
on the road to achieving our transformation goal: 

 Assess people’s physical, behavioral and oral 
health, as well as social needs, and identify gaps 
in the community’s capacity to address them;

 Create integrated systems to advance 
population health; and 

 Ensure meaningful access to care and services 
that meet people’s goals and needs, especially 
within underserved communities.

EXECUTIVE SUMMARY

The following policy compendium serves as 
a roadmap—highlighting a promising set of 
federal, state and (occasionally) local policies to 
achieve our health system transformation goal:

Ensuring that the healthcare system works 
seamlessly with public health, social sectors 

and community members to address the 
goals and needs of the people it serves and 

advance health equity. 

KEY THEMES
Themes that repeatedly surfaced from our discussions with key experts include:  

 c Strong measurement systems are needed to know where we are headed and whether or not our changes 
are working. Our experts stressed that collectively agreed upon measures of success must be established to 
determine if policies are effective. Similarly, “feedback loops” at many levels are essential to ensuring that 
people’s health-related goals and needs are addressed. Finally, performance measures for providers should be 
aligned with performance goals for the overall health system, in addition to broader measures used to gauge 
progress towards community goals (across heath, social and public health sectors).

 c Meeting people’s goals and needs cannot be achieved with a one-size-fits-all approach. Consumers are diverse 
and interventions must be targeted in a way that allows all people to achieve optimal levels of health and well-
being.

Policy Roadmap: Executive Summary
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 c Flexible financing is needed to move healthcare dollars “upstream,” with the caveat that new dollars must also 
be invested in social sectors, which are severely under-funded. 

 c Primary care, dental care, behavioral healthcare and social services should be integrated, and ideally 
co-located, to improve patient convenience and outcomes. Successful integration will require aligned 
incentives, inter-operable data systems that share patient information and empowered care coordinators 
for patients with complex needs.

 c States or the federal government must adopt one of several proven methods to achieve universal 
coverage to provide access to these improved, integrated systems of care. 

 c Policies that elevate the voice of a diversity of consumers (including patients, caregivers and others) 
are vital to achieving the overarching goal. Success in this area will take dedicated resources and a clear, 
shared understanding of best practices in community engagement, including deploying transportation, 
language assistance and other supports as necessary. 

Most importantly, across our literature review and our conversations with experts, we found no barrier that 
was insurmountable to achieving our health transformation goal. Indeed, the Policy Roadmap is replete with 
proof-of-concept examples of where these policies are already working to make our health system more 
patient-centered.

Policy Roadmap: Executive Summary
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This report introduces an organizing framework and 
a catalog of federal, state and (occasionally) local 
policies that work to ensure that the healthcare 
system works seamlessly with public health, social 
sectors and community members to:

 c address the goals and needs of the people it 
serves and

 c advance health equity. 

The framework identifies three broad strategies 
necessary to achieve our health system 
transformation goal.

The policy recommendations within each section 
were developed through literature reviews and 
informal interviews with experts from the field. 
To structure the conversations, the following 
guidelines were put in place:

• A “policy” was defined as an action that a 
federal, state or local government could take 
to achieve the overarching goal. This includes 
legislative and regulatory policymaking and 
actions that governments can take as healthcare 
purchasers.

• Recommended policies should address the goals 
and needs of individuals, rather than community-
level goals and needs.

• Policies to address health-related social needs 
are in-scope and important. This agenda focuses 
on social determinants of health with “near-
term” impacts (like housing) rather than long-
term effects (like early education), although 
both categories must ultimately be addressed.  

• Policies that elevate the voice of consumers 
(including patients, caregivers and others) are 
equally vital and should be identified, when 
appropriate.  

Governmental policies that were perceived to 
have the greatest potential (i.e. high endorsement 
among interviewees and an evidence-base to 
support them) are featured prominently within 
each section, however other important approaches 
are also introduced throughout the text. A two-
page summary of policy targets can be found in 
Appendix A. 

This roadmap benefits from similar—albeit more 
targeted—resources produced by the Bi-Partisan 
Policy Institute, Families USA, Community Catalyst 

ORGANIZING FRAMEWORK
Strategies to ensure that the healthcare system 
works seamlessly with public health, social 
sectors and community members to address 
the goals and needs of the people it serves and 
advance health equity.

Assess people’s physical, behavioral and oral 
health, as well as social needs, and identify 
gaps in the community’s capacity to address 
them

Create integrated systems to advance 
population health 

Ensure meaningful access to care and services 
that meet people’s goals and needs, especially 
within underserved communities

ABOUT THIS REPORT

Policy Roadmap: About this Report
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and others. We gratefully acknowledge their 
contributions and list them for readers’ use in 
Appendix C. 

Although federal, state and local polices interact 
to produce the healthcare, public health and 
social environments experienced by community 
residents, we recognize that some readers of this 
report may work exclusively at one of these policy 
levels. To improve the report’s usefulness for these 
individuals, Appendices D and E segment the policy 
recommendations into their federal and state 
components. 

A comprehensive list of appendices is included 
below:

• Appendix A: Policy Roadmap Summary
• Appendix B: Glossary of Terms
• Appendix C: Related Resources
• Appendix D: Critical Federal Policies
• Appendix E: Critical State Policies
• Appendix F: Customizing the Policy Roadmap 

for Your Community: A Checklist
• Appendix G: 10 Policies to Start

Policy Roadmap: About this Report

Authors
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Hub Director, Lynn Quincy, provided substantial 
guidance and review. Several Altarum colleagues 
also provided feedback—we thank them. Hub 
Communications Leader, Tad Lee, designed the 
report.  

We consider this roadmap a “living document” 
and welcome improvements and additions. 
Please send your comments and suggestions to 
Hubinfo@altarum.org.
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INTRODUCTION

For nearly two decades, advocates, policymakers 
and others have emphasized making the health 
system more person-centered. While we have 
made progress in some areas (for example, 
increasing the number of people with insurance), 
it is widely recognized that we still have a long way 
to go. 

An important area for progress is ensuring that 
the healthcare system works collaboratively 
with public health, social sectors and community 
members to address the health-related goals and 
needs of the people it serves. A key component 
of this work is ensuring that all people—regardless 
of race, ethnicity, gender or other demographic 
characteristics—have equal opportunity to lead 
healthy lives. 

Federal and state governments have both the 
responsibility (as healthcare payers and regulators) 
and the power (through their legislative and 
regulatory authority) to initiate change. It is 
therefore useful to identify a set of evidence-based 
governmental policies to guide policymakers’, 
advocates’ and funders’ priorities moving forward. 

This policy roadmap highlights a promising set of 
federal, state and (occasionally) local policies to 
ensure that the healthcare system works seamlessly 
with public health, social sectors and community 
members to:

 c address the goals and needs of the people it 
serves and 

 c advance health equity.

Policy Roadmap: Introduction
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SECTION 1: ASSESS UNMET NEEDS
Assess peoples’ physicAl, behAviorAl And orAl heAlth, As well As sociAl 
needs, And identify cAps in the community’s cApAcity to Address them

Improving the health and well-being of the people the health system serves first requires a reliable system 
for assessing people’s needs and evaluating the community’s capacity to address them. The following table 
outlines policy targets to ensure that community members’ health and health-related social needs are 
accurately identified, and the availability of community resources to address those needs is well-understood. 

Objectives Policymaking 
Body

Policy Targets 

Coordinate 
and strengthen 
patient-level data 
collection 

Federal, state & 
local

1.1 Make medical, behavioral and dental patient-level data systems (like EHRs) 
inter-operable so patient data can be shared seamlessly while protecting 
patient privacy. Additionally, these systems should be integrated with data from 
social services providers to track patients across health and social systems.   

1.2 Require providers to adopt social determinant of health screening tools in 
accordance with best practices as a condition of participation in Medicare, 
Medicaid and government employee health plans. 

1.3 Fill in gaps in patient-level data collection (e.g., information on race and 
primary language) to inform stakeholders’ understanding of broader 
community needs.

Leverage data and 
community voices 
to determine 
unmet needs

Federal & state 1.4 Coordinate the community health needs assessment obligations of nonprofit 
hospitals, public health departments and FQHCs. 

1.5 Strengthen Community Health Needs Assessment guidance to require 
meaningful inclusion of all community stakeholders (including low-income and 
minority residents) and the assessment of social needs.

1.6 Strengthen guidance and transparency related to the prioritization of 
community needs in Community Health Improvement Plans. 

Identify gaps in 
infrastructure, 
workforce, etc.

State & local 1.7 With community involvement, assess local capacity to meet people’s needs, 
with particular emphasis on underserved communities. Use asset mapping to 
identify existing resources that are not being used to their fullest potential. 

1

TABLE 1 Policy Targets to Assess Peoples’ Physical, Behavioral and Oral Health, as well as Social Needs, and 
Identify Gaps in the Community’s Capacity to Address Them

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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over-interpreted to prevent the flow of information 
between behavioral health and medical providers. 

Clarifying federal guidance by describing common 
scenarios in which the sharing of medical and 
substance use disorder information is not only 
permitted but also encouraged may help overcome 
confusion preventing inter-organizational 
collaboration. Additionally, the Bipartisan Policy 
Center and Health IT Now’s workgroup on health 
information technology recommends “designing 
payment and delivery models, including value-
based fee-for-service and alternative payment 
models, in ways that create a strong business case 
and clear signals for stakeholders to engage in 
interoperability and information exchange.”1

In the private sector, one interviewee noted that 
interoperability might be perceived in opposition 
with electronic record vendors’ financial best 
interest. Specifically, developers might fear losing 
market share as a result of making their products 
compatible with those of their competitors.2 The 
Office of the National Coordinator for Health 
Information Technology (ONC) can mitigate these 
concerns by using its interoperability-related 
authority to encourage data portability.3,4 

The ONC has documented 32 “policy levers” that 
states can use to promote health IT and advance 
interoperability in its State Health IT Policy Levers 
Compendium. These include, but are not limited to, 
accountable care arrangements, all-payer claims 
databases, health information exchange (HIE) 
connection or interoperability mandates, and HIE 
advisory councils/oversight boards. A detailed map 
shows which policy levers are being used in various 
combinations in the majority of states.5 

DISCUSSION: 
COORDINATE AND STRENGTHEN PATIENT-LEVEL DATA COLLECTION

Health-related needs cannot be accurately 
identified without access to relevant data. Barriers 
include electronic record keeping systems that 
cannot easily share information (assuming providers 
have the resources to adopt these systems at all). 
Additionally, inconsistent use of social determinant 
of health screening tools prevent social needs from 
being systematically detected and subsequently 
addressed. 

1.1 Make Medical, Behavioral and Dental Patient-
Level Data Systems Interoperable and 
Integrate with Data Collected by Social Service 
Organizations

Data integration at the patient level has long 
been a challenge for healthcare providers. Too 
often, lack of interoperability between electronic 
health record (EHR) systems prevents clinicians 
from accessing patient data collected by other 
providers in order to view patients’ complete and 
accurate medical histories. Additionally, EHRs 
do not typically contain information collected by 
behavioral health, oral health and social support 
providers, despite its relevance to patients’ health 
and well-being. 

improving interoperAbility Across medicAl, 
behAviorAl And dentAl systems 

There are numerous challenges associated with 
achieving interoperability, in both the public 
and private sectors. In the public sector, several 
interviewees identified federal statutes HIPAA and 
42 CFR Part 2 as major barriers to sharing medical 
and substance use disorder information. While 
all acknowledged that consumer protections are 
important, many expressed that guidance can be 

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms



11

trAcking pAtients Across heAlth And sociAl systems

Clinical data platforms increasingly help clinicians 
make referrals to social service providers once 
patient needs have been identified, but few 
systems follow patients beyond the traditional 
healthcare setting to (1) monitor whether the 
recommended services are received and (2) 
measure improvement. States, as purchasers, could 
incentivize healthcare providers to adopt and use 
data systems that track patients’ connections to 
social service organizations to ensure that health-
related social needs are addressed (see Spotlight). 
While one interviewee warned of potential 
pushback from social service providers (who may 
not have the resources to adopt and maintain 
multiple record keeping systems), most agreed that 
“feedback loops” are essential to making progress 
on individuals’ health-related goals.

1.2 Require Providers to Adopt Social Determinant 
of Health Screening Tools in Accordance with 
Best Practices

Healthcare providers are trained to identify 
patients’ medical needs, but unmet social needs 
contributing to poor health outcomes may be more 
difficult to detect. Social determinant of health 
screening tools can help providers surface patients’ 
non-medical needs, in order to connect them to 
social supports. The Federal and state governments 
can encourage social needs screenings by requiring 

(and paying) providers to use evidence-based 
screening tools as a condition of participation in 
government-sponsored health plans. 

While interviewees generally supported the use of 
social determinant of health screening tools in a 
clinical setting, some noted areas for improvement. 
Specifically: 

• Providers should be educated on how best 
to approach these conversations, as patients 
may perceive the questions to be intrusive or 
discriminatory if they have not developed a 
trusted relationship with the asking provider. (See 
section 3.9 for a discussion of effective anti-
oppression and equity training for providers).

• Screening efforts should be coordinated to avoid 
repeatedly asking questions that patients may 
consider invasive.

• Requirements to screen for social needs should 
be accompanied by requirements to address the 
identified needs to the extent which providers 
are able. In a fee-for-service system, reimbursing 
providers for the assessment of social needs 
without holding them accountable for providing 
solutions (directly or through appropriate 
referrals) could become exploitive to patients. 

Characteristics of high quality screening tools 
and best practices can be found in Health Leads’ 
comprehensive Screening Toolkit.7 

SPOTLIGHT: UNIFIED CARE CONTINUUM PLATFORM

The Patient Care Intervention Center’s Unified Care Continuum Platform is an exemplar for how 
medical and social data can be integrated to provide a big picture view of community member’s 
interactions with health and social systems. The platform links data from “disparate medical and social 
service provider systems to create a comprehensive record” for each person, allowing healthcare and 
social service providers to track individuals along the care continuum and collaborate to effectively 
address related health and social needs.6

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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1.3 Fill in Gaps in Patient-Level Data Collection 
to Inform Stakeholders’ Understanding of 
Broader Community Needs

While many interviewees felt that current data 
collection efforts are sufficient to make progress 
on individual and population health goals, 
interviews repeatedly surfaced three areas for 
improvement. The following recommendations 
address gaps in patient-level information that are 
critical to understanding broader population health 
trends.

1. Several interviewees cited the absence 
of data stratified by race as a barrier to 
understanding the extent of health and social 
disparities in communities. Some went further, 
advocating for data stratified by ethnicity, 
primary language and other cultural aspects 
to identify disparities within racial groups. An 
extensive discussion of governmental policies 
that enable and enhance data disaggregation 
can be found in Policy Link’s Counting a 
Diverse Nation: Disaggregating Data on Race 
and Ethnicity to Advance a Culture of Health. 
Important actions include, but are not limited 
to, the following:8 

a. Congress should fund the U.S. Census 
Bureau’s budget to adequately maintain and 
improve operations for the 2020 Census 
and all other surveys.

b. The U.S. Census Bureau and the Office of 
Management and Budget should improve 
the documentation of race and ethnicity in 
federal data collection.

c. The Office of Management and Budget 
and the U.S. Census Bureau should develop 
protocols for using data disaggregation 
consistently throughout the collection, 
analysis and reporting of racial and ethnic 
subgroup data.

2. Interviewees also highlighted a lack of 
geographic data (specifically, where consumers 
reside and where services were received) as 
a roadblock preventing efforts to allocate 
greater resources to high-need areas within 
communities. Relaxing certain safe harbors 
governing protected health information—
particularly the required omission of “all 
geographic subdivisions smaller than a state, 
including…city, county, precinct, [and] ZIP code” 
as specified by HIPAA9—would enable healthcare 
organizations, public health agencies, social 
support providers and others to allocate scarce 
resources more wisely. (Information that can be 
directly traced to individuals, such as a patient’s 
exact home address, should continue to be 
omitted under the law.)

3. Finally, interviewees voiced concern that 
government-led data collection efforts often 
exclude information on privately insured 
individuals (approximately 67 percent of the 
covered population),10 failing to provide an 
accurate picture of health and health-related 
needs in mixed coverage communities. Even if 
information from insurance companies and self-
funded employers is available, measures may 
not be identical to those used by government 
agencies, preventing reliable comparison. 

 Standardizing the data collected across public 
and private payers is essential to producing 
meaningful analyses. State departments of 
insurance could impose reporting requirements 
on private insurers to align public and private 
health-related data collection efforts. 
Additionally, the federal Department of 
Labor, which regulates self-funded employers, 
could amend ERISA to require that certain 
information is made available to state or local 
government agencies.

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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SUMMARY: KEY POLICIES TO COORDINATE AND STRENGHTEN PATIENT-LEVEL 
DATA COLLECTION 
Federal

CMS:  Clarify guidance with respect to the sharing of medical and substance use disorder information across 
health and social services systems, while safeguarding patient privacy.

Office of the National Coordinator for Health Information Technology (ONC): Use interoperability-related 
authority to encourage data portability.

As purchaser: In the design of payment and delivery models, including value-based fee-for-service and 
alternative payment models, create a strong business case and clear signals for stakeholders to engage in 
interoperability and information exchange, while safeguarding patient privacy. 

As purchaser: Encourage well-targeted social needs screenings by requiring providers to adopt and use 
evidence-based screening tools as a condition of participation in government-sponsored health plans.

All agencies: Coordinate across agencies to ensure that data collection is stratified by ethnicity, primary 
language and other cultural aspects to identify disparities within demographic groups.

CMS: Relax certain HIPAA rules governing protected health information—particularly the required omission 
of “all geographic subdivisions smaller than a state, including…city, county, precinct, ZIP code…” while still 
maintaining patient privacy.

Department of Labor: Amend ERISA to require self-funded employers to collect and report the same 
information as governmental insurers (Medicare and Medicaid) to allow for analyses that include all state 
and/or community residents—both publicly and privately insured. 

State 

As purchaser: Incentivize healthcare providers to adopt and use data systems that track connections to 
social service organizations to ensure that patients’ health-related social needs are ultimately addressed. 

As purchaser: In the design of payment and delivery models, including value-based fee-for-service and 
alternative payment models, create a strong business case and clear signals for stakeholders to engage in 
interoperability and information exchange, while safeguarding patient privacy.  

As purchaser: Encourage well-targeted social needs screenings by requiring providers to adopt and use 
evidence-based screening tools as a condition of participation in government-sponsored health plans. 

Across agencies: Coordinate across agencies to ensure that data collection is stratified by ethnicity, primary 
language and other cultural aspects to identify disparities within demographic groups. 

Department of Insurance: Require fully-insured private plans to collect and report the same.information as 
governmental insurers (Medicare and Medicaid) to allow for analyses that include all state and/or community 
residents—both publicly and privately insured. 

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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DISCUSSION: 
LEVERAGE DATA AND COMMUNITY VOICES TO DETERMINE UNMET COMMUNITY 
NEEDS

1.4 Coordinate and Strengthen Community Health 
Needs Assessments

Nonprofit hospitals, public health departments, 
federally qualified health centers (FQHCs) and 
others (depending on the state) are required to 
conduct periodic assessments to identify their 
communities’ health-related needs.11 In many 
communities, these organizations work in silos, 
each producing an assessment unique to their 
organization or agency. Interviewees knowledgeable 
in this area expressed frustration at the lack of 
coordination and wasted resources from repetitive, 
yet incomplete, assessments. They communicated a 
desire for consolidated reports jointly produced by 
public health and healthcare stakeholders. 

Lack of coordination when conducting needs 
assessments may be partially due to different 
schedules for completion. Public health 
departments are required to conduct assessments 
every five years, whereas nonprofit hospitals and 
FQHCs must produce reports every three years. 
Amending federal guidance to create a single 
assessment timeline would facilitate collaboration 
by making the assessment a priority for each 
organization/agency at the same time. 

Alternatively, local governments could require 
the development of comprehensive, city- or 

county-wide assessments produced by a coalition 
of community stakeholders (see Spotlight). States 
can lay the foundation for this work by expanding 
community health need reporting requirements to 
include other nonprofit organizations that influence 
health. For example, New Hampshire requires 
nonprofit behavioral health providers, retirement 
communities and nursing homes to produce 
Community Health Needs Assessments (CHNAs) 
and community benefit plans, as well.12 

1.5 Strengthen CHNA Guidance to Meaningfully 
Include Community Stakeholders and Assess 
Social Needs

Accurate assessment of community needs requires 
a diversity of community perspectives. To this 
end, the Federal government requires nonprofit 
hospitals to solicit input from public health 
stakeholders and community members—specifically 
medically underserved, low-income and/or minority 
residents—during the CHNA process. Nevertheless, 
interviewees agreed that existing federal guidance is 
problematically vague, particularly when it comes to 
specifying the extent to which public health agencies 
and community members should be involved. 
Amending the guidance to establish criteria for 
“meaningful” participation is vital to ensuring that a 
diversity of perspectives are adequately represented. 

SPOTLIGHT: COLUMBIA GORGE’S COMPREHENSIVE COMMUNITY HEALTH NEEDS ASSESSMENT

The Columbia Gorge Regional Community Health Assessment is a comprehensive, regional CHNA 
produced by a collaborative of hospitals, clinics, public health agencies and community-based organizations 
operating across seven counties in the Columbia Gorge Region.13 In 2012, 39 organizations participated in 
the collaborative’s first CHNA, which culminated in a list of shared priorities from which to base community 
health improvement efforts. Columbia Gorge’s innovative programs, developed in response to the CHNA, 
won the region the Robert Wood Johnson Foundation Culture of Health Prize in 2016.14 

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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Furthermore, the Internal Revenue Service (IRS), 
which oversees the CHNA reporting process, should 
add community-based social support providers 
to the list of stakeholders that must be engaged. 
Currently, the IRS encourages but does not 
require nonprofit hospitals to assess health-related 
social needs, so involvement from social sector 
organizations would increase the likelihood that 
community needs across the wellness spectrum are 
identified and subsequently addressed.15 

1.6 Increase Transparency and Accountability in 
the Prioritization of Community Needs 

Another requirement for nonprofit hospitals is to 
identify the highest-priority community needs and 
create a plan to address them. Interviewees cited lack 
of transparency and accountability in the prioritization 
step as a barrier to a valuable CHNA process. 

Specifically, interviewees argued that hospitals 
have too much flexibility in determining which 
of the needs identified in CHNAs they plan to 
address. Currently, hospitals are required to justify 
decisions to exclude certain needs in community 
health improvement plans (CHIPs) that accompany 

CHNAs, but there is no criteria outlining legitimate 
grounds for exclusion. The IRS can remedy this 
problem by issuing guidance identifying a concrete 
list of situations in which hospitals can, in good faith, 
exclude community needs from community health 
improvement plans. Hospitals that do not comply 
should be fined for failure to satisfy CHNA/CHIP 
requirements. 

Some interviewees felt strongly that community 
members should ultimately decide which needs 
are the most important to address. One example 
of how this could be accomplished is a process 
called participatory budgeting (see section 
2.7). While no interviewees disagreed with this 
idea, one posed a challenging question: “What if 
community members’ desires are not supported 
by evidence or do not support population health 
goals?” For instance, community members might 
decide that they do not want vaccinations, despite 
overwhelming evidence that vaccinations reduce 
the spread of infectious disease. Policymakers, 
advocates and other stakeholders should carefully 
consider this and similar questions in their quest for 
community-driven transformation. 

SUMMARY: KEY POLICIES TO LEVERAGE DATA AND COMMUNITY VOICES TO 
DETERMINE UNMET NEEDS
Federal  

IRS/HRSA/Public Health Accreditation Board: Amend federal guidance to create a single community health 
needs assessment timeline for FQHCs, Public Health and nonprofit hospitals.

IRS: Provide concrete guidance on criteria for “meaningful” community participation in non-profit entities 
health needs assessments.

IRS: Issue guidance identifying a concrete list of situations in which hospitals can, in good faith, exclude 
community needs from community health improvement plans.

State

Department of Revenue: Expand state community health need reporting requirements to include other 
nonprofit organizations that influence health. 

Public Health Department: Require/encourage comprehensive, coordinated city- or county-wide health needs 
assessments.

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms
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DISCUSSION: 
IDENTIFY GAPS IN WORKFORCE, COMMUNITY INFRASTRUCTURE, ETC.

1.7 Assess Local Capacity to Meet People’s Needs

When performed correctly, CHNAs can provide 
a wealth of information that helps stakeholders 
assess local capacity. Most notably, they include 
resource inventories that identify community 
assets that help meet residents’ health-related 
needs. They can also shed light on gaps in needed 
services that should be addressed. 

Asset mApping

Most interviewees agreed that it is important to 
identify areas in need of greater investment, but 
one argued that evaluators too-often adopt a 
“glass-half-full approach.” She expressed the view 
that there is a tendency to focus on identifying 
resources that communities need, rather than 
ones that are not being used to their fullest extent. 
These underutilized resources, she explained, 
can be uncovered through an “asset mapping” 
approach (see textbox). Another interviewee 
challenged this view, arguing that community-
based organizations (CBOs), particularly those 
in underserved communities, are highly skilled 
at utilizing available resources. Nevertheless, 
she agreed that “opportunity” mapping could 
supercharge the work that they do. 

Better information sharing between government 
agencies would also aid efforts to assess local 
capacity to meet people’s needs. For example, one 
interviewee highlighted the fact that data collected 
by urban planners can aid efforts to advocate 
for better access to services by locating breaks 
in sidewalks that prevent people from walking 
to grocery stores and healthcare appointments. 
Data from urban planners can also be used to 
layer demographic information on top of food 
dessert maps to identify populations that should 
be targeted and engaged in community health 
improvement efforts (see section 2.7).

Federal, state and local governments should 
facilitate information sharing by developing 
standard processes for responding to data 
requests between departments and specifying that 
programs purchased to store the data must be 
capable of sharing it in multiple formats to aid in 
cross-departmental analyses, if these requirements 
are not already in place.17,18 Washington State is 
a national leader in this regard, having created a 
data warehouse that provides a “comprehensive, 
cross-agency view of client experiences and service 
information” (see Spotlight on next page).

Some interviewees also stressed the importance 
of making data (scrubbed clean of personal 
identifiers) accessible to the public to help 
advocates, researchers and private sector 
organizations play a role in transformation efforts, 
as well. The Allegheny County Department of 
Human Services has made the information in its 
data warehouse publicly available, when possible, in 
recognition of this need.19 

Assessing the heAlthcAre workforce

CHNAs typically provide county-level statistics on 
the number of primary care physicians, dentists 
and mental health providers per capita, which can 
highlight workforce shortages creating barriers to 
care. One interviewee stated that efforts to assess 

Six Stages of Asset Mapping
1.  Define community boundaries
2.  Identify and involve partners
3.  Determine what type of assets to include
4.  List the assets of groups
5.  List the assets of individuals
6.  Organize assets on a map16

Policy Roadmap: Assess Unmet Needs See Appendix B for Glossary of Terms



17

workforce capacity (through CHNAs and other 
means) should include professionals that address 
psychosocial needs, such as social and Community 
Health Workers (CHWs). 

The Federal government could facilitate these 
efforts by providing county-level information on 
the prevalence of these professionals (typically 
gathered from professional societies and licensing 
boards) in national databases. This would allow 

for inclusion in user-friendly resources that are 
commonly used to inform CHNAs, including the 
Robert Wood Johnson Foundation’s County Health 
Rankings or the University of Missouri’s CARES 
Engagement Network (affiliated with Community 
Commons).21 It is important to note that a lack of 
credentialing for CHWs poses barriers to tracking 
their prevalence at the national level (see section 
2.6 for a related discussion).

SPOTLIGHT: WASHINGTON’S DATA WAREHOUSE

The Washington Department of Social and Health Services’ Research and Data Analysis (RDA) division’s 
data warehouse is an integrated platform that matches client information collected from more than 20 
different governmental data systems.20 The platform allows RDA to regularly assess the state’s health and 
social services—not only by evaluating the impact of specific programs, but also identifying the societal 
consequences of unmet needs. (For example, analyses demonstrated that insufficient access to treatment 
for substance use disorders increased avoidable public expenditures and worsened social outcomes.)

Data-sharing agreements ensure that each office maintains ownership over the data it contributes, and allows 
offices to specify requirements for data security, privacy and the protection of personal information. The 
agreements also describe how the information can be used, such as for evaluations. Washington is the first 
state to successfully integrate governmental health and social services data on a large-scale. 

SUMMARY: KEY POLICIES TO IDENTIFY GAPS IN WORKFORCE, COMMUNITY 
INFRASTRUCTURE, ETC.
Federal

All agencies: Facilitate information sharing across departments by developing standard processes for responding 
to data requests between departments and requiring that systems purchased to store data are capable of 
sharing it in multiple formats to aid in cross-departmental analyses. Consider making data available to the public 
and researchers.

HRSA: Ensure that federal data collection efforts that provide county-level information on the prevalence of medical 
professionals include professionals that address psychosocial needs, such as social and Community Health Workers.

State and Local

All agencies: Facilitate information sharing across departments by developing standard processes for responding 
to inter-departmental data requests and requiring that systems purchased to store data are capable of sharing 
it in multiple formats to aid in cross-departmental analyses. Consider making data available to the public and 
researchers.
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SECTION 2: CREATE INTEGRATED SYSTEMS
creAte integrAted systems to AdvAnce populAtion heAlth

Systematically addressing people’s interrelated health and social needs once they have been identified will 
require strong, sustainable connections across healthcare, public health and social stakeholders. The following 
table highlights promising governmental strategies to make needed investments, and provide and align 
incentives to advance population health. 

TABLE 2 Policy Targets to Create Integrated Systems to Advance Population Health

Objectives Policymaking 
Body

Policy Targets 

Align incentives to 
support population 
health goals

Federal, state & 
local

2.1 Support Accountable Communities of Health models by providing funding, 
technical assistance and serving as an organizer/convener. 

2.2 When contracting for healthcare and social services, design contracts to 
support population health and align incentives.

Increase funding 
and services to 
address social 
needs

Federal & state 2.3 Secure new funding to address social needs and improve flexibility to move health 
spending upstream, for example by eliminating financing silos, using global budgets, 
establishing wellness trusts, etc. 

2.4 Pursue waivers to pay for housing-related services through state Medicaid 
programs.

Integrate 
healthcare and 
community-based 
services

Federal & state 2.5 Reimburse for and invest in care coordination across the spectrum of medical 
and social needs. Incentivize providers to use risk stratification or hotspotting 
to identify patients in particular need of better coordinated care. 

2.6 Update payment and other policies to support the integration of Community 
Health Workers into healthcare teams, particularly in underserved areas.

Engage community 
members in 
transformation 
efforts

Federal, state & 
local 

2.7 Support the inclusion of resident voices by incorporating best practice 
community engagement techniques, such as open meeting laws, multiple 
avenues for participation, etc.  

2
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is a promising example of this approach, however 
the effort has yet to be formally evaluated. More 
information will become available in the final stage 
of the initiative, beginning in 2021.25 (See Spotlight.)

State-level policy options for supporting ACHs 
include incentivizing non-profit hospitals to 
participate by allowing them to report meaningful 
involvement in an ACH as community benefit; 
increasing funding for ACHs through state 
appropriations and/or Section 1115 Delivery System 
Reform Incentive Payment (DSRIP) waivers;28 and 
providing technical assistance.  

Local governments can similarly support ACHs 
by supplying funding and providing technical 
assistance, in addition to serving as a convener. 
While interviewees agreed that “having 
government at the table” is important to realizing 
ACHs’ goals, a few noted practical considerations 
that must be addressed. For example, one 
interviewee emphasized the need for a neutral and 
trusted convener. In some communities, she stated, 
local government may not be suited to serve 
that role.29 Another interviewee remarked that 
community organizations can easily feel oppressed 
in situations where technical assistance is provided 

DISCUSSION: ALIGN INCENTIVES TO SUPPORT POPULATION HEALTH GOALS

2.1 Support Accountable Communities of Health 

An Accountable Community for Health (ACH) is 
a structured alliance of healthcare, public health 
and other organizations that plans and implements 
strategies to improve population health and 
health equity for all residents of a particular 
geographic area. There is no single approach used 
by ACHs—rather, successful ACHs embrace their 
specific community assets and needs and target 
interventions to goals that are within reach.22 Wide 
variation makes it difficult to make generalizations 
about ACHs’ effectiveness,23 but an extensive 
review published by the National Academy of 
Medicine documents their potential to drive us 
toward population health and wellbeing.24 

The most effective ACHs will integrate healthcare, 
public health and social services to create 
environments that support wellness needs across 
the health and social spectrum. Additionally, ACHs’ 
governance structure, partners and projects should 
be tailored according to the unique characteristics 
and circumstances of the communities they 
serve. Washington’s Accountable Communities of 
Health Initiative (comprised of 9 regional ACHs) 

SPOTLIGHT: NORTH SOUND ACCOUNTABLE COMMUNITY OF HEALTH

North Sound Accountable Community of Health is a multi-sector collaboration in Washington working 
to “transform the health and healthcare system across the North Sound Region [through] a stronger 
emphasis on prevention, health promotion and community health, while promoting efficiencies and quality 
in physical, behavioral and public health systems.”26 Priority areas include integrating clinical and mental 
healthcare, improving care coordination for Medicaid patients and promoting health equity. As part of 
its work, North Sound ACH conducts cultural competency and literacy trainings for case managers and 
other healthcare professionals, has established a Dental Health Aide Therapist workforce pilot with Tribal 
partners to address access issues and has enhanced EHR use and health information exchange readiness. 
The collaborative is funded through the state’s Medicaid Section 1115 DSRIP Waiver, Designated State 
Health Programs funding and community benefit grants from local hospitals.27 
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by the government. Ultimately, the most valuable 
role for local government will depend on the 
relationships within a given community. 

2.2 Design Contracts to Support Population 
Health and Align Incentives

designing contrActs to support populAtion heAlth

As healthcare purchasers, states can design 
managed care and value-based purchasing 
contracts in ways that advance population 
health goals. For example, 11 states highlighted 
in the National Academy for State Health Policy 
(NASHP)’s recent scan of Medicaid contracts have 
included a number of provisions related to social 
determinants, including criminal justice, housing, 
transportation, employment, education and family/
caregiver support. Additionally, approximately half 
of the states’ contracts focused on primary care 
and behavioral health integration.30 States can also 
incorporate requirements to address oral health in 
managed care contracts (see sections 3.5 and 2.1 
for more on oral and behavioral health integration). 
Oregon, for example, requires their coordinated 
care organizations (CCOs)31 to contract with dental 
providers (in addition to medical and behavioral 
health professionals), creating a “regulatory 
framework” to improve coordination between 
historically siloed areas of care.32  

See text box for common elements of contractors’ 
obligations, as identified by NASHP.

designing contrActs to Align incentives

Aligning incentives between healthcare providers 
and community-based organizations, each 
connected to separate funding streams, is another 
challenge that states can address by designing 
contracts in ways that hold service providers 
financially accountable for meeting similar 
performance goals (also known as creating “parallel 
risk”). For example, a state Medicaid agency 
might coordinate with the state Department of 
Agriculture to incorporate a Medicaid hemoglobin 

A1C measure into the performance metrics for 
education grants that fund nutrition-focused 
CBOs. The Spotlight on page 21 describes Oregon’s 
efforts to design shared performance measures 
that create joint accountability between its 
healthcare and education sectors. 

Additionally, AcademyHealth’s Approaches to 
Cross-Sector Population Health Accountability 
offers practical recommendations for cross-sector 
alignment and sample measures that can unite 
healthcare providers and CBOs in the pursuit of 
population health goals.36  

Common Elements of Contractors’ 
Obligations in Medicaid Contracts

• Develop relationships with local community 
organizations to implement social determinant 
interventions (e.g., housing support services, 
nutrition classes, exercise equipment)

• Contract with community organizations
• Collaborate on community health needs 

assessments (CHNAs)
• Develop or access a community resource 

directory
• Evaluate members’ health-related social needs
• Refer individuals to appropriate community 

services
• Follow-up and assist with access to community 

services
• Utilize data to address health disparities
• Share information (e.g., health records) with 

community organizations33
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SPOTLIGHT: OREGON’S HEALTH AND EDUCATION CROSS-SECTOR COLLABORATION34

Oregon has undergone considerable efforts to transform both its healthcare delivery and education 
systems. In the healthcare sector, the state established coordinated care organizations (CCOs) to 
coordinate care for Medicaid beneficiaries. In the education sector, Early Learning Hubs (Hubs) were 
established to coordinate early learning services for children and families. Due to the impacts of early 
experiences on long-term health and education outcomes, both entities adopted an overlapping measure 
for developmental screening of young children as part of their performance measure set. 

In 2014, an oversight body known as the Joint Committee convened a Child and Family Well-being Measures 
Workgroup, in part, to develop additional measures that would hold the healthcare and education sectors 
jointly accountable for improving kindergarten readiness. Ultimately, seven measures were recommended 
and approved by the Joint Committee. While state-level implementation has stalled due a diversity of 
challenges (including differing organizational structures and resources across Hubs and CCOs, as well as 
differing capabilities related to data collection and data sharing), Oregon’s experience provides valuable 
lessons for other states. A publication funded by the Robert Wood Johnson Foundation discusses the effort in 
greater detail and provides a toolkit “to help states 1) assess readiness and 2) develop a shared measurement 
and joint accountability approach across healthcare and non-healthcare sectors.”35 

SUMMARY: KEY POLICIES TO ALIGN INCENTIVES TO SUPPORT POPULATION 
HEALTH GOALS  
Federal 

CMS: Approve Section 1115 Delivery System Reform Incentive Payment (DSRIP) waivers to fund Accountable 
Communities for Health (ACHs).

Across agencies: Adopt cross-sector population health accountability measures to align incentives across 
vendor contracts (“parallel risk”).

State 

Department of Revenue: Allow non-profit hospitals to report meaningful participation in an Accountable 
Communities for Health (ACH) as community benefit.  

Department of Health: Increase funding for ACHs through state appropriations and/or Section 1115 DSRIP 
waivers and support with technical assistance. 

Medicaid Agency: Incorporate provisions related to social determinants in Medicaid contracts.  

Across agencies: Adopt cross-sector population health accountability measures to align incentives across 
vendor contracts (“parallel risk”). 

Local

Department of Public Health: Support ACHs by supplying funding and technical assistance; serve as a 
convener if a trusted entity in the community
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2.3 Increase Funding for Services to Address Social 
Needs 

secure new funding 

The majority of interviewees strongly agreed 
that investments in areas like early education and 
housing are essential to improving population 
health and reducing disparities. In addition, they 
overwhelmingly supported financing structures 
that allow healthcare dollars to be invested 
“upstream,” with the caveat that the funding to 
address health-related social needs should primarily 
come from the social sectors.   

Blended and braided financing structures 
(described in the textbox at right) can help 
conserve Medicaid funds by combining them with 
money from other agencies to fund programs that 
address people’s health and social needs. States 
should look for opportunities to expand the use 
of these models, drawing on lessons learned from 
successful programs like Minnesota’s Hennepin 
Health (see Spotlight). 

Another option for providing sustainable funding 
over time is to establish a wellness trust—an entity 
governed by community partners that “captures” 
savings from population health interventions to 
fund the next round of interventions.  Many point 
to the success of an early model, Massachusetts’ 

DISCUSSION: INCREASE FUNDING FOR SERVICES TO ADDRESS SOCIAL NEEDS 

SPOTLIGHT: MINNESOTA’S HENNEPIN HEALTH

Hennepin Health is an integrated healthcare delivery network that offers medical, behavioral health and 
social supports to Medicaid and MinnesotaCare beneficiaries. The network is funded through a braided 
financing structure—the state Medicaid agency pays a fixed per-member-per-month payment for covered 
health services, while grants from county agencies support the employment of staff to address social 
needs.38 Hennepin Health’s integrated approach has decreased avoidable utilization among high-cost, 
high-need patients and serves as an example of a successful braided financing approach. 

Blended vs. Braided Financing
Blended and braided financing are two methods 
of combining disparate funding streams to pay 
for programs that address people’s health and 
social needs. Blended financing combines money 
from multiple sources into a single pool of funds 
with minimal administrative oversight (once the 
funds are combined) and maximum flexibility in 
how they can be used. Braided financing, on the 
other hand, keeps funds from the contributing 
parties separate to ensure the money is used to 
pay for a more narrowly defined set of eligible 
services. Both approaches have been successfully 
employed to finance programs that deliver 
healthcare and social supports.37 

Prevention and Wellness Trust Fund (PWTF), 
that has been used to finance cross-sector 
collaboration.39 Independent evaluations of 
Massachusetts’ effort have documented desirable 
system changes, such as increased capacity 
and better coordination between clinical and 
community-based organizations; infrastructure 
investments; increased reliance on community 
health workers to engage hard-to-reach 
populations; and newly created jobs. Health 
improvements—including lower rates of pediatric 
asthma, uncontrolled hypertension and falls 
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among older adults—in addition to savings from 
decreased use of healthcare services were also 
observed.40 

Wellness trusts are still gaining traction and 
little is currently known about best practices 
for their design and implementation.41 State 
and local governments should therefore look to 
Massachusetts and others experimenting with 
this approach (like Brooklyn, New York)42 as they 
consider options for financing efforts to better the 
health of their communities.  

improve flexibility to move heAlth spending 
upstreAm

As previously stated, interviewees overwhelmingly 
supported the use of Medicaid funds to address 
certain social determinants of health. Waivers to 
pay for supportive housing services, in particular, 
was a top interviewee recommendation (see 
section 2.4). 

Beyond the moral case for investing in social 
determinants of health, there are fiscal reasons 
why states should invest upstream. These include 
“reductions in Medicaid spending on treatments 
and services for acute and chronic conditions 
[and] reduced costs in other sectors resulting 
from a healthier population” (for example, greater 
workforce participation).43 But program rigidity and 
other barriers can stifle needed investments, even 
if they create future savings that, in essence, pay 
for themselves.44 

A few interviewees emphasized that a desire for 
increased flexibility should not be remedied by 
the use of block grants, which would establish 
fixed amounts of federal funding to cover states’ 
Medicaid expenses each year. States would have 
maximum flexibility in determining how to use the 
funds, but healthcare advocates and some policy 
experts predict that block grants would reduce the 
federal dollars flowing to states and, ultimately, 
result in a reduction of services for vulnerable 

populations.45 Eliminating financing silos and 
implementing global budgets were more palatable 
options for granting flexibility for stakeholders to 
address people’s health and health-related social 
needs. 

Example 1: Eliminating Financing Silos

Section 1115 Medicaid waivers enable states to 
extend coverage to additional populations and 
provide services delivered by non-traditional 
providers or in non-traditional settings.46 These 
include DSRIP waivers that allow states to 
alter provider payment in attempt to improve 
coordination between medical, behavioral and 
social support providers.47,48 

The nascence of this work makes it difficult 
to draw conclusions about the effectiveness 
of states’ efforts in attempt to identify the 
best approach. Nevertheless, case studies like 
AcademyHealth and Nemours Children’s Health 
System’s Innovative Medicaid Payment Strategies 
for Upstream Prevention and Population Health 
shed light on promising strategies and evidence-
based practices, such as use of community care 
coordination systems and community health 
workers (discussed in sections 2.5 and 2.6, 
respectively).49 Moving forward, state Medicaid 
agencies should consider these and other lessons 
learned when designing and testing approaches to 
invest upstream.

Example 2: Global Budgets

State Medicaid agencies can encourage 
contracting entities that are paid a set amount per 
beneficiary—such as managed care organizations 
and accountable health structures—to invest in 
prevention and population health efforts that may 
not be possible under Medicaid fee-for-service 
arrangements.50 The Oregon Health Authority, for 
example, uses global budgets (in addition to other 
incentives) to encourage CCOs to deliver whole-
person care. 
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In addition to providing services to address 
people’s medical needs, CCOs contract with 
a diversity of behavioral health, oral health 
and social support providers. A 2015 survey 
of beneficiaries documented improvements in 
healthcare access, quality, use of primary care, 
care coordination related to social determinants 
of health and self-reported health outcomes 
compared to Medicaid fee-for-service.51,52 These 
findings indicate that global budgets, as part of a 
larger strategy, help create an environment that 
is more conducive to addressing beneficiaries’ 
wellness needs.

Global budgets can also be employed at the 
organizational level to incentivize providers to 
prioritize prevention. In Maryland, all payers 
(Medicare, Medicaid and private insurers) pay 
hospitals a prospectively-set, fixed amount for 
the total number of inpatient, outpatient and 
emergency services provided annually. Hospitals 
are responsible for expenditures in excess of the 
amount set by the state’s Health Services Cost 
Review Commission, creating a vested interest in 
efforts to keep people healthy (thereby reducing 
avoidable hospital utilization).53,54 It is important 
to note that desirable results from Maryland’s 
experiment may be difficult to replicate given 
the state’s unique all-payer system. Findings 
from Pennsylvania’s use of global budgets for 
rural hospitals (currently in the early stages of 
implementation) may prove more useful to other 
states interested in this approach.55 

2.4 Permit Waivers for Medicaid Programs to Pay 
for Housing-Related Services

For several interviewees, housing was the 
dominant health-related social need that Medicaid 
programs should aim to address.56 They expressed 
support for mold removal in households with 
asthmatic children, rent subsidies for families 
at risk of homelessness and allowing doctors to 

weigh in on coding enforcement when health is at 
risk. 

Interviewees recommended that states take 
greater advantage of waivers and state plan 
amendments that allow Medicaid programs to 
experiment with supportive housing.57 Options 
that states can pursue (if they have not already) 
include:58

• Section 1115 Research and Demonstration 
Waivers, 

• Section 1915(b) Managed Care Waivers,59

• Section 1915(c) Home and Community Based 
Services Waivers, 

• Section 1915(i) Home and Community Based 
Services State Plan Optional Benefit, 

• Section 1915(k) Community First State Plan 
Optional Benefit,

• 1905(a) Targeted Case Management Services 
and 

• Health Homes State Plan Options.

The National Governor’s Association has created 
a Housing as Health Care Roadmap to guide state 
Medicaid agencies as they pursue strategies to 
integrate health and housing.60 Phase 2 provides 
additional detail on Medicaid authorities that can 
be leveraged to finance housing supports.61 

Additionally, the Federal government should 
reactivate the Money Follows the Person 
(MFP) demonstration project, which provided 
federal dollars to help Medicaid beneficiaries 
transition from nursing facilities back into 
their communities.62 Evaluations revealed that 
the project produced savings for the Medicaid 
program and that participation improved 
beneficiaries’ quality of life. Forty four states 
participated in the program until its expiration in 
2016.63 (As of this writing, reauthorization efforts 
are underway). 
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percent of respondents “fully” or “mostly” 
coordinated patient care across the inpatient, post-
acute and home settings.69 Barriers to widespread 
practice include non-interoperable health records 
(see section 1.1) and payment structures that do 
not reimburse providers for care coordination 
activities. The Federal government, as a major 
healthcare payer, should reimburse providers 
for care coordination under fee-for-service and 
value-based payment models and couple these 
payments with outcome-based measures to ensure 
meaningful results (see section 3.11 for a related 
discussion).

States, as purchasers, can encourage care 
coordination by reimbursing providers under 
fee-for-service arrangements or establishing 
integrated groups of providers that receive 
capitated payments in the form of global budgets 

While all interviewees agreed that housing supports 
are vital to improving Medicaid beneficiaries’ health 
outcomes, one stipulated that governments must 
address shortages of affordable housing units in 
order for people’s needs to be met (see section 2.3 
for a discussion of increasing funding to address 
social needs).

SUMMARY: KEY POLICIES TO INCREASE FUNDING FOR SERVICES TO ADDRESS 
SOCIAL NEEDS
Federal 
CMS: Reactivate the Money Follows the Person (MFP) demonstration project.

State 

Across agencies: Explore opportunities to use braiding, blending, global budgets and wellness trusts to 
break down financing silos that interfere with cross-sector collaboration.   

Medicaid Agency: Pursue waivers to pay for housing-related services.

DISCUSSION: INTEGRATE HEALTHCARE AND COMMUNITY-BASED SERVICES

2.5 Reimburse for, and Invest in, Care 
Coordination

Care coordination aims to improve patient 
health outcomes by synchronizing services from 
disparate providers64 and reduce healthcare costs 
by eliminating redundant tests and procedures.65 
Research on the impact of care coordination 
programs has yielded mixed results (due to 
variation in design and implementation),66,67,68 but 
case studies demonstrating improved outcomes for 
high-need patients and higher patient satisfaction 
have made care coordination a central component 
of efforts to deliver patient-centered care. Indeed, 
interviewees consistently touted care coordination 
as a basic building block of a patient-centered 
system. 

Despite overwhelming support, a survey of 
healthcare organizations found that only 37 
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Risk stratification is similar to the Camden 
Coalition’s renowned hotspotting technique, 
which uses clinical data to identify “super-utilizers” 
and deliver targeted interventions to address 
unmet medical, behavioral and/or social needs 
that contribute to frequent and avoidable use 
of the healthcare system.74 Studies suggest that 
the Camden Coalition’s programs have improved 
wellness and reduce costly emergency department 
visits and hospital admissions.75 

As healthcare payers, the Federal and state 
governments should incentivize providers to use 
risk stratification or hotspotting to identify patients 
in need of coordinated care. Denver Health 
provides a promising example of a federally funded 
risk stratification program (see box above).

(see section 2.3 for a discussion of Oregon’s 
Coordinated Care Organizations). Technical 
assistance should also be provided to help 
diverse groups of providers work together to 
systematically address patients’ goals and needs. 

Community care coordination systems adopted by 
providers should have the following components to 
ensure they are rooted in evidence and driven by 
patients’ goals and needs:

1.  “identify and engage patients who are likely to 
have multiple health and social needs;

2. screen patients for [unmet needs] and 
determine the appropriate organizations with 
the resources and knowledge to address [them];

3. connect patients with these community 
organizations to address their social needs 
within the community care coordination 
system;

4. follow up to ensure patients are connected and 
facilitate completion of the intervention; and 

5. track outcomes of patients receiving 
community-based services.”70

The Pathways Community HUB model is a small-
scale but promising example of one such program 
(see Spotlight on page 27). 

risk strAtificAtion: A best prActice for identifying 
pAtients in pArticulAr need of coordinAted cAre 

Interviewees consistently identified risk 
stratification as a best practice for identifying 
complex patients and tailoring care to their 
level of need. Risk stratification is the process 
of categorizing patients into tiers depending on 
the severity of their health-related needs and 
deploying resources accordingly. Patients with 
the highest level of need are provided an intensive 
suite of services, which typically includes care 
coordination, while the lowest need patients 
receive more basic care.

Risk Stratification in Action: Denver 
Health’s 21st Century Care Project
Denver Health is an integrated safety net system 
serving a large portion of Medicaid and uninsured 
patients in Denver, Colorado. The system’s 21st 
Century Care Project, funded by the Centers for 
Medicare and Medicaid Innovation, serves as a 
model for improving outcomes by tailoring care 
strategies to the level of patients’ physical health, 
behavioral health and social needs. 

The 21st Century Care project uses clinical 
data to categorize patients into four risk tiers, 
indicating their level of need. Low risk patients 
receive basic services, while the highest risk 
patients are matched with intensive resources, 
such as multi-disciplinary care teams to help 
with “care-planning, goal-setting and problem-
solving” and “referrals for specialty care, 
substance abuse treatment, housing and other 
community resources.”76 Evaluations show that 
risk stratification improved quality, patient 
satisfaction and reduced the total cost of care.77 
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2.6 Update Payment and Other Policies to Support 
the Integration of Community Health Workers 
into Healthcare Teams

Research supports the integration of Community 
Health Workers (CHWs) into interdisciplinary care 
teams by documenting their ability to connect 
people to needed services, improve health 
outcomes and establish trusted relationships 
in the communities they serve.78 Interviewees 
overwhelmingly supported the use of CHWs, with 
several expressing their value both within and 
beyond healthcare teams. 

One of the most significant barriers to integration 
of CHWs into the healthcare system is a lack of 
stable funding. States can pursue a number of 
strategies to address this issue, including filing 
State Plan Amendments to authorize CHWs to 
be reimbursed for preventive services; using 
Section 1115 waivers to reimburse CHWs through 
Medicaid; and creating line-items for CHWs in state 
budgets (which can be done at the local level, as 
well).79 States can also require Medicaid managed 
care plans to contract with community health 
workers, in addition to behavioral health and dental 

SPOTLIGHT: PATHWAYS COMMUNITY HUB

The Pathways Community HUB is a nationally certified community care coordination system that 
utilizes a network of local agencies to identify high-risk individuals; systematically assess their health 
and health-related needs; and deploy evidence-based interventions to improve outcomes. Community 
care coordinators (CCCs)71 employed by local agencies conduct community outreach and home visits 
to engage high-risk individuals.72 CCCs then conduct comprehensive assessments of people’s physical 
health, behavioral health, social, economic and other risk factors, each of which is designated as a Pathway 
in which evidence-based interventions are applied and progress is tracked. A central HUB minimizes 
duplication of efforts, while outcome-based payments hold agencies accountable for ensuring that 
risk factors are not only assessed, but ultimately addressed.  Early evidence suggests that the program 
improves health outcomes and reduces costs.73 

providers (see section 2.2). “Including provisions [in 
Medicaid managed care contracts] to ensure that 
contracted CHWs [spend] a significant percentage 
of their time in the community outside of the clinic 
or hospital setting” is recommended to maintain 
relationships with members of vulnerable and/or 
hard-to-reach populations.80 

Strengthening CHW credentials may add credibility 
to the profession among skeptics and pave the 
way for stable funding. Options that some states 
have pursued, and others should consider, include 
“implementing CHW certification to establish 
professional standards [and] defining the CHW 
scope of practice in the state by specifying the 
boundaries that separate CHWs from other health 
professions.”81 It is worth noting, however, that 
excessive requirements for accreditation may 
make it difficult for members of underserved 
communities to enter the profession.82 As of 2017, 
no experimental studies had been conducted to 
assess the impact of certification, but best available 
evidence suggests that it supports positive CHW 
performance in the healthcare system.83 
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that are convenient for community members 
to attend; assisting with travel, childcare and 
translation services; and providing multiple 
avenues for public participation (online, in-person, 
etc.). 

Interviewees proposed other important 
recommendations, such as:  

• Ensure that information is not only taken from 
communities, but returned to communities. 
Engagement efforts run the risk of alienating 
community participants if they do not inform 
them how the information collected is being 
used to bring about change. Better yet, 
community members should be involved in the 

SUMMARY: KEY POLICIES TO INTEGRATE HEALTHCARE AND COMMUNITY-
BASED SERVICES
Federal 
As purchaser: Pay for care coordination activities under all types of provider payment models; couple these 
payments with outcome-based measures to ensure meaningful results; incentivize providers to use risk 
stratification or hotspotting to identify patients in need of coordinated care.

State 

As purchaser: Pay for care coordination activities under all types of provider payment models; couple these 
payments with outcome-based measures to ensure meaningful results; incentivize providers to use risk 
stratification or hotspotting to identify patients in need of coordinated care. 

Medicaid Agency: File State Plan Amendments to authorize community health workers (CHWs) to be reimbursed 
for preventive services; use Section 1115 waivers to reimburse CHWs through Medicaid; require Medicaid managed 
care plans to contract with community health workers, in addition to behavioral health and dental providers.

Department of Health: Create line-items for CHWs in state budgets. 

Department of Health: Consider CHW certification to establish professional standards and define the CHW 
scope of practice. 

Local

Department of Health: Create line-items for CHWs in local budgets.

DISCUSSION: 
ENGAGE COMMUNITY MEMBERS IN TRANSFORMATION EFFORTS

2.7 Incorporate Best Practice Community 
Engagement Techniques in Health System 
Transformation and Population Health 
Improvement Efforts

Consumer involvement in the development 
and implementation of Federal, state and local 
transformation efforts is vital to ensuring that 
healthcare, public health and social systems are 
responsive to the needs of the people they serve. 
At all levels, governments should adhere to best 
practices when it comes to consumer engagement 
techniques and encourage private sector-led 
transformation efforts to do the same. Examples 
at the state and local levels include having strong 
“open meetings” laws; holding meetings at times 
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improvement effort from the beginning (see 
discussion of participatory budgeting below), 
rather than simply partaking in an exchange of 
information.  

• Include a diversity of community voices 
to ensure that diverse racial and ethnic 
populations and other marginalized groups are 
represented.84 Different groups experience 
healthcare, public health and social systems 
differently. Engagement efforts targeting 
“the usual suspects” (e.g. consumers who 
are enthusiastic, have ample free time, etc.) 
may fail to surface an “authentic” community 
perspective.

• Improve the evidence base for consumer 
engagement, generally. Studies are needed 
to better understand how patient-informed 
processes can lead to better health outcomes.

The Collective Impact Forum was specifically 
identified as a best practice method for 
meaningfully engaging a diversity of community 
stakeholders, including community members, in 
transformation efforts.85 

Governments should also expand opportunities for 
consumer engagement by mandating consumer 
representation in health system governance. 
For example, the Federal Public Health Service 
Act requires community health centers to have 
a consumer majority on their board of directors 
and Massachusetts requires hospitals to establish 
patient and family advisory councils (discussed in 
section 3.10).86 These laws should be expanded to 
apply to additional groups of providers and adopted 
in other states. 

provide new engAgement opportunities through 
pArticipAtory budgeting

Participatory budgeting—a democratic process 
that empowers community members to determine 
how to spend public funds—was recommended 

by some interviewees as a promising tool for 
improving engagement.87,88 Evidence suggests that 
participatory budgeting strengthens relationships 
between residents, governments and community 
organizations; broadens political participation 
(especially from historically marginalized 
communities); encourages the development of 
new community leaders; and makes spending more 
equitable and effective.89 

State and local government agencies should use 
participatory budgeting, when appropriate, to 
allocate public dollars in ways that are meaningful 
to communities, including in efforts to advance 
population health. To date, there are few examples 
of health-focused participatory budgeting 
initiatives in the U.S. The St. Louis County 
Department of Public Health in St. Louis, Missouri 
has led the most robust effort, using participatory 
budgeting to select projects to be funded as part of 
SAMSHA’s Resiliency in Communities After Stress 
and Trauma grant awarded to the department in 
2016.90 In Oakland, California, residents voted to 
use Federal Community Development Block Grant 
funds to provide “meals, mobile showers and health 
services for people experiencing homelessness,” in 
addition to funding other community priorities.91 

Interviewees familiar with participatory budgeting 
supported the use of the approach. One 
interviewee added that participatory budgeting 
could be used to decide how hospitals spend their 
community benefit dollars, however, this appears to 
be an untested recommendation. 
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SUMMARY: KEY POLICIES TO ENGAGE COMMUNITY MEMBERS IN 
TRANSFORMATION EFFORTS 
Federal 

All agencies: Have strong “open meetings” laws; hold meetings at times that are convenient for community 
members; assist with travel, childcare and translation services; and provide multiple avenues for public 
participation (online, in-person, etc.). Deploy principles of the Collective Impact Forum to ensure 
inclusiveness and impact.   

All agencies: Mandate consumer representation in health system governance whenever federal funds (or 
tax exemption) are used to provide services. Establish clear guidelines as to what constitutes sufficient 
consumer engagement. 

State 

All agencies: Pass strong “open meetings” laws; hold meetings at times that are convenient for community 
members; assist with travel, childcare and translation services; and provide multiple avenues for public 
participation (online, in-person, etc.). Deploy principles of the Collective Impact Forum to ensure 
inclusiveness and impact.  

All agencies: Mandate consumer representation in health system governance whenever state funds (or 
tax exemption) are used to provide services. Establish clear guidelines as to what constitutes sufficient 
consumer engagement.  

All agencies: Explore use of participatory budgeting to allocate public dollars in a way that is meaningful to 
communities, including in efforts to advance population health.
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SECTION 3: ENSURE MEANINGFUL ACCESS
ensure meAningful Access to cAre And services thAt meet people’s 
goAls And needs, especiAlly within underserved communities

Creating integrated systems to address health and social needs will not result in better health outcomes if people 
lack access to needed services. For this reason, many interviewees identified a lack of access as a primary issue that 
policies should address. They argued that policies should not only remedy physical absences of services and providers, 
but coverage and cultural barriers that prevent people from seeking needed care, as well. The following table 
identifies important policy targets to expand healthcare access, particularly within underserved communities.92 

Objectives Policymaking 
Body

Policy Targets

Achieve universal, 
comprehensive 
coverage

Federal,  state 
& local

3.1 Adopt one of several possible evidence-based universal coverage policies. Ensure 
covered benefits are comprehensive; premiums and cost-sharing are tailored 
to family means; and eligibility criteria (if present) are as simple as possible and 
designed to enhance population health. Similarly, design provider networks to reflect 
community goals and needs.

Address provider 
shortages; increase 
diversity among 
providers

Federal & state 3.2 Expand scholarships, federal and state loan repayment programs and other 
incentives for physicians and mid-level providers to practice in underserved areas 
and recruit those from under-represented (i.e., minority) groups. Similarly, invest in 
“pipeline” programs to recruit providers likely to practice in underserved areas, as 
well as those from under-represented groups. 

3.3 Increase reimbursement for primary care (broadly defined).
3.4 Broaden non-physician providers’ “scope of practice” and/or create new categories 

of medical and dental providers with expanded authority.
Tailor care delivery 
settings to 
community needs

Federal & state 3.5 Improve access by co-locating primary care, behavioral health and oral health 
facilities. Eliminate regulatory barriers preventing payment for same-day services 
from FQHCs, behavioral health and dental service providers. 

3.6 Support a transition from traditional, hospital-based care to alternative settings 
that better meet patients’ needs by increasing flexibility for critical access hospitals 
with respect to the services they provide.

3.7 Expanding use of and reimbursement for telemedicine. 
Make clinical care 
more patient-
centered  

Federal, state & 
local

3.8 Require clinicians to use shared decision-making to surface patients’ goals, 
needs and preferences as a condition of participation in Medicare, Medicaid and 
government employee health plans. 

3.9 Develop standards for and require providers to undergo anti-oppression and equity 
training as a condition of participation in government-sponsored coverage.

3.10 Expand the use of patient and family advisory councils to amplify the consumer voice 
in governance decisions. Provide adequate training and support, when necessary, to 
ensure that a diversity of community members can participate effectively.

Use measurement 
and feedback 
systems to judge 
performance

Federal, state & 
local

3.11 Use a multi-stakeholder process to determine how overall success will be measured, 
develop new measures as needed and ensure meaningful feedback mechanisms to 
evaluate progress.

TABLE 3 Policy Targets to Ensure Meaningful Access to Care and Services that Meet People’s Goals and 
Needs, Especially within Underserved Communities

3
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this agenda. Instead, we recommend that state and 
federal legislators ensure that coverage policies 
include the following critical attributes:

1) Covered benefits must be comprehensive. Health 
plans should cover (in an integrated fashion) 
services to address medical, behavioral and 
oral healthcare for all individuals. Additionally, 
health plans should have proven mechanisms for 
working with non-social support providers, as 
needed, for their covered population. 

2) Premiums and cost-sharing must be tailored to 
family means. Financial barriers far exceed other 
reasons that people do not obtain coverage 
or receive care.97 Unlike other sectors, the 
healthcare system lacks a standard by which 
to determine whether healthcare costs are 
affordable.98 Research is needed to establish a fair 
“affordability standard” that not only takes into 
account income, but individuals’ and families’ non-
healthcare-related living expenses, as well.

3) Eligibility criteria (if present) must be as simple 
as possible and designed to enhance population 
health.99 Eligibility criteria must be easy for 
people to understand and designed in a way 
that enhances, not inhibits, healthcare access 
for vulnerable populations. Along these lines, it 
is important to recognize that equity and health 
system transformation goals cannot be achieved 
with restrictions that limit eligibility for certain 
groups (e.g. undocumented immigrants). These 
restrictions should be eliminated in recognition 
that preventing any group of people from 
accessing healthcare has health and financial 
implications for the population at-large.  

 Furthermore, streamlining eligibility 
requirements across Medicaid, SNAP and 
other safety net programs would decrease 
administrative complexity that may prevent 

It is widely recognized, in the health policy 
community and among interviewees, that 
healthcare coverage is a basic prerequisite 
to ensuring that the health system meets 
people’s goals and needs. This view is supported 
by overwhelming evidence tying coverage 
to improved health outcomes and, in some 
circumstances, greater equity.

The benefits of coverage, as documented by the 
Institute of Medicine’s Care without Coverage: Too 
Little, Too Late and other studies, include (but are 
not limited to):93

• Higher likelihood of receiving preventive and 
screening services 

• Greater likelihood of survival due to an earlier 
diagnosis and effective treatment of life-
threatening conditions

• Better management of chronic diseases
• Fewer disparities in the receipt of preventive, 

screening and cardiovascular services
• Improved financial security
Similarly, increasing comprehensiveness of covered 
benefits is associated with additional advantages, 
such as greater and more appropriate use of 
services. The evidence is particularly strong with 
respect to the inclusion of mental health benefits.94 

High healthcare costs and well-documented 
market failures have firmly established that 
universal coverage cannot be achieved through 
market forces alone. Policy proposals to achieve 
universal coverage are diverse and range from 
single payer (Medicare-for-all type approaches) to 
a combination of coverage approaches that don’t 
leave any “holes.”95,96 Due to the significant body of 
literature on evidence-based strategies to expand 
coverage, we do not put forth specific policies in 

DISCUSSION: 
ACHIEVE UNIVERSAL, COMPREHENSIVE COVERAGE 
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some Medicaid-eligible individuals from 
enrolling in the program. This is a central focus 
of governmental efforts to create no-wrong-
door systems, in which multiple state and 
community agencies work together to ensure 
that people are guided to appropriate health-
related supports, regardless of the agency they 
contact for information.100,101 

4) Cost-sharing and other benefit design 
considerations must be as simple as possible 
and reinforce larger system goals. Studies 
show that consumers are impaired by health 
plan complexity and desire simplicity. For 
example, they generally prefer cost-sharing in 
the form of predictable copays as opposed to 
less predictable co-insurance.102 While there 
have been a number of experiments with 
sophisticated cost-sharing benefit designs 
(high deductible designs with deductible 

exemptions,103 value-based insurance designs,104  
wellness incentives, etc.105), these complex 
approaches lack evidence of effectiveness.

5) Provider networks and incentives must be 
designed to support health equity and a 
comprehensive approach to meeting patients’ 
goals and needs. Provider networks should 
include a diversity of healthcare providers and 
be tailored to community needs. For example, 
networks covering communities struggling 
with mental health and substance use disorders 
(SUD) should strive to include a greater number 
of mental health and SUD providers.

6) If single payer is not used, coverage approaches 
must achieve alignment across public and 
private payers with respect to priorities, 
measures for success, payment and other 
incentives facing providers. 

SUMMARY: KEY POLICIES TO ACHIEVE UNIVERSAL, COMPREHENSIVE COVERAGE 
Federal 
Congress: Pass comprehensive, universal health coverage legislation. 

CMS: Alternatively, modernize the state flexibility offered under 1332 waivers to encourage all evidence-based 
coverage expansion approaches, while maintaining strict guardrails to ensure residents are not worse off. 

AHRQ/NIH: Research to establish an evidence-based, fair “affordability standard” for healthcare. 

State 

If universal coverage not addressed at the federal level: 

Legislature: Expand Medicaid, if not already done.  

Department of Health: Use state flexibility offered under 1332 waivers or another approach to further expand 
comprehensive, affordable coverage; commission research to establish an evidence-based, fair “affordability 
standard” for healthcare.  

Across agencies: Integrate eligibility requirements across Medicaid, SNAP and other safety net programs 
to support a “no wrong door” approach to enrollment. Minimize the complexity of complying with these 
requirements.  

As purchasers: Keep cost-sharing design as simple as possible and evidence-based; also, require provider networks 
be tailored to community needs,  including pathways to public health and social service providers as needed. 

Across agencies: If a single payer approach is not used, strive to achieve alignment across public and private payers 
with respect to priorities, measures for success, payment approaches and other incentives facing to providers.
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increasing access to primary care, oral health 
and behavioral health services for high-need 
populations and should be expanded, along with 
federal and state scholarships provided to future 
physicians, physician assistants, nurse practitioners, 
nurse midwifes and dentists in exchange for service 
in underserved areas after graduation. Increasing 
the availability of Graduate Medical Education 
training in rural settings would further incentivize 
providers to practice in these communities.108 

States can grow healthcare workforces locally 
by investing in pipeline programs and reducing 
barriers to medical education for students from 
underserved communities. The University of Kansas 
School of Medicine, for example, offers admissions 
preference to applicants raised in rural areas, while 
other schools have opened campuses in small 
towns to increase the number of local residents 
that apply.109 It is thought that growing healthcare 
workforces locally will improve retention, as 
these individuals are more likely to return to 
their hometowns to practice. Another innovative 
example of states’ efforts to increase the number 
of providers in underserved areas is Maryland’s 
“Health Enterprise Zones” (see Spotlight on page 
34).

increAse diversity in clinicAl professions

Some evidence suggests that increasing racial and 
ethnic diversity among healthcare providers can 
improve access to care in underserved communities 
with large racially and ethnically diverse populations 
and increase minority patient satisfaction.112 State 
and/or federal policy options for diversifying the 
healthcare workforce, as identified in Families 
USA’s Framework for Advancing Health Equity and 
Value, include:113 

DISCUSSION: 
ADDRESS PROVIDER SHORTAGES AND INCREASE DIVERSITY AMONG PROVIDERS

As the deliverers of healthcare services, doctors, 
nurses and other providers are the most important 
resource in our healthcare system. Their presence 
or absence in communities has life-altering 
consequences and their actions, attitudes and beliefs 
shape the way that people feel about the care they 
receive. Increasingly, notions of who qualifies as a 
healthcare provider are expanding beyond the narrow 
scope of physicians, nurses and dentists. Healthcare 
stakeholders, including public and private payers, are 
now recognizing the role of other providers—such 
as pharmacists, paramedics and nurse midwives—in 
keeping people healthy. The policy recommendations 
in the following sections apply to many types of 
providers in recognition and support of this trend.

3.2 Expand Scholarships and Loan Repayment 
Programs and Other Incentives to Practice in 
Underserved Areas and Recruit Providers from 
Racially and Ethnically Diverse Groups

improve recruitment & retention in underserved 
AreAs

It is well-documented that some communities, such 
as those in rural areas, struggle to recruit and retain 
qualified medical professionals, creating significant 
(and potentially life-threatening) barriers to care. 
Challenges to recruiting and retaining healthcare 
providers include too high or too low patient 
volumes, reduced income from treating populations 
primarily covered by public insurance and a lower 
quality of life.106 

Federal and state loan repayment programs 
(through the National Health Service Corps) 
effectively recruit primary care, dental and 
behavioral health providers in the short term, 
although retention rates decrease over time.107 
Nevertheless, these programs are vital to 
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SPOTLIGHT: MARYLAND’S HEALTH ENTERPRISE ZONES

Maryland’s Health Enterprise Zone Initiative was a 4-year, state-funded pilot to “reduce health disparities 
among diverse racial and ethnic populations and among geographic areas; improve healthcare access and 
health outcomes in underserved communities; and reduce healthcare costs and hospital admissions.”110 The 
initiative devoted resources to five economically disadvantaged communities demonstrating poor health 
outcomes (a.k.a Health Enterprise Zones) and provided tax credits, grants and loan repayment assistance to 
attract providers. Evaluations showed that the initiative increased the Health Enterprise Zones’ capacity to 
deliver services (by adding and expanding healthcare delivery sites attracting and retaining providers) and 
provided new/expanded existing primary care, behavioral health, dental, public health and social services.111 

• Expanding K-12 pipeline programs to ensure 
academic readiness and entryways into 
healthcare professions for more people from 
underrepresented groups;

• Increasing the amount of loan repayment, 
loan forgiveness and other financial incentives 
available for healthcare providers from under-
represented groups, such as through the 
National Health Service Corps and various state 
initiatives;

• Requiring state health profession licensing boards 
(physicians, nurses, dentists, etc.) to collect 
demographic data on recipients of licenses;

• Providing direct financial incentives for 
healthcare organizations to hire and retain 
healthcare providers and organizational leaders 
from underrepresented groups, with a particular 
focus on hiring those individuals from the health 
organization’s own community; and

• Requiring or incentivizing healthcare systems 
to have members of under-represented groups 
serve in senior leadership positions and as board 
members.

3.3 Increase Reimbursement for Primary Care

Access to primary care plays a major role in 
determining people’s health outcomes, but has long 
been under-prioritized in our healthcare system.114 
The mindset that primary care is less valuable than 

specialty is reflected in lower reimbursements for 
primary care providers compared to specialists.115 
This has contributed to a shortage of primary care 
providers that, in many communities, translates to an 
inability for residents to receive basic care. 

The Federal and state governments can encourage 
medical students to specialize in primary care by 
increasing payments to primary care providers. 
Because prices paid by private payers are often 
a multiple of the Medicare rate (for example, 
130 percent), government actions may create an 
environmental shift that encourages private payers 
to do the same. The Medicare Access and Payment 
Commission (MedPAC) has proposed a budget-
neutral strategy to increase Medicare primary care 
payments to providers.116 

A few interviewees also expressed a need for 
payments (and training) to incentivize primary care 
physicians to conduct behavioral and oral health 
screenings and to provide basic dental services 
when dedicated providers of these services are 
scarce or otherwise inaccessible. Some states, such 
as California, have begun experimenting with this 
approach.117  

3.4 Broaden “Scope of Practice” Laws and Create 
New Categories of Non-Physician Providers

Physician shortages and burnout can be 
mitigated through state “scope of practice” 
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laws that authorize other qualified medical 
professionals, like nurse practitioners and 
physician assistants, to provide a limited set 
of services that are traditionally provided by 
physicians. The rationale is that non-physician 
providers can skillfully perform routine services, 
allowing physicians to focus on tasks that require 
a higher level of clinical expertise. Despite 
pushback from physician organizations, studies 
show that non-physician providers can, under the 
right circumstances, provide an equivalent level 
of care.118 

Interviewees overwhelmingly supported this 
approach. One interviewee stipulated, however, 
that the services that mid-level providers become 
empowered to provide must be rooted in an 
independent, evidence-based determination. 

Alternatively, states can use their legislative 
authority to create entirely new categories of mid-
level providers. Examples of medical and dental 
providers established by governmental bodies 
to expand access are described in the Spotlights 
below. 

SPOTLIGHT: MISSOURI’S ASSISTANT PHYSICIANS

Missouri passed legislation creating a new type of non-physician provider called an “assistant physician” 
in 2014. Licensed assistant physicians are medical school graduates who did not complete a residency, 
but are authorized to practice primary care alongside a physician in one of the state’s provider shortage 
areas.119,120 Assistant physicians are different from physician assistants, who do not attend medical school 
(and therefore cannot use the title “Dr.”), can practice medicine with varying degrees of physician 
oversight in primary or specialty care and are not restricted to practicing in underserved areas. As the 
first state to pass such legislation, Missouri’s approach has yet to be formally evaluated.121 Nevertheless, 
it serves as an innovative example of how states can leverage untapped resources (e.g., medical school 
graduates who cannot practice independently) to expand access to care. 

SPOTLIGHT: MINNESOTA’S DENTAL THERAPISTS

In 2009, Minnesota became the first state to pass legislation establishing two new categories of mid-level 
dental providers: dental therapists (DTs) and advanced dental therapists (ADTs).122 DTs and ADTs work as part 
of a dental team to deliver educational, clinical and therapeutic services in settings that serve primarily low-
income, uninsured and underserved patients, or in Health Professional Shortage Areas for dental care.123 

Clinics that have employed DTs have reported increased ability to accept new patients—particularly those 
who are publicly insured, uninsured and/or medically complex (such as elderly people and refugees). 
Patients (especially those in rural areas) report shorter wait times before getting an appointment and 
shorter travel distances to receive care.124 Limited information on the impact of DTs is available after 2014, 
however, the Minnesota Department of Health’s Dental Therapy Toolkit reports largely consistent findings 
from a survey of DT employers conducted in 2016.125  
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Additional governmental policies needed to 
support the expansion of non-physician providers, 
as identified by Families USA, include:126 

• “Establishing payment or increasing payment 
rates for these providers in traditional fee-for-
service payment models;

• Requiring Medicaid managed care plans and/
or [Qualified Health Plans] to include these 
providers in their networks;

• Building mid-level providers into the design of 
Medicaid waivers or other Medicaid value-based 
payment programs;

• Building mid-level providers into the design of 
broad CMMI value-based models;

• Designing a CMMI model to specifically test 
the best models for integrating more mid-level 
providers into care teams; and

• Increasing the amount of loan repayment, 
loan forgiveness and other financial incentives 
available for mid-level providers from 
underrepresented groups and/or [those] who 
practice in primary care in health professional 
shortage areas.” 

SUMMARY: KEY POLICIES TO ADDRESS PROVIDER SHORTAGES AND INCREASE 
DIVERSITY AMONG PROVIDERS 

Federal 

HRSA/NHPC: Increase loan repayment and scholarships to incent primary care, dental and behavioral 
health providers to serve in underserved areas of the country. 

CMS: Increase the availability of Graduate Medical Education opportunities in rural and frontier areas.

State 

Department of Health: Increase loan repayment and scholarships to incent primary care, dental and 
behavioral health providers to serve in underserved areas, including non-physician providers; invest in 
pipeline programs and reduce barriers to training for students coming from underserved communities. 

Department of Health: Broaden non-physician providers’ “scope of practice” and/or create new categories 
of medical and dental providers with expanded authority, consistent with evidence and community needs; 
require Medicaid managed care plans and/or Qualified Health Plans to include non-physician providers in 
their networks and consider appropriate payment rates. 
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system serves. In rural areas particularly, Critical 
Access Hospitals (CAHs) increase access to some 
services, but basic healthcare needs often remain 
unaddressed. This has led some policy experts to 
believe that people living in rural communities 
may be better served through a combination of 
primary care, emergency services and telehealth 
for specialty care. 

Current regulations governing CAHs prevent them 
from tailoring their services to community needs. 
Increasing flexibility to allow for locally-driven 
approaches to system re-design is a commonly 
recommended solution among rural stakeholders.130 
In 2017, two federal legislative proposals were set 
forth that contained flexibility-enhancing provisions, 
however, neither became law.131 Federal policymakers 
should continue to introduce legislation that would 
allow CAHs to better meet the needs of community 
residents. CMMI can build support for these proposals 
by launching a CAH-focused demonstration project 
to test new models of delivering care. 

3.7 Expand Use of and Reimbursement for 
Telemedicine 

The majority of interviewees identified telemedicine 
as a pivotal strategy to expand access to care in 
underserved, particularly geographically isolated, 
communities. However, barriers to widespread 
implementation—such as infrastructure, licensure 
and reimbursement challenges—have prevented the 
use of the strategy to its fullest extent.  

Infrastructure. In rural areas, lack of broadband 
access poses a major barrier to provider participation 
in telemedicine programs. To address this issue, the 
Federal Communications Commission (FCC), an 
independent agency overseen by Congress, should 
restore cuts to subsidies that reimburse broadband 
providers for servicing rural areas.132 Through 

3.5 Co-locate Primary Care, Behavioral Health and 
Oral Health Facilities 

Co-location of primary care, behavioral health 
and dental services creates a one-stop-shop for 
people to receive basic care. The benefits of co-
location include convenience, improved access, 
streamlined referrals and better communication 
between healthcare providers. Moreover, locating 
several services under one roof may decrease 
stigma-related barriers to access, particularly with 
regards to behavioral health.127 Interviewees largely 
supported the co-location of medical, behavioral 
health and dental services, in addition to social 
services, but noted that co-location is not the same 
as integration. According to one interviewee, it is 
simply the first step towards the ultimate goal.  

While co-location may reduce physical barriers to 
care, Medicaid payment policies in some states 
undermine the approach. As of December 2018, 
only 32 states and the District of Columbia allow 
reimbursement for physical and behavioral health 
services delivered on the same day at a provider 
site. In other states, Medicaid may only reimburse 
providers for one of the services provided, 
potentially causing beneficiaries to be turned away 
at the point of care.128 Some states also limit same-
day billing for medical and dental services provided 
in Federally Qualified Health Centers, facilities 
which many Medicaid beneficiaries rely on.129 
Eliminating these policies is vital to integrating 
medical, dental and behavioral care in order to 
better meet people’s goals and needs. 

3.6 Increase Flexibility for Critical Access Hospitals 
to Provide Needed Services

There is a growing understanding that traditional 
hospital-based care is not always sufficient to 
meet the goals and needs of the people the health 

DISCUSSION: 
TAILOR CARE DELIVERY SETTINGS TO COMMUNITY NEED

Policy Roadmap: Ensure Meaningful Access • See Appendix B for Glossary of Terms
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expansion of the FCC’s Health Care Connect Fund, 
specifically, the Federal government can further 
support rural providers in their quest for broadband 
connectivity.133 

Licensure. Licensure requirements that 
prohibit providers from treating patients (even 
electronically) in states where they are not 
licensed also undermines the goal of increasing 
access to care in remote communities. States 
can, and should, adopt the Interstate Medical 
Licensure Compact to better enable clinicians to 
provide telemedicine services across state lines.134 
Other compacts that states can join include the 
Enhanced Nurses Licensure Compact, the Physical 
Therapy Compact and the soon-to-be-operational 
Psychology Interjurisdictional Compact.135 

Reimbursement. The Federal and state governments 
have taken several actions to expand telehealth 

SUMMARY: KEY POLICIES TO TAILOR CARE DELIVERY SETTINGS TO COMMUNITY 
NEEDS
Federal 
Federal Communications Commission: Restore subsidies that reimburse broadband providers for servicing rural areas.

Congress: Allow Critical Access Hospitals to offer primary care and telehealth services, as appropriate to meet 
the needs of community residents.

CMS: Permit demonstration projects to test new Critical Access Hospital based models of delivering care; broaden 
the scope of telemedicine services, settings and providers eligible for reimbursement under Medicare. 

State 

Medicaid Agency: Remove limits on same-day billing for medical and dental services provided in Federally Qualitied 
Health Centers and other facilities that offer co-located services. Encourage the provision of co-located services. 

Department of Health: Adopt the Interstate Medical Licensure Compact to better enable clinicians to provide 
telemedicine services across state lines; Similarly, the Enhanced Nurses Licensure Compact, the Physical Therapy 
Compact and the soon-to-be-operational Psychology Interjurisdictional Compact. 

As purchaser: Broaden the scope of telemedicine services, settings and providers eligible for reimbursement 
under Medicaid.

Legislature: Pass legislation requiring private payers to reimburse for identical telemedicine services, setting and 
providers as the state Medicaid program.

reimbursement, but barriers remain. Persistent 
challenges include the lack of parity between 
payments for telemedicine and in-person visits; 
the absence of standards specifying how payments 
should be shared between telemedicine providers 
and the facilities in which people receive virtual 
services; changes in private payer reimbursement 
policies; and limits on the types of services public 
and private payers will reimburse.136 

States should begin to address these challenges 
by broadening the scope of services, settings and 
providers eligible for reimbursement under their 
Medicaid programs and comprehensive private 
payer laws with identical coverage requirements. 
Additionally, states should require private payers to 
reimburse equivalent amounts for telemedicine and 
in-person services. According to Milbank Memorial 
Fund, 31 states and the District of Columbia had 
passed some form of private payer law, but only 
three had passed payment parity laws as of 2017.137

Policy Roadmap: Ensure Meaningful Access See Appendix B for Glossary of Terms
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3.9 Develop Standards for and Require Providers to 
Undergo Anti-oppression and Equity Training

In their role as healthcare purchasers, states 
can require provider networks to engage in 
activities designed to reduce implicit bias and 
make healthcare more equitable. For example, 
Oregon requires providers in its coordinated 
care organizations (CCOs) to undergo cultural 
competency144 training and “develop plans to 
reduce racial and ethnic disparities.”145,146 

Numerous interviewees cited Oregon’s CCOs 
as a model for advancing health equity, but they 
were less enthusiastic about cultural competency 
training as a stand-alone approach. Indeed, while 
there is some evidence to suggest that cultural 
competency training improves patient satisfaction 
among racially and ethnically diverse populations, 
the low quality and methodological rigor of 
existing studies indicates a need for further 
examination.147

Instead, some interviewees expressed a need 
for “anti-oppression and equity” training to 
prepare providers to operate in ways that combat 
structural racism and oppression. Currently, there 
are seemingly few examples of anti-oppression 
and equity training taking place in healthcare 
settings,148,149 however, promising programs from 
other sectors may offer insights regarding best 
practices moving forward.150 The Center for Health 
Progress’ Waiting for Health Equity: A Graphic 
Novel is one example of a tool that can be used in 
trainings for healthcare providers.151 

DISCUSSION: 
MAKE  CLINICAL CARE MORE PATIENT-CENTERED

3.8 Require Clinicians to Use Shared Decision-
Making to Surface Patients’ Goals, Needs and 
Preferences 

Patient shared decision-making (PSDM) is a 
process in which clinicians and patients work 
together to make treatment decisions in a way 
that balances clinical evidence with patients’ goals 
and needs.138 When done properly, PSDM can help 
address communication gaps, increase adherence 
to treatment regimens and improve patient 
satisfaction.139 In 2018, the National Quality Forum 
began an initiative to make PDSM a standard of 
care for all patients, regardless of healthcare 
settings and conditions.140,141 

As the nations’ largest healthcare payers, the 
Federal and state governments can further 
this goal by certifying patient decision aids142 
and requiring providers to use them (when 
appropriate) as a condition of participation in 
Medicare, Medicaid and government employee 
health plans. Washington State began certifying 
patient decision aids in 2016 and has since 
certified several in the areas of maternity care and 
labor/delivery; total joint replacement and spine; 
end of life care.143 

Interviewees cited logistical challenges to 
requiring providers to adopt PSDM tools, which 
will be important to address. These include a 
lack of payment for the time providers spend 
educating and communicating with patients and 
difficulty reliably measuring providers’ use of 
patient decision aids at the point of care. Some 
also identified a need for a “culture shift” in which 
providers are trained to view patients as partners.  

Policy Roadmap: Ensure Meaningful Access See Appendix B for Glossary of Terms
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3.10 Expand the Use of Patient and Family Advisory 
Councils to Amplify the Consumer Voice

There is overwhelming consensus that health system 
transformation requires substantial input from 
patients and caregivers to make healthcare more 
patient-centered. At the organizational level, patient 
and family advisory councils (PFACs) are essential 
to ensuring that healthcare organizations’ goals and 
activities align with peoples’ wants and needs. 

States can ensure that consumers get a seat at 
the decision-making table by requiring hospitals 
to adopt PFACs and adhere to best practices with 
regards to their design.152 In 2008, Massachusetts 
passed the nation’s first Patient and Family 
Advisory Council law, requiring all acute-care and 
rehabilitation hospitals to adopt PFACs by 2010.153 
See box on the right for a subset of regulations 
issued by the state’s Department of Public Health. 

Massachusetts and other states could go further 
by requiring hospitals to subsidize transportation 
and offer childcare, language services and other 
supports to encourage consumer participation. 
These offerings are particularly important for 
engaging members of low-income, underserved 
communities, who are typically under-represented 
in these discussions.

Requirements for Massachusetts’ Patient 
and Family Councils

• PFACs must meet at least quarterly.
• Meeting minutes, including accomplishments, 

must be sent to the hospital’s governing body.
• At least 50% of the PFAC members must be 

current or former patients or family members. 
It is recommended that each PFAC have a 
patient or family member as a chair or co-
chair.

• PFAC membership should reflect the 
community served by the hospital.

• Each hospital must write an annual report on 
the work of the PFAC, which must be available 
upon request to members of the public and 
the Department of Public Health.154
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SUMMARY: KEY POLICIES TO MAKE CLINICAL CARE MORE PATIENT-CENTERED
Federal 
As purchaser: Make shared decision-making as the standard of care, providing reimbursement, technical 
assistance with decision aids and an on-ramp that supports culture shift. 

CMS/AHRQ/NIH: Support research on effective “anti-oppression and equity” trainings to prepare providers to 
operate in ways that combat structural racism and oppression.

State 

As purchaser: Make shared decision-making as the standard of care, providing reimbursement, technical assistance 
with decision aids and an on-ramp that supports culture shift.  

Department of Health: Require hospitals to adopt patient and family advisory councils and adhere to best practices 
with regards to Council design.   
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An exercise to develop meaningful measures at 
the national level is described in the Institute of 
Medicine’s Vital Signs: Core Metrics for Health and 
Health Care Progress.158 The multi-stakeholder 
working group started by identifying the priority 
needs of the healthcare system and recommended 
a core set of measures that could be used to 
track progress towards addressing those needs. 
The identified measures extended beyond the 
traditional healthcare system to include those 
pertaining to societal factors that influence health, 
like rates of high school graduation, addiction, 
health literacy and community support. The 
exercise surfaced numerous gaps in current 
measurement efforts, leading working group 
members to recommend that the Secretary of 
Health and Human Services leads an effort to 
implement and improve the identified measures 
over time. Communities can replicate this process 
in order to identify and develop measures that 
reflect the priorities of their residents.  

Align provider performAnce meAsures with 
overAll system meAsures

Many factors influence the overall wellbeing of 
community residents. To the extent that wellbeing 
is influenced by healthcare delivery, measures used 
to assess provider performance and/or determine 
provider payment should be aligned with overall 
health system goals (for example, improving 
equity). To ensure that providers participating 
in risk-based payment programs are not unfairly 
penalized for factors beyond their control, the 
U.S. Department of Health and Human Services 
should “prioritize the development and continued 
refinement of risk adjustment methods to account 
for social risk factors.”159 
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DISCUSSION: 
USE MEASUREMENT AND FEEDBACK SYSTEMS TO JUDGE PERFORMANCE

3.11 Use a multi-stakeholder process to determine 
how overall success will be measured, 
develop new measures as needed and ensure 
meaningful feedback mechanisms to evaluate 
progress

A key theme surfaced through expert interviews 
was the importance of having strong measurement 
systems to determine whether policies and 
programs are effective. Interviewees explained 
that simply screening patients for unmet needs 
or requiring providers undergo equity training 
does not ensure that needs are met and equity is 
achieved. The highly-regarded theory of Collective 
Impact supports these views—one of the model’s 
core tenets is to, not only establish a shared vision, 
but also a shared system to measure progress 
towards communal goals.  

Stakeholders, including healthcare consumers, 
will need to work together to answer questions 
like “what does success look like?” and “how will 
we measure it?” It is likely that the measures we 
use currently will be inadequate for the task. For 
example, broad measures of population health 
(including self-reported survey data about disease, 
disability, health status, service use and access to 
care) are difficult to attribute to the care people 
receive versus social factors.155 On the other 
hand, we have a wealth of highly specific quality 
measures, but most are “too narrow to tell us 
very much about how the health system overall 
influences the level of health in the population, 
even assuming that they were consistently 
reported and available to be analyzed (which they 
are not).”156 Another review noted that even these 
measures contain important gaps, especially in the 
areas of mental health, financial protection and 
health system responsiveness research.157 
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bAlAnce structurAl And process meAsures with 
outcomes meAsures

While outcome-based measures are typically 
considered “the gold standard” in quality 
measurement for providers, it is important to 
recognize that structural and process measures 
have value, as well. For instance, they can be used 
to incentivize providers to adopt best practices like 
patient shared decision making (discussed in section 
3.7). Given the nascence of efforts to integrate 
primary care, behavioral health and oral health, 
structural and process measures can also incentivize 
alignment between providers. Examples include 
measuring the use of health information technology 
that allows providers to exchange information and 
screening for oral and behavioral health needs 
in primary care settings (see section 3.3).160 The 
Federal, state and local governments may continue 
to rely on these measures, as appropriate, but should 
seek out and seize opportunities to use outcome-
based measures when possible.  

Interviewees noted that, while the Federal 
government and some states have experimented 
with programs that pay traditional healthcare 
providers based on patient health outcomes,161 the 
behavioral health and dental fields are further behind. 
In particular, efforts to develop outcome-based 
measures for behavioral health have been hindered by 
a lack of evidence supporting best-practice treatment 
for people with substance use disorders.162 

evAluAte pAtient experience meAsures163

Patient experience measures are an important 
contribution to the array of measures supporting 
our ability to evaluate health system performance. 
Consumer Assessment of Healthcare Providers and 
Systems (CAHPS) surveys, developed by the Agency 
for Healthcare Research and Quality, are currently 
the most widely distributed tool for collecting 
information on consumers’ healthcare experiences. 
See Table 4 for the range of organizations and health 
issues CAHPS surveys cover.

TABLE 4 Types of Consumer Assessment of 
Healthcare Providers and Systems 
(CAHPS) Surveys

Experience by Type of Organizations
Consumer Experience with Providers
• Clinician & Group (ACOs and MIPS Participants)*
• Hospice*
• Home Health Care*
• Surgical Care
• American Indian

Consumer Experience with Facility Based Care
• Hospital (Adult* & Child)
• In-Center Hemodialysis*
• Nursing Home
• Outpatient & Ambulatory Surgery*
• Emergency Department (Under Development)

Consumer Experience with Health Plans & Related Services
• Health Plan (Commercial & Medicaid)
• Dental Plan
• Home and Community-Based Services*

Experiences by Health Issue
• Cancer Care
• Mental Healthcare

* Survey administered by CMS165
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In some cases, provider payment is tied to the 
use of these surveys, incentivizing providers to 
systematically collect and evaluate patient experience 
information. Hospitals, for example, must collect 
and submit Hospital CAHPS (a.k.a HCAHPS) 
data to receive payments through the Inpatient 
Prospective Payment System and Hospital Value-
Based Purchasing program. Survey results must also 
be publicly reported, further encouraging hospitals 
to provide patient-centered care.164 As healthcare 
payers, the Federal and state governments should 
continue to evaluate how and when to tie provider 
payments to patient experience measures.

All told, a variety of feedback mechanisms is 
vital to ensure progress towards health system 
transformation goals.
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SUMMARY: KEY POLICIES TO SUPPORT MEASUREMENT AND FEEDBACK 
SYSTEMS TO JUDGE PERFORMANCE
Federal 
HHS: Provide technical assistance, funding, and research to support to states and communities in identifying 
a core set of measures that reflect community priorities, to be used to assess overall system progress towards 
goals and establish a diversity of feedback mechanisms.  

CMS/AHRQ/NIH: Prioritize the development and continued refinement of risk adjustment methods to account 
for social risk factors.

State 

Across agencies: Use a multi-stakeholder process to identify a core set of measures that reflect community priorities, 
to be used to assess overall system progress towards goals. Align these overall system measures with performance 
measures used with vendors.  

Across agencies: Identify/establish a diversity of feedback mechanisms to measure progress towards these system 
performance measures.   

Policy Roadmap: Ensure Meaningful Access See Appendix B for Glossary of Terms
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government must adopt one of several proven 
methods to achieve universal coverage. 

 c Policies that elevate the voice of a diversity of 
consumers (including patients, caregivers and 
others) are vital to achieving the transformation 
goal.

Most importantly, across our literature review 
and our conversations with experts, we found 
no insurmountable barrier to achieving our 
health system transformation goal. Indeed, the 
Policy Roadmap is replete with proof-of-concept 
examples showing where these policies are already 
working in communities.

Critical next steps identified by our interviewees 
include learning how to effectively communicate 
these ideas to non-policy audiences and ensuring 
that these policy recommendations reach the hands 
of decision makers at the right time and place. 

Altarum’s Healthcare Value Hub and other 
organizations cited throughout this report can 
serve as partners in these efforts by connecting 
stakeholders and sharing evidence-based strategies 
to make the healthcare system more equitable 
and person-centered. Moreover, our “toolkit” 
(Appendices A through G) provide valuable “quick 
start” materials for a variety of audiences.  

We consider this roadmap a “living document” and 
welcome improvements and additions. Please send 
your comments and suggestions to Hubinfo@
altarum.org.

CONCLUSION

This policy roadmap provides an extensive, but 
not exhaustive, discussion of governmental 
policies needed to achieve our health system 
transformation goal:

 Ensuring that the healthcare system works 
seamlessly with public health, social sectors 
and community members to address the goals 
and needs of the people it serves and advance 
health equity. 

While it is unlikely that these policies will all be 
implemented simultaneously, it is critical that we 
work from a comprehensive roadmap to ensure 
that health system transformation efforts are 
systematic and evidence-based. 

Critical themes surfaced in this exercise included 
the following: 

 c Collectively agreed upon performance measures 
and “feedback loops” at every level of the 
system are needed to ensure that provider 
incentives are aligned with overall health system 
goals, in addition to broader measures used to 
gauge progress towards community goals (across 
heath, social and public health sectors).

 c Flexible financing is needed to move healthcare 
dollars “upstream,” and new dollars must be 
invested in social sectors, which are severely 
under-funded. 

 c Successful integration of primary care, dental 
care, behavioral healthcare and social supports 
will require aligned incentives, interoperable 
data systems that share patient data and 
empowered care coordinators for patients with 
more complex needs. 

 c Comprehensive, affordable health insurance is 
critical to accessing care. States or the Federal 

Policy Roadmap: Conclusion See Appendix B for Glossary of Terms
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