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Introduction
The Biden administration’s recently published The U.S. Playbook to Address Social Determinants of 
Health cites extensive research to argue that increasing public spending on housing, education, 
food, and neighborhood environments will often pay for itself by reducing health care 
costs. This justification has been used to expand the ability of states, insurers, and nonprofit 
organizations to claim Medicaid and Medicare funds for providing nonmedical services.

These nonmedical factors are called social determinants of health (SDOH), but the bulk of SDOH 
research is substandard and does not appropriately disentangle causation from correlation. Much 
of it fails to include a control group in assessing the effectiveness of nonmedical interventions, nor 
does it consider their cost. The best-designed experiments with randomized controlled trials—
the gold standard of social science research—typically find that SDOH expenditures have weak 
effects on health and few offsetting savings.

SDOH justifications have become so popular because they allow states, nonprofit groups, and 
other social policy advocates to tap into the much larger pool of federal funding that is allocated 
to health care. But health care costs will not be greatly reduced by increasing spending on social 
services; instead, it will tend to inflate expenses. Nor should social policies be structured according 
to their incidental impacts on health, as Americans who most need public assistance are often 
those whose health has the weakest prospects of recovery. 
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The Case for Addressing SDOH
In November 2023, the Biden White House released the 53-page U.S. Playbook to Address Social 
Determinants of Health and declared: “Improving health and well-being across America requires 
addressing the social circumstances and related environmental hazards and exposures that improve 
health outcomes.” It accepted the Department of Health and Human Services’ definition of SDOH 
as “the conditions in the environments where people are born, live, learn, work, play, worship, 
and age that affect a wide range of health, functioning, and quality-of-life outcomes and risks.”1

The same month as the Playbook’s release, federal regulations revising Medicare payments to 
physicians declared that “around 50 percent of an individual’s health is directly related to SDOH.”2 
Others have suggested that 40% to 90% of health outcomes are attributable to social, behavioral, 
or economic factors.3

These claims are based on some stark facts. Low-income Americans have higher rates of disability, 
anxiety, heart disease, stroke, diabetes, and other chronic conditions, and they are more subject to 
obesity, substance abuse, physical strain, and environmental pollutants.4 From 2001 to 2014, the 
life expectancy of the richest 1% of Americans averaged 15 years longer than that of the poorest 
1%.5 Furthermore, poorer social classes have worse health outcomes even when they receive the 
same access to medical care.6

Decades ago, sociologists Bruce G. Link and Jo Phelan argued that socioeconomic status and 
social supports are the “fundamental causes of disease” because they “embody access to important 
resources, affect multiple disease outcomes through multiple mechanisms, and consequently 
maintain an association with disease even when intervening mechanisms change.”7 

The World Health Organization embraced this assessment, declaring that “based on their respective 
social status, individuals experience differences in exposure and vulnerability to health-compromising 
conditions.”8 In 2008, it argued that “to address health inequities, and inequitable conditions of 
daily living, it is necessary to address inequities . . . in the way society is organized”—namely, by 
tackling “the Inequitable Distribution of Power, Money, and Resources.”9

Progressive scholars have long argued that increasing public spending on social services could 
prevent and reduce health care costs. Whereas U.S. spending on health care well exceeded the level 
in other developed countries (16% vs. 11% of GDP, respectively), its spending on social services 
was less (16% vs. 20%).10

The Biden administration’s Playbook laments that “funds associated with ‘health’ are too often 
walled off from investments in improving SDOH.”11 Other SDOH advocates cite a “wrong pockets 
problem,” in which one institution makes investments in improving a social condition but the 
benefits accrue to another. Returns on investment may be split between public and private sectors, 
or between public agencies.12 For instance, infrastructure spending by states could yield savings 
to the federal government in reduced Medicare costs.

Scholars have conjectured a vast array of potential social determinants of health, ranging across 
the entirety of domestic policy responsibilities (see the text box). 
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Possible sources of SDOH influence

•	 Neighborhoods
ɩ	Air and water quality
ɩ	Hazards (lead paint, vermin, mold, dust, infectious disease)
ɩ	Service availability (schools, transportation, medical care, employment)

•	 Education
ɩ	Knowledge of healthy behaviors
ɩ	Employment opportunities (conditions, compensation)

•	 Economic 
ɩ	Personal income and wealth
ɩ	Workplace safety (injuries, chemical exposure, repetitive strain)
ɩ	Work pressures (stress, sleep, social support, financial anxiety)

•	 Social relations
ɩ	Social harmony (crime, violence, anxiety, social trust)
ɩ	Racial disadvantages (discrimination, prejudice, animosities)
ɩ	Community ties (social status, social networks)
ɩ	Cultural pressures (substance use, illegal activity, diet, exercise)

•	 Feedback cycle between ill-health and poverty

Source: Paula Braveman, Susan Egerter, and David R. Williams, “The Social Determinants 
of Health: Coming of Age,” Annual Review of Public Health 32 (2011)

Spending on health care benefits dwarfs all other social welfare activities in the U.S., and classifying 
activities as health care greatly increases the federal funding available to such programs. While 
the federal government spent $616 billion on Medicaid in 2023, it provided only $22 billion to 
Temporary Assistance for Needy Families (TANF), a federally funded, state-run welfare program.13 
Advocates for social policy programs are therefore usually eager to tap into the largest pot of 
available resources by highlighting any associated health impacts. 

For example, although the Department of Housing and Urban Development may be a more 
appropriate agency to tackle issues around homelessness, according to a senior policy director for 
the National Health Care for the Homeless Council, “more and more states are desperate to find 
any help, and that’s why they’re turning to Medicaid because they’re not getting real assistance 
from HUD.”14 

Major SDOH Expenditures
As a result of such actions, the federal government has added various forms of funding for SDOH 
to its major health care programs over recent years.

Medicaid 

Medicaid’s matching fund structure (which provides up to $9 in federal funds for every $1 that 
states spend on the program, without limit) offers states the most lucrative terms of federal 
support for their expenditures. Wherever possible, states have reclassified expenditures, from law 
enforcement to education, under Medicaid, to gain federal matching funds.15
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Medicaid offers several opportunities for states to claim federal funding for SDOH:

•	 Managed Care Benefits in Lieu of Services (ILOS)16

States can claim federal Medicaid funds for nonmedical benefits by requiring Managed 
Care Organizations (MCOs) to provide additional medically appropriate social 
services, so long as costs do not exceed 5% of managed care expenses.17 Funds have 
been used to finance meals, asthma remediation, sobering centers, post-hospitalization 
services, substance abuse treatment, caregiver respite, home modification, personal 
care, food, rent, and temporary housing.18 Massachusetts adjusts payments to 
MCOs according to “neighborhood stress” and expects plans to assist with housing, 
substance abuse, and disability.19

•	 Section 1115 Demonstration Waivers20

By obtaining “demonstration” waivers from standard restrictions on the use of Medicaid 
funds, states can claim federal matching funds to pay for nonstandard benefits such 
as housing, aid to caregivers, home modification, utilities, or food. Expenditures must 
not increase net costs to the federal government or exceed predetermined caps, and 
spending on nonmedical benefits must not exceed 3% of total Medicaid spending. 
To qualify, states must exceed thresholds in paying providers of core medical services 
and maintain existing levels of other spending on social services.21

•	 Section 1915 Home and Community-Based Services (HCBS) Waivers22	

States can claim HCBS waivers to allow them to claim Medicaid funds for nonmedical 
services to support people who need a nursing home level of care to remain living at 
home. They can be used to fund case management, post-hospitalization transition, 
rehousing expenses, caregiver respite, nonmedical transportation, home-delivered 
meals, medically necessary home modifications, and employment support for 
Medicaid beneficiaries with special needs. Federal funds under this section may not 
be used to pay for services of “general utility,” such as long-term “room and board” 
outside of specific institutions.23

•	 Section 1945 Health Homes24

States can claim federal funds for comprehensive care coordination, care transition 
supports, and referral to social services.

•	 State Plan Authority25

Without special permission through a waiver, states can claim federal funds for 
rehabilitative services for physically or mentally disabled beneficiaries. These may 
include case-management services to assist beneficiaries access medical, social, 
educational, and other social services.

•	 Program of All-Inclusive Care for the Elderly (PACE)26

PACE consolidates payments for Medicare and Medicaid benefits to cover long-
term care services for dually eligible beneficiaries needing nursing facility care but 
who are able to live in the community. Funds can be used to finance care teams 
delivering comprehensive medical, long-term care, and social services, including 
meals, social work services, and transportation.
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States can also use various Medicaid funding streams in concert for instance, by combining Section 
1115 and Section 1915 waivers to get around restrictions particular to each. Although the use of 
Medicaid funds to pay rent has traditionally been prohibited, Arizona has done so since October 
2022, while Oregon has recently required MCOs to provide it. Additionally, seven states now claim 
federal Medicaid funds for purposes of gun-violence prevention, using State Plan Authority or 
Section 1115 waivers, with violence prevention activities being billed as “mental health services.”27

CHIP Health Service Initiatives

The Children’s Health Insurance Program (CHIP) provides federal matching funds for states to 
provide health care benefits to children and pregnant women in low-income households.  States 
can use up to 10% of CHIP funds to improve the health of those eligible for the program with 
public health services such as lead abatement, home visits to reduce asthma triggers, emergency 
food relief, and violence prevention.

Medicare

Medicare is a fully federally financed and administered health care benefit for elderly and disabled 
Americans. Medicare can directly pay only for services that are “reasonable and necessary” to 
the diagnosis or treatment of illness or injury, or to improve bodily functioning.28 But indirect 
payments for SDOH activities have gradually been established.

•	 Basic Fee-for-Service Payments

Payment for SDOH risk assessment is provided as an add-on to an annual wellness 
visit, hospital discharge, or behavioral health visit.29 The Biden administration’s 
FY 2024 budget proposes paying for nutrition counseling and community health 
workers to deliver screening, prevention, and care navigation services.30

•	 Value-Based Payment Innovations

The CMS Innovation Center is authorized to develop alternative payment 
arrangements for Medicare services. It has established capitated (i.e., per patient), 
bundled, and shared savings payment arrangements, which can be used to fund 
SDOH expenditures if they reduce covered medical expenses.31 Risk-based contracts 
with providers may include specific rewards for social needs assessments and other 
SDOH practices. The Accountable Health Communities Model provides social-
need screenings, referrals to community services, and alignment of clinical and 
community resources for 28 geographic areas.32

•	 Medicare Advantage

Medicare beneficiaries can opt to receive their Medicare benefits administered 
by private insurers through Medicare Advantage (MA).  MA plans can offer 
supplemental benefits to pay for nonmedical SDOH expenditures.33 The passage 
of the CHRONIC Care Act in 2018 broadened the definition of permitted “health-
related” spending on supplemental benefits (to include payment for services 
that ameliorate chronic conditions or reduce avoidable health care utilization, 
such as food, transportation, pest control, counseling, HVAC, education, 
and home modification) and allowed plans to reserve these for subsets of  
high-cost beneficiaries.34
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Hospital Tax-Exemption Conditions

Two-thirds of hospitals in the U.S. operate as nonprofit institutions. To maintain that tax-exempt 
status, hospitals must provide “community benefits,” and they can count “community building 
activities” (such as support for improvements to nutrition, housing, education, environment, and 
economy of the local area) as satisfying the requirements.35 In 2019, U.S. hospitals spent $800 
million on “community building activities.”36

The Case for SDOH Impacts
Many studies identify correlations between household living circumstances and health. Some 
find that health improvements follow the delivery of social services, and in rare circumstances, 
this may even save money.

Housing is the most often cited beneficial impact of SDOH. Its advocates argue that good housing 
provides psychological stability, safety from toxins, and low neighborhood crime, and it does not 
strain family budgets in a way that leaves inadequate funds for food or medical care. They note 
that water leaks, dirty carpets, pest infections, and poor climate control systems are correlated 
with asthma and adverse cardiovascular events among the elderly.37 The elderly who received 
supportive services to help them live at home saw a lower risk of falls, improvements in physical 
health, and lower rates of depression, compared with other seniors.38 Families who were given 
housing vouchers to move to more affluent neighborhoods subsequently enjoyed lower obesity 
and diabetes levels.39

Studies offer evidence that improvements to ventilation, bedding, and dust mitigation reduced 
asthma symptoms, hospitalizations, and days of school missed by children—with reductions in 
medical costs exceeding the costs of interventions, in some cases.40 Advocates advanced similar 
evidence for the cost-effectiveness of removing lead paint from homes of children from low-
income families.41 

Homelessness is correlated with higher rates of hospitalization, HIV infection, substance abuse, 
untreated mental illness, and tuberculosis.42 Homeless HIV/AIDS patients who were given 
housing had higher medication adherence and survival rates than other studies found for similar 
populations.43 Policy experiments providing housing to alcoholics and the mentally ill have been 
found to reduce the use of hospital services, rehab services, psychiatric hospitals, and incarceration.44 
In some cases, it has been suggested that reductions in health care costs exceeded the cost of housing 
the most medically at-risk homeless.45

Nutrition is also commonly cited as an SDOH. Insecure access to food is correlated with chronic 
illness, mortality, hospitalizations, obesity, anxiety, depression, and child behavior problems.46 
Most Americans’ diets lack sufficient fruits and vegetables, while three-quarters fail to get the 
recommended level of exercise.47 Schools have been able to improve this through concerted 
interventions, while most recipients of nutrition assistance under the Older Americans Act 
“indicated the program had improved their health.”48

The receipt of food stamp benefits is correlated with lower rates of rehospitalization among 
Medicaid beneficiaries, while prenatal participation in the Women, Infants, and Children (WIC) 
nutrition aid program is associated with higher birth weights and reduced fetal death.49 Recently 
hospitalized patients suffering diabetes, heart failure, or chronic obstructive pulmonary disease 
(COPD) who were provided home-delivered meals subsequently saw a significant reduction in 
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their medical expenses.50 Medicaid beneficiaries receiving home-delivered medically tailored 
meals saw better health outcomes, fewer hospitalizations, and reduced medical costs relative to 
similar enrollees—possibly exceeding the cost of food assistance.51 

Transportation is also widely identified as an SDOH. The Biden administration argues that 
providing free transportation to scheduled medical appointments “has been shown to be cost-
effective by increasing preventive and outpatient care and decreasing more expensive care.”52 A 
Federal Transit Administration report claims that providing transportation saves on prenatal care, 
asthma, congestive heart failure, and diabetes.53 The administration has also argued that aid for 
public transportation further improves health by reducing road traffic accidents and encouraging 
people to walk more .54

The structure of neighborhoods more broadly affects health through levels of pollution, access 
to amenities, and the degree to which the community supports or threatens its residents.55 A 
federal review of “evidence-based strategies” concluded that “health and wellness are shaped by and 
within overarching systems, including structural racism, ableism, homophobia, and transphobia; 
and broad neighborhood and community structures.”56 Public-health agencies have attempted 
to reduce crime by providing anger-management counseling, domestic-violence screening,  
drug-abuse treatment, and alternative activities for gang members.57

The White House’s SDOH Playbook also notes that levels of educational attainment are “associated 
with health outcomes.”58 Early childhood education may improve health “via access to health 
screenings, health care, improved nutrition, or other health-promoting activities.”59 In particular, 
studies have suggested that pre-K education of disadvantaged children reduced obesity, blood 
pressure, and metabolic syndrome in adulthood.60

Money might suffice to avert some health problems. Low-income disabled families receiving 
randomized cash payments saw better physical health and emotional well-being.61 Health 
improvements were similarly registered for recipients of the Low-Income Home Energy Assistance 
Program, parents receiving the Earned Income Tax Credit, and seniors receiving Supplemental 
Security Income.62

These returns on preventive investments may be even greater if they are targeted toward “super-
utilizers” of medical services.63 Several studies have concluded that substantial reductions in 
hospitalization and overall savings may be generated by providing case management, housing 
support, and substance-abuse treatment to the seriously mentally ill and homeless.64 In 2010, 
the 14% of Medicare beneficiaries with six or more chronic medical conditions accounted for 
46% of the program’s costs—at an average of $32,658 that year.65 Overall, 1.7% of hospital  
emergency-department patients made 10 or more visits per year, accounting for 12.3% of total 
ED usage—a cohort of patients who mostly had substance-abuse and mental-illness problems.66 

The provision of some social services may be more able to generate net savings in those cases where 
taxpayers are already on the hook for long-term care as well as medical expenses. Medicaid, for 
example, has long sought to encourage the provision of home and community-based services as a 
cheaper and more appealing substitute for nursing-home care.67 Home visits by a team comprising 
nurses, occupational therapists, nurses, and handymen might help make homes more supportive 
of individuals’ living needs—improving their ability to undertake basic tasks (such as bathing or 
cooking), reducing depression, and averting hospitalization and nursing-home expenses.68
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Assessing SDOH Scholarship
Shoddy Evidence 

Despite the seeming benefits, however, the bulk of SDOH scholarship merely identifies correlation, 
without demonstrating causal effects by rigorously eliminating confounding factors.

The Biden White House’s SDOH Playbook boasts of an “evidence-based” attitude, buttressed by a 
catalog of citations from social science journals,69 but SDOH research is highly entangled with 
advocacy, subject to widespread conflicts of interest, and often overtly politically motivated. Overblown 
claims are frequently recited uncritically, or exaggerated, and sweeping policy recommendations 
are justified by reference to the volume rather than the quality of scholarship. 

According to the second sentence of  “A Playbook for State Medicaid Agencies,” commissioned by a 
federally supported partnership between foundations, public-health agencies, health care systems, 
Medicaid managed-care organizations, and think tanks: “Research shows that . . . SDOHs . . . are 
responsible for 80 percent of health outcomes.”70 

The first source cited in the Medicaid playbook for this claim is a study of county-level variation 
in health outcomes that attributes 20% of differences to “clinical care.” To reach this conclusion, 
the Medicaid playbook bundles together all other factors reported by the study (30% “health 
behavior,” like tobacco use, diet, and exercise; 40% “social and economic factors,” like education 
and employment; and 10% “physical environment,” like housing, transit, and air and water quality) 
as socially determined.71 

In using this study, the Medicaid playbook does not ponder the enormous difference between 
“health outcomes” and “county-level variation in health outcomes.” It should be no surprise that 
clinical care accounts for relatively little of the variation in health outcomes between counties, 
since entitlements, insurance benefits, and medical procedures are largely standardized across 
counties, whereas population attributes are not. Nor does it consider interaction effects between 
the factors considered, the appropriateness of categorizing personal behavior as entirely socially 
determined, or the fact that the influence of genetics and other important factors were entirely 
neglected. Yet, “evidence-based” reports advocating greater attention to SDOHs rarely fail to lead 
with a reference to this or some other similarly misleading (and misinterpreted) statistic. 

The SDOH concept lumps together access to home help services, exposure to pollution, vulnerability 
to crime, personal lifestyles, cultural pressures, and economic opportunities—factors that arise 
for radically different reasons. To imagine that these elements are each merely manifestations 
of underlying socioeconomic status is to neglect the complexity of causes associated with each. 

In practice, it is hard to disentangle causal factors behind health outcomes. That income is correlated 
with health does not prove that low-income status is necessarily responsible for ill health. A Duke 
University assessment of SDOH research warned that “evidence often is generated through less 
rigorous study designs, which makes it harder to conclusively rule out confounding factors.”72 For 
instance, smoking is much more common among poorer social groups and accounts for much 
of the disparity in health outcomes, while genetics and education similarly contribute to levels 
of income and health.73 

The SDOH literature is dominated by sloppily designed observational studies that do not seriously 
attempt to disentangle causation from correlation or to control for obvious sources of bias. Few 
observational assessments of SDOH policies employ methods of causal inference needed to 
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control for unobserved confounders (e.g., natural experiments, regression discontinuity designs, 
instrumental variables), which would be necessary for a study to be published in the leading peer-
reviewed economics journals. 

Study results are published even though they lack statistical significance; often, they are cited 
even though effects are weak.74 Most published studies focus on process measures (such as the 
number of patients screened) rather than outcomes (such as health, utilization, and cost).75 This 
is important because an intervention that has a significant impact on birth weight, for instance, 
may have little measurable impact on health, such as pediatric hospitalizations.76 

When studies assess interventions by analyzing a variety of different dependent variables, the 
administration’s 2022 review of the literature cites significant results but fails to mention numerous 
associated null findings.77 A more independent review noted, quite reasonably, that “positive 
effects documented in the published literature should be considered an upper bound on our 
understanding of positive impact.”78

Furthermore, widely cited SDOH policy experiments typically fail to randomly assign treatments 
and frequently do not even include appropriate control groups. Many report only effects on health, 
without attempting to quantify costs. A systematic review of SDOH housing demonstrations in 
the Journal of the American Medical Association, for example, warned that even randomized clinical 
trials “had a high risk of bias owing to nonblinding of participants and personnel.”79

Weak Effects

Despite the claims by advocates of using medical resources for nonmedical interventions, SDOH 
expenditures typically have weak effects on health. 

A correlation between social circumstances and health outcomes does not mean that changes 
in social circumstances would necessarily alter health. Where socioeconomic disadvantages are 
large enough that they substantially affect health, they are seldom cheap to remedy. Sherry Glied 
of New York University notes that “because most housing-quality-related health problems have 
multiple causes, intervening in housing alone will not fully eliminate these problems.”80 Even 
though numerous experiments have provided housing to the homeless, there is no substantial 
evidence of resulting improvements in health.81

Nor does a broader increase in income, by itself, greatly affect health. A recent study of a natural 
experiment, by which infants born to pregnant mothers received higher cash payments from 
the federal government during the Covid-19 pandemic, found that the infants did not enjoy 
significantly or meaningfully better health.82

A review of the impact of social policy experiments on health concluded that “improvements 
in social circumstances produced by the intervention must occur early in life or be of sufficient 
intensity or duration to overcome the effect of adverse economic circumstances accumulated over 
the life course.”83 This is a standard that few SDOH interventions meet. The evidence for health 
benefits to babies from food aid targeted at low-income pregnant women appears to be robust,84 
but a study of nutrition counseling found that it was less effective at reducing obesity among kids 
from disadvantaged backgrounds.85

“Upstream” public spending to improve the prosperity and welfare of disadvantaged communities 
is likely to have a largely incidental impact on health and to be less effective than “downstream” 
expenditures that directly address medical needs. Early 20th-century improvements in sanitation 
and sewage had a substantial health impact, but these were undertaken primarily for the purpose 
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of improving health. Few nonmedical interventions offer such a bang for the buck or are as 
focused on yielding improvements in health. Targeted programs to remove lead from housing 
might be a rare exception.86 

Expenditures on filling basic human needs are also likely to be subject to diminishing returns. 
At the level of severe deprivation, such as during a famine, increasing the availability of food will 
obviously yield major benefits to health, but in the U.S., the most substantial health problems 
are associated with an excess, rather than a deficiency, of food. 

A study of county-level variation in the implementation of the food stamp program estimated 
that only 16% of the value of food stamps served to increase the consumption of food, while a 
randomized trial of the federal school breakfast program found that it increased obesity.87 Although 
the complete absence of fresh foods can lead to scurvy, costly interventions to increase the supply 
of rapidly perishable foods to neighborhoods (where demand for them is low) are likely to have 
negligible effects on health. In general, significant health effects of modest changes to nutrition 
are hard to identify.88 

Many studies of SDOH interventions are satisfied by merely demonstrating that they improved 
health without inquiring into the cost or cost-effectiveness of doing so.89 Others have found that 
while some policy experiments were associated with declining use of services from hospital emergency 
departments, they did not significantly reduce overall health care utilization or spending levels.90

Slim Savings

Everyone wants a free lunch, but few significant expansions of social services pay for themselves. 

Even when savings may be demonstrated in certain cases and circumstances, that does not mean 
that they would have similar effects more broadly. While providing some social services to the 
cohort of seriously ill patients with the greatest likelihood of rehospitalization might be able to 
reduce medical costs, housing all the homeless would clearly cost far more than it would save. If 
broadly provided, such aid would also end up paying for people who are already housed. Similarly, 
although it might be cheaper for Medicaid to provide home- and community-based services than 
nursing home care to individual beneficiaries, doing so might increase expenditures overall due 
to its appeal to those who previously would have opted against entering a nursing home.91

The degree to which SDOH interventions are cost-effective therefore depends on how well 
targeted they are. This is often overlooked by SDOH advocates, who cite the cost-effectiveness 
of narrowly targeted interventions to justify their broad expansion to cohorts for which similar 
effects are entirely implausible.

Studies often boast of reduced medical spending after SDOH interventions, but health care 
spending levels among a group of high utilizers (such as those recently hospitalized) selected for 
treatment should be expected to decline over time without interventions due to the regression 
of utilization levels to the broader population mean.92 Remarkably few demonstrations include 
an appropriate randomly selected control group to address this statistical challenge.

Some studies have inflated savings estimates by counting reduced expenditures that accrue to private 
insurers.93 Others have counted reduced medical expenditures in terms of hospital “charges” or 
list prices, which are more than three times the costs actually incurred.94 Some experiments have 
found that SDOH interventions shifted care between inpatient and outpatient settings without 
reducing overall costs.95 
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Experiments that have demonstrated offsetting savings have sometimes bundled medical interventions 
(i.e., case management) and nonmedical ones (e.g., housing), such that their relative effectiveness 
in reducing the use of medical services is unclear.96 One study demonstrated the value of housing 
in improving medication adherence among homeless HIV/AIDS patients by comparison with 
nonintervention without considering alternative methods of promoting medication adherence 
that may be more cost-effective.97

The potential savings to be had from targeting “super-utilizers” of medical care is also often 
overestimated. The fact that 50% of Medicaid spending is concentrated among 5% of the population 
does not mean that the 5% are easily identified ex ante.98 Information on medical diagnoses and 
expenditures from the previous year explains only 17% of the variation in health care spending.99

The best-designed studies have found negligible savings from the costliest SDOH interventions.100 
MIT economists who randomly assigned “super-utilizer” patients with medically and socially 
complex needs to a highly touted care-transition program of social workers found that this did 
not significantly reduce their rate of hospital readmissions relative to a control group.101 A RAND 
Corporation assessment of a more substantial intervention, which provided $30,540 in subsidized 
housing, meals, transport, and case management to a group of high utilizers, found that their 
medical utilization and expenditures decreased by less ($21,418) than those of a comparison 
group ($25,273).102 

More modest interventions might sometimes be more cost-effective, but this tends to be because 
they depend more on behavioral modifications than expenditures—and intended beneficiaries 
might be resistant to these types of interventions. This is well recognized in the case of diet and 
exercise, but this is also true when it comes to improving housing quality by cleaning to remove 
dust and mold. Similarly, although teaching kids about healthy eating may cost little, nutrition has 
long been part of the K–12 curriculum, to limited effect. The challenge of remedying problematic 
behavior is even greater when an externality is involved, such as crime, cultures of substance abuse, 
and other actions with adverse effects on neighborhood quality. 

The Problems with SDOH 
Policymaking
Ultimately, social policies should not be pursued for the sake of their incidental impact on health.

Basic services are valuable for their own sake. Health outcomes, in fact, represent only a small part 
of the value of improved housing to residents. As Sherry Glied notes: “Rats, inadequate heat, and 
mold substantially diminish people’s lives whether or not they cause direct harm to their health.”103

There are many good reasons to want to remedy the shortage of affordable housing, but the 
problem is unlikely to be solved by framing it as a “health equity” challenge to be addressed by 
health insurers. It would place resources and authority where they cannot be leveraged to tackle 
the underlying problems and political challenges. For instance, as long as the supply of housing is 
fixed by restrictions on development, housing subsidies from the health care system would likely 
serve only to inflate the price of housing and shift shortages from one set of residents to another.104 
Nor does the establishment of public housing have a great track record of improving the safety 
of neighborhoods. Many policy interventions fail to achieve their primary objectives, and so are 
unlikely to yield substantial second-order benefits to health.

Is Everything Health Care? The Overblown Social Determinants of Health

11



Although public aid might help some people move away from others whose behavior is toxic, this 
will likely only redistribute the burden to others unless crime and antisocial behavior are tackled 
at the source. Whatever a “public health approach” might do to help reduce violent crime is at 
best, auxiliary to the need for law enforcement to catch, remove, or deter perpetrators.105

Social services are best provided by social work agencies, not doctors or hospitals. Hospitals 
interact with most patients only sporadically and are unlikely to have a good understanding of 
their specific nonmedical needs.106 Community residents with the greatest unmet social needs 
are likely to be those most disconnected from the health-care system and least likely to have well-
established primary-care relationships.

Because hospitals and healthcare systems are “bigger, stronger, and politically well-connected,” 
they will tend to dominate partnerships with social workers and distort the effective provision of 
social services.107 Hospitals in poor neighborhoods, where most unmet social needs exist, often 
struggle to finance medical care. If policymakers decide to place the responsibility for addressing 
SDOHs on these hospitals, it will likely further strain the funds needed to care for the uninsured.108

Shoehorning social work into medical practice burdens clinicians with extraneous tasks for which 
they are poorly suited and leaves less time for them to treat patients.109 The use of Annual Wellness 
Visits for SDOH assessments, for example, turns physicians into data-gatherers for a poorly designed 
social survey in which information is skewed by entanglement with provider payment incentives.110 
It is not clear why Medicare is paying physicians $19 per patient to collect data on the prevalence 
of transportation security when the Centers for Medicare and Medicaid Services has little capacity 
to improve safety on the New York City subway or any other mode of transportation.111 Nor are 
diagnoses of, for example, “excessive transportation time” particularly informative.112 

Giving physicians authority to write “prescriptions” for subsidized housing places them in the 
awkward position as gatekeepers for substantial resources. It is enough of a challenge to deliver 
medical care cost-effectively; medical providers do not want to be made responsible for solving 
all other social ills. 

The medical profession gains its authority from the ability of patients to trust that physicians’ advice 
serves only the objective good of their health, with advice rooted in medical science. Although 
patients might be willing to accept physicians being judgmental about their diet, exercise, and 
hygiene practices, making medical practitioners responsible for remedying social determinants 
of ill health necessarily pushes them into more ambiguous and political contentious territory. If 
the public views medical advice as a dubious justification for the allocation of scarce resources 
and questionable stances in cultural disputes, the perceived legitimacy of the medical profession 
is likely to suffer.

Much SDOH scholarship appears to be a methodologically sloppy attempt to claim the objective 
superiority of lifestyle preferences characteristic of urban academic liberals. Farmers’ markets, mass 
transit, and bike paths each have their charms, but there is little scientific basis for the SDOH 
literature’s focus on them at the exclusion of traditionally red-state pursuits such as hunting, fishing, 
or golf. Policies to promote marriage, control recreational drugs, and prosecute low-level, “broken 
window” crimes might each substantially improve the health of communities, but references to 
them are nowhere to be found in the SDOH literature. 

SDOH studies also often neglect second-order effects of public policies. An insistence on improving 
the quality of basic goods may come at the cost of reduced access. For instance, the elimination of 
poor-quality, single-room-occupancy housing has led to an increase in the overall homelessness rate.113
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Although foreclosures and evictions are associated with adverse health outcomes in the short run, 
abolishing the ability of private owners to profit from investment in housing would inflict much 
greater harm in the long run.114 Although individual beneficiaries might be better off if they are 
given the essentials of life for free, the burden of paying for such aid must be considered. A payout 
or benefit will do little to improve health outcomes if the only effect of public expenditures is to 
crowd out private payment for the same services.

Viewing health as socially determined downplays personal agency, and although positive externalities 
exist, health is a relatively internalized good. The pain of a heart attack, the benefit of heart 
medications, and the burden of adjusting one’s lifestyle to prevent future incidents accrue largely 
to individual patients.115 Many supposed SDOHs, such as income, housing, food, or education, 
relate to goods that can be internalized. Insofar as lack of money is an obstacle to health, its greatest 
adverse impact is likely to be as an impediment to access purely medical services. 

While medical services are often required to demonstrate clinical effectiveness in placebo-controlled 
trials, SDOH interventions serve loosely defined objectives such as promoting “food insecurity” or 
reducing “housing instability.”116 Whereas the degree to which hospitals provide free or discounted 
medical care to the uninsured can be quantified, the open-endedness of SDOH concepts allows 
hospitals to claim tax credit for almost any spending classified as “community building activities.” 
The appropriateness and effectiveness of SDOH expenditures is therefore harder to ascertain.

Making hospital systems responsible for the broader health and social welfare of local neighborhoods 
entrenches their market power over those communities. It is difficult to reconcile such power with 
vigorous competition over the provision of narrowly defined medical services. 

Social programs established through ad hoc waivers are also unlikely to allocate resources where 
they are most needed. The provision of services “based on individual assessments of need, rather 
than a one-size-fits-all approach,” as recommended by CMS, invites the arbitrary and politicized 
distribution of benefits.117 As SDOH funding is often distributed through “nonprofit” partner 
organizations, the absence of accountability according to clearly measurable objectives affords 
enormous discretion for fraud, waste, and abuse.

Conclusion
The correlation between socioeconomic conditions and health outcomes is increasingly cited to 
justify expanded public spending on social services. 

Of course, health and other human goods are intertwined. Any policy or development of 
circumstances that substantially improves living standards is likely to improve health, but this 
does not mean that health is greatly improved by increasing spending on social services. Nor does 
it mean that spending on social services should be guided by the associated impact on health. 
In fact, the spillover benefits to health from expenditures on social services are slim. Nor are the 
essential foundations of a prosperous society (“peace, easy taxes, and a tolerable administration 
of justice”) best secured by a single-minded focus on public health.118

Rather, the SDOH push reflects the great skew of social welfare expenditures toward  
health-care programs and the desire of other social policy interests to tap into them. In 
particular, the abundance of federal matching funds for Medicaid rewards states for spending on  
health-care services (or services redefined as health care) at the expense of other social policy 

13

Is Everything Health Care? The Overblown Social Determinants of Health



services.  This incentive for states to put a lower priority on nonmedical services can more completely 
be remedied by capping federal subsidies for Medicaid than it can by expanding aid to all other 
possible social welfare expenditures.

Rather than expanding health care programs to pay for more nonmedical services,  
policymakers should:

•	 Resist pressure to expand the capacity of states to claim federal Medicaid funding for 
purposes beyond the program’s core covered benefits.  

•	 Not establish additional payments in Medicare for health care providers to address 
SDOH beyond incentives inherent in medically risk-adjusted payments to Medicare 
Advantage plans.

•	 Oppose efforts to make insurers, hospitals, or other medical providers responsible for 
addressing SDOH with tax or payment incentives.

Even if a social welfare program is a well-intentioned and wise idea, that does not make it  
health-care. Health care costs will not be greatly reduced by expanding the meaning of health-
care to cover every social service; nor would doing so distribute nonmedical assistance to those 
who need it most.

14

Is Everything Health Care? The Overblown Social Determinants of Health



Endnotes
1	 Domestic Policy Council, Office of Science and Technology Policy, U.S. Playbook to Address 

Social Determinants of Health, White House, November 2023. 

2	 Centers for Medicare and Medicaid Services (CMS), “CY 2024 Payment Policies Under 
the Physician Fee Schedule and Other Changes to Part B Payment and Coverage Policies,” 
Federal Register 88, no. 220 (Nov. 16, 2023): p78932. 

3	 Genevra F. Murray, Hector P. Rodriguez, and Valerie A. Lewis, “Upstream with a Small Paddle: 
How ACOs Are Working Against the Current to Meet Patients’ Social Needs,” Health Affairs 
39, no. 2 (February 2020).

4	 Dhruv Khullar and Dave A. Chokshi, “Health, Income, & Poverty: Where We Are & What 
Could Help,” Health Affairs (blog), Oct. 4, 2018.

5	 Raj Chetty et al., “The Association Between Income and Life Expectancy in the United States, 
2001–2014,” Journal of the American Medical Association (JAMA) 315, no. 16 (Apr. 26, 2016).

6	 Paula Braveman and Laura Gottlieb, “The Social Determinants of Health: It’s Time to Consider 
the Causes of the Causes,” Public Health Reports 129, no. 2 (January–February 2014); Melissa 
L. Martinson, “Income Inequality in Health at All Ages: A Comparison of the United States 
and England,” American Journal of Public Health 102, no. 11 (November 2012).

7	 Bruce G. Link and Jo Phelan, “Social Conditions as Fundamental Causes of Disease,” Journal 
of Health and Social Behavior (1995). 

8	 World Health Organization, “A Conceptual Framework for Action on the Social Determinants 
of Health,” 2010.

9	 Commission on Social Determinants of Health, “Closing the Gap in a Generation,” World 
Health Organization, 2008. 

10	 Dylan Scott, “Why Food and Housing Assistance Is Essential for Improving America’s Health,” 
Vox, July 8, 2021.

11	 Domestic Policy Council, The U.S. Playbook to Address Social Determinants of Health. 

12	 Stuart Butler, “How ‘Wrong Pockets’ Hurt Health,” JAMA Forum (blog), Aug. 22, 2018; Stuart 
M. Butler, “Optimizing Investment in Housing as a Social Determinant of Health,” JAMA 
Health Forum 5, no. 9 (2022).

13	 Office of Management and Budget, Historical Tables, “Table 11.3,” White House, 2024. 

14	 Rachel M. Cohen, “A Prescription for Housing?” Vox, Feb. 13, 2024.

15	 Chris Pope, “A Plan to Make Medicaid Fair, Focused, and Accountable,” Manhattan Institute, 
Aug. 20, 2020.

15

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.whitehouse.gov/wp-content/uploads/2023/11/SDOH-Playbook-3.pdf
https://www.whitehouse.gov/wp-content/uploads/2023/11/SDOH-Playbook-3.pdf
https://www.cms.gov/medicare/medicare-fee-service-payment/physicianfeesched/pfs-federal-regulation-notices/cms-1784-f
https://www.cms.gov/medicare/medicare-fee-service-payment/physicianfeesched/pfs-federal-regulation-notices/cms-1784-f
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.01266
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2019.01266
https://www.healthaffairs.org/content/briefs/health-income-poverty-we-could-help
https://www.healthaffairs.org/content/briefs/health-income-poverty-we-could-help
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4866586/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4866586/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863696/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3863696/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3477975/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3477975/
https://www.jstor.org/stable/2626958
https://iris.who.int/bitstream/handle/10665/44489/?sequence=1
https://iris.who.int/bitstream/handle/10665/44489/?sequence=1
https://iris.who.int/bitstream/handle/10665/69832/WHO_IER_CSDH_08.1_eng.pdf?sequence=1
https://www.vox.com/policy-and-politics/22567034/us-health-care-trends-social-determinants-of-health
https://jamanetwork.com/channels/health-forum/fullarticle/2760141?resultClick=1
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2796572
https://www.whitehouse.gov/wp-content/uploads/2024/03/hist11z3_fy2025.xlsx
https://www.vox.com/2024/2/13/24064445/medicaid-rent-housing-homelessness-healthcare
https://manhattan.institute/article/a-plan-to-make-medicaid-fair-focused-and-accountable


16	 In Lieu of Services (ILOS) is a mechanism for coordinated care organizations to offer health 
services that can reduce the need for existing covered services, Centers for Medicare and 
Medicaid Services, “SHO# 21-001,” HHS, Jan. 7, 2021.  

17	 Edith Coakley Stowe and Dori Glanz Reyneri, “New Federal Guidance on in Lieu of Services,” 
Manatt, Phelps & Phillips, LLP, Jan. 25, 2023; Centers for Medicare and Medicaid Services, 
“SMD #: 23-001,” HHS, Jan. 4, 2023.  

18	 Elizabeth Hinton and Amaya Diana, “Medicaid Authorities and Options to Address Social 
Determinants of Health,” Kaiser Family Foundation (KFF), Jan. 29, 2024; Dori Glanz Reyneri, 
“How States Can Use Medicaid to Address Housing Costs,” Shelterforce, June 5, 2023; Stowe 
and Reyneri, “New Federal Guidance on in Lieu of Services.”

19	 Hannah L. Crook et al., “How are Payment Reforms Addressing Social Determinants of 
Health?” Milbank Memorial Fund Issue Brief, February 2021.

20	 Centers for Medicare and Medicaid Services, “SHO# 21-001.” 

21	 Mindy Lipson and Cindy Mann, “CMS Approves Groundbreaking Section 1115 
Demonstrations,” Commonwealth Fund, Dec. 7, 2022; Centers for Medicare and Medicaid 
Services, “Addressing Health-Related Social Needs in Section 1115 Demonstrations,” slide 
deck, Dec. 6, 2022; Hinton and Diana, “Medicaid Authorities and Options to Address Social 
Determinants of Health.”

22	 Centers for Medicare and Medicaid Services, “SHO# 21-001.” 

23	 Ibid.; “Coverage of Health Related Social Needs Services in Medicaid and CHIP,” Medicaid.
gov, November 2023; Social Security Act §1915. 

24	 Centers for Medicare and Medicaid Services, “SHO# 21-001,” 21.

25	 Ibid., 11.

26	 Ibid., 28.

27	 Samantha Young, “States Begin Tapping Medicaid Dollars to Combat Gun Violence,” KFF 
Health News (blog), Jan. 5, 2024; Deidre S. Gifford, “Connecticut Medical Assistance Program 
Provider Bulletin 2022-52,” Connecticut Department of Social Services, July 2022; Dan 
Piening, Colleen Morris, and Kyle Fischer, “Expand Medicaid’s Investment in Community 
Violence Intervention,” Health Affairs Forefront (blog), July 28, 2023. 

28	 42 U.S. Code § 1395y–“Exclusions from Coverage and Medicare as Secondary Payer”; Crook 
et al., “How Are Payment Reforms Addressing Social Determinants of Health?” 

29	 HCPCS code G0136.

30	 U.S. Dept. of Health and Human Services (HHS), “Fiscal Year 2024: Budget in Brief,” 11. 

31	 Murray, Rodriguez, and Lewis, “Upstream with a Small Paddle: How ACOs Are Working 
Against the Current to Meet Patients’ Social Needs”; Lee and Korba, “Social Determinants of 
Health: How are Hospitals and Health Systems Investing in and Addressing Social Needs?”

16

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
https://www.manatt.com/insights/newsletters/health-highlights/new-federal-guidance-on-in-lieu-of-services
https://www.medicaid.gov/sites/default/files/2023-01/smd23001.pdf
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://healthpolicy.duke.edu/sites/default/files/2021-02/How%20Are%20Payment%20Reforms%20Addressing%20Social%20Determinants%20of%20Health.pdf
https://healthpolicy.duke.edu/sites/default/files/2021-02/How%20Are%20Payment%20Reforms%20Addressing%20Social%20Determinants%20of%20Health.pdf
https://www.commonwealthfund.org/blog/2022/cms-approves-groundbreaking-section-1115-demonstrations?utm_source=alert&utm_medium=email&utm_campaign=Improving+Health+Care+Quality
https://www.commonwealthfund.org/blog/2022/cms-approves-groundbreaking-section-1115-demonstrations?utm_source=alert&utm_medium=email&utm_campaign=Improving+Health+Care+Quality
https://www.medicaid.gov/sites/default/files/2023-01/addrss-hlth-soc-needs-1115-demo-all-st-call-12062022.pdf
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://www.kff.org/medicaid/issue-brief/medicaid-authorities-and-options-to-address-social-determinants-of-health-sdoh/
https://www.medicaid.gov/sites/default/files/2023-11/hrsn-coverage-table.pdf
https://www.ssa.gov/OP_Home/ssact/title19/1915.htm
https://kffhealthnews.org/news/article/medicaid-violence-prevention-new-state-funding-guns-firearms/
https://kffhealthnews.org/news/article/medicaid-violence-prevention-new-state-funding-guns-firearms/
https://www.ctdssmap.com/CTPortal/Information/Get-Download-File?Filename=pb22_52.pdf&URI=Bulletins/pb22_52.pdf
https://www.ctdssmap.com/CTPortal/Information/Get-Download-File?Filename=pb22_52.pdf&URI=Bulletins/pb22_52.pdf
https://www.healthaffairs.org/content/forefront/expand-medicaid-s-investment-community-violence-intervention
https://www.healthaffairs.org/content/forefront/expand-medicaid-s-investment-community-violence-intervention
https://www.law.cornell.edu/uscode/text/42/1395y
https://www2.deloitte.com/content/dam/Deloitte/us/Documents/life-sciences-health-care/us-lshc-addressing-social-determinants-of-health.pdf
https://www2.deloitte.com/content/dam/Deloitte/us/Documents/life-sciences-health-care/us-lshc-addressing-social-determinants-of-health.pdf


32	 “Accountable Health Communities Model,” Centers for Medicare and Medicaid Services; 
Dawn E. Alley, “Accountable Health Communities—Addressing Social Needs Through 
Medicare and Medicaid,” New England Journal of Medicine 374, no. 1 (Jan. 7, 2016).

33	 Murray, Rodriguez, and Lewis, “Upstream with a Small Paddle: How ACOs Are Working 
Against the Current to Meet Patients’ Social Needs”; Lee and Korba, “Social Determinants of 
Health: How are Hospitals and Health Systems Investing in and Addressing Social Needs?”

34	 Kathryn Coleman, “Implementing Supplemental Benefits for Chronically Ill Enrollees,” HHS, 
Apr. 24, 2019; Hanna Crook et al., “Improving Serious Illness Care in Medicare Advantage: 
New Regulatory Flexibility for Supplemental Benefits,” Duke University, Margolis Center 
for Health Policy, December 2019.

35	 Sara Rosenbaum, “Hospitals as Community Hubs: Integrating Community Benefit Spending, 
Community Health Needs Assessment, and Community Health Improvement,” Brookings 
Economic Studies paper series, no. 5 (March 2016).

36	 “Tax-Exempt Hospitals Provided Nearly $130 Billion in Total Benefits to Their Communities,” 
American Hospital Association, October 2023; Simone R. Singh et al., “Trends in the 
Provision of Community-Building Activities by Nonprofit Hospitals, 2010–2019,” Journal 
of Public Health Management and Practice 29, no. 4 (July/August 2023). 

37	 Lauren A. Taylor, “Housing and Health: An Overview of the Literature,” Health Affairs (blog), 
June 7, 2018; “Lead Poisoning,” World Health Organization, August 2023; “Housing and 
Health,” Robert Wood Johnson Foundation, May 2011; Keigo Saeki, Kenji Obayashi, and Norio 
Kurumatani, “Short-Term Effects of Instruction in Home Heating on Indoor Temperature 
and Blood Pressure in Elderly People: A Randomized Controlled Trial,” Randomized Controlled 
Trial 33, no. 11 (November 2015); Lindy Clemson et al., “Environmental Interventions to 
Prevent Falls in Community-Dwelling Older People: A Meta-Analysis of Randomized Trials,” 
Journal of Aging and Health 20, no. 8 (Sept. 29, 2008); Dawn E. Alley, “Mortgage Delinquency 
and Changes in Access to Health Resources and Depressive Symptoms in a Nationally 
Representative Cohort of Americans Older than 50 Years,” American Journal of Public Health 
101, no. 12 (December 2011).

38	 Marilyn Rantz et al., “The Continued Success of Registered Nurse Care Coordination 
in a State Evaluation of Aging in Place in Senior Housing,” Nursing Outlook 62, no. 4  
(July–August 2014).

39	 Jens Ludwig et al., “Neighborhoods, Obesity, and Diabetes—A Randomized Social Experiment,” 
New England Journal of Medicine 365, no. 16 (October 2011).

40	 Marta Gomez et al., “A Cost-Benefit Analysis of a State-Funded Healthy Homes Program 
for Residents with Asthma: Findings from the New York State Healthy Neighborhoods 
Program,” Journal of Public Health Management and Practice 23, no. 2 (March/April 2017); 
Mark H. Ebell et al., “A Multicomponent, Multi-Trigger Intervention to Enhance 
Asthma Control in High-Risk African American Children,” Preventing Chronic Disease 16  
(May 30, 2019).

41	 “10 Policies to Prevent and Respond to Childhood Lead Exposure,” Health Impact Project, 
August 2017.

17

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.cms.gov/priorities/innovation/innovation-models/ahcm
https://www.cjaonline.net/wp-content/uploads/2016/01/Accountable-Health-Communities-%E2%80%94-Addressing-Social-Needs-through-Medicare-and-Medicaid.pdf
https://www.cjaonline.net/wp-content/uploads/2016/01/Accountable-Health-Communities-%E2%80%94-Addressing-Social-Needs-through-Medicare-and-Medicaid.pdf
https://www.cms.gov/Medicare/Health-Plans/HealthPlansGenInfo/Downloads/Supplemental_Benefits_Chronically_Ill_HPMS_042419.pdf
https://healthpolicy.duke.edu/sites/default/files/2020-07/MA_SupplementalBenefits_2019.pdf
https://healthpolicy.duke.edu/sites/default/files/2020-07/MA_SupplementalBenefits_2019.pdf
https://www.brookings.edu/wp-content/uploads/2016/07/Rosenbaum-PDF-Layout-FINAL-1.pdf
https://www.brookings.edu/wp-content/uploads/2016/07/Rosenbaum-PDF-Layout-FINAL-1.pdf
https://www.aha.org/system/files/media/file/2023/10/Results-from-2020-Tax-Exempt-Hospitals-Schedule-H-Community-Benefit-Reports.pdf
https://journals.lww.com/jphmp/abstract/2023/07000/trends_in_the_provision_of_community_building.11.aspx
https://journals.lww.com/jphmp/abstract/2023/07000/trends_in_the_provision_of_community_building.11.aspx
https://www.healthaffairs.org/do/10.1377/hpb20180313.396577/full/
https://www.who.int/en/news-room/fact-sheets/detail/lead-poisoning-and-health
https://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70451
https://www.rwjf.org/content/dam/farm/reports/issue_briefs/2011/rwjf70451
https://pubmed.ncbi.nlm.nih.gov/26372318/
https://pubmed.ncbi.nlm.nih.gov/26372318/
https://journals.sagepub.com/doi/abs/10.1177/0898264308324672
https://journals.sagepub.com/doi/abs/10.1177/0898264308324672
https://ajph.aphapublications.org/doi/10.2105/AJPH.2011.300245
https://ajph.aphapublications.org/doi/10.2105/AJPH.2011.300245
https://ajph.aphapublications.org/doi/10.2105/AJPH.2011.300245
https://www.sciencedirect.com/science/article/abs/pii/S0029655414000487
https://www.sciencedirect.com/science/article/abs/pii/S0029655414000487
https://www.nejm.org/doi/pdf/10.1056/NEJMsa1103216
https://journals.lww.com/jphmp/abstract/2017/03000/a_cost_benefit_analysis_of_a_state_funded_healthy.24.aspx
https://journals.lww.com/jphmp/abstract/2017/03000/a_cost_benefit_analysis_of_a_state_funded_healthy.24.aspx
https://journals.lww.com/jphmp/abstract/2017/03000/a_cost_benefit_analysis_of_a_state_funded_healthy.24.aspx
https://www.cdc.gov/pcd/issues/2019/18_0387.htm
https://www.cdc.gov/pcd/issues/2019/18_0387.htm
https://www.pewtrusts.org/-/media/assets/2017/08/hip_childhood_lead_poisoning_report.pdf


42	 Domestic Policy Council, The U.S. Playbook to Address Social Determinants of Health; Taylor, 
“Housing And Health: An Overview Of The Literature”; Toby Schmitt et al., “Traumatic Brain 
Injury in a Community-Based Cohort of Homeless and Vulnerably Housed Individuals,” 
Journal of Neurotrauma 34, no. 23 (December 2017); “Housing and Health,” Robert Wood 
Johnson Foundation.  

43	 “In Lieu of Services in CalAIM: A Summary of the Evidence-Base on Cost Effectiveness and 
Medical Appropriateness of ILOS,” California Dept. of Health Care Services, 4; Mark Hawk 
and Dana Davis, “The Effects of a Harm Reduction Housing Program on the Viral Loads of 
Homeless Individuals Living with HIV/AIDS” AIDS Care 24, no. 5 (Nov. 22, 2011).

44	 Nick Kerman, “The Effects of Housing Stability on Service Use Among Homeless Adults 
with Mental Illness in a Randomized Controlled Trial of Housing First,” BMC Health Services 
Research 18, no. 190 (2018); Mary E. Larimer et al., “Health Care and Public Service Use and 
Costs Before and After Provision of Housing for Chronically Homeless Persons with Severe 
Alcohol Problems,” JAMA 301, no. 13 (2009).

45	 Sarah B. Hunter, “Evaluation of Housing for Health Permanent Supportive Housing Program,” 
RAND Corporation, Dec. 5, 2017.

46	 Domestic Policy Council, The U.S. Playbook to Address Social Determinants of Health; John 
T. Cook, “Food Insecurity Is Associated with Adverse Health Outcomes Among Human 
Infants and Toddlers,” Journal of Nutrition 134, no. 6 (June 2004); Kim Kirang and Edward 
A. Frongillo, “Participation in Food Assistance Programs Modifies the Relation of Food 
Insecurity with Weight and Depression in Elders,” Journal of Nutrition 137, no. 4 (April 2007); 
Jason M. Nagata et al., “Food Insecurity Is Associated with Maternal Depression and Child 
Pervasive Developmental Symptoms in Low-Income Latino Households,” Journal of Hunger 
and Environmental Nutrition 14, no. 4 (2019); Di Fang, Michael R. Thomsen, and Rodolfo M. 
Nayga Jr., “The Association Between Food Insecurity and Mental Health During the Covid-
19 Pandemic,” BMC Public Health 21, no. 607 (2021).

47	 Domestic Policy Council, The U.S. Playbook to Address Social Determinants of Health.

48	 Amelia Whitman et al., “Addressing Social Determinants of Health: Examples of Successful 
Evidence-Based Strategies and Current Federal Efforts,” Office of Health Policy Report 
HP-2022-12, Apr. 1, 2022; James Mabli et al., “Evaluation of the Effect of the Older Americans 
Act Title III-C Nutrition Services Program on Participants’ Food Security, Socialization, and 
Diet Quality,” Mathematica Policy Research, Apr. 21, 2017.

49	 Amira Y. El-Bastawissi et al., “Effect of the Washington Special Supplemental Nutrition 
Program for Women, Infants, and Children (WIC) on Pregnancy Outcomes,” Maternal 
and Child Health Journal 11 (June 12, 2007); Victoria Lazariu-Bauer et al., “A Comparative 
Analysis of Effects of Early Versus Late Prenatal WIC Participation on Birth Weight: NYS, 
1995,” Maternal and Child Health Journal 8 (June 2004); Laura J. Samuel et al., “Does the 
Supplemental Nutrition Assistance Program Affect Hospital Utilization Among Older 
Adults? The Case of Maryland,” Population Health Management 21, no. 2 (April 2018).

50	 Panagis Galiatsatos et al., “Together in Care: An Enhanced Meals on Wheels Intervention 
Designed to Reduce Rehospitalizations Among Older Adults with Cardiopulmonary Disease—
Preliminary Findings,” International Journal of Environmental Research and Public Health 19, 
no. 1 (January 2022).

18

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.healthaffairs.org/do/10.1377/hpb20180313.396577/full/
https://pubmed.ncbi.nlm.nih.gov/28741437/
https://pubmed.ncbi.nlm.nih.gov/28741437/
https://www.tandfonline.com/doi/abs/10.1080/09540121.2011.630352
https://www.tandfonline.com/doi/abs/10.1080/09540121.2011.630352
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-018-3028-7
https://bmchealthservres.biomedcentral.com/articles/10.1186/s12913-018-3028-7
https://jamanetwork.com/journals/jama/article-abstract/183666
https://jamanetwork.com/journals/jama/article-abstract/183666
https://jamanetwork.com/journals/jama/article-abstract/183666
https://www.rand.org/pubs/research_reports/RR1694.html
https://www.sciencedirect.com/science/article/pii/S0022316623028171
https://www.sciencedirect.com/science/article/pii/S0022316623028171
https://www.sciencedirect.com/science/article/pii/S0022316622091714
https://www.sciencedirect.com/science/article/pii/S0022316622091714
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6822564/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6822564/
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10631-0
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-021-10631-0
https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
https://aspe.hhs.gov/sites/default/files/documents/e2b650cd64cf84aae8ff0fae7474af82/SDOH-Evidence-Review.pdf
https://acl.gov/sites/default/files/programs/2017-07/AoA_outcomesevaluation_final.pdf
https://acl.gov/sites/default/files/programs/2017-07/AoA_outcomesevaluation_final.pdf
https://acl.gov/sites/default/files/programs/2017-07/AoA_outcomesevaluation_final.pdf
https://link.springer.com/article/10.1007/s10995-007-0212-5
https://link.springer.com/article/10.1007/s10995-007-0212-5
https://link.springer.com/article/10.1023/B:MACI.0000025730.02966.62
https://link.springer.com/article/10.1023/B:MACI.0000025730.02966.62
https://link.springer.com/article/10.1023/B:MACI.0000025730.02966.62
https://www.liebertpub.com/doi/full/10.1089/pop.2017.0055
https://www.liebertpub.com/doi/full/10.1089/pop.2017.0055
https://www.liebertpub.com/doi/full/10.1089/pop.2017.0055
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8744970/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8744970/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC8744970/


51	 Seth A. Berkowitz et al., “Meal Delivery Programs Reduce the Use of Costly Health Care in 
Dually Eligible Medicare and Medicaid Beneficiaries,” Health Affairs 37, no. 4 (2018); Allison 
Hess, Michelle Passaretti, and Stacy Coolbaugh, “Fresh Food Farmacy,” American Journal of 
Health Promotion 33, no. 5 (2019). 

52	 Whitman et al., “Addressing Social Determinants of Health: Examples of Successful Evidence-
Based Strategies and Current Federal Efforts”; Michael Adelberg et al., “Non-Emergency 
Medical Transportation: Findings from a Return on Investment Study,” Medical Transportation 
Access Coalition.

53	 Federal Transit Administration, “Final Report,” 89. 

54	 Whitman et al., “Addressing Social Determinants of Health: Examples of Successful Evidence-
Based Strategies and Current Federal Efforts.”

55	 Ana V. Diez Roux and Christina Mair, “Neighborhoods and Health,” Annals of the New York 
Academy of Sciences 1186 (2010).

56	 Whitman et al., “Addressing Social Determinants of Health: Examples of Successful Evidence-
Based Strategies and Current Federal Efforts.”

57	 Susan J. Curry, “Screening for Intimate Partner Violence, Elder Abuse, and Abuse of 
Vulnerable Adults: US Preventive Services Task Force Final Recommendation Statement,” 
JAMA 320, no. 16 (2018); Nancy Ritter, “CeaseFire: A Public Health Approach to Reduce 
Shootings and Killings,” National Institute of Justice Journal, Oct. 28, 2009.

58	 Domestic Policy Council, Office of Science and Technology Policy, “The U.S. Playbook to 
Address Social Determinants of Health.” 

59	 Taryn Morrissey, “The Effects of Early Care and Education on Children’s Health,” Health 
Affairs (blog), Apr. 25, 2019.

60	 J. Fagg et al., “From Trial to Population: A Study of a Family-Based Community Intervention 
for Childhood Overweight Implemented at Scale,” International Journal of Obesity 38 (2014); 
Frances Campbell, “Early Childhood Investments Substantially Boost Adult Health,” Science 
343, no. 6178 (Mar. 28, 2014).

61	 Whitman et al., “Addressing Social Determinants of Health: Examples of Successful Evidence-
Based Strategies and Current Federal Efforts.”

62	 Hilary Hoynes, Doug Miller, and David Simon, “Income, the Earned Income Tax Credit, and 
Infant Health,” American Economic Journal: Economic Policy 7, no. 1 (2015); Kate W. Strully, 
David H. Rehkopf, and Ziming Xuan, “Effects of Prenatal Poverty on Infant Health: State 
Earned Income Tax Credits and Birth Weight,” American Sociological Review 75, no. 4 (August 
2010); Pamela Herd, Robert F. Schoeni, and James S. House, “Upstream Solutions: Does 
the Supplemental Security Income Program Reduce Disability in the Elderly?” Milbank 
Quarterly 86, no. 1 (2008); Deborah A. Frank, “Heat or Eat: The Low Income Home Energy 
Assistance Program and Nutritional and Health Risks Among Children Less than 3 Years 
of Age,” Pediatrics 118, no. 5 (November 2006).

63	 Debra J. Lipson, “Medicaid’s Role in Improving the Social Determinants of Health: 
Opportunities for States,” National Academy of Social Insurance, no. 14 (June 2017). 

19

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6324546/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6324546/
https://journals.sagepub.com/doi/full/10.1177/0890117119845711d
https://mtaccoalition.org/wp-content/uploads/2018/07/NEMT-ROI-Methodology-Paper.pdf
https://mtaccoalition.org/wp-content/uploads/2018/07/NEMT-ROI-Methodology-Paper.pdf
https://nyaspubs.onlinelibrary.wiley.com/doi/pdfdirect/10.1111/j.1749-6632.2009.05333.x
https://jamanetwork.com/journals/jama/article-abstract/2708121
https://jamanetwork.com/journals/jama/article-abstract/2708121
https://nij.ojp.gov/topics/articles/ceasefire-public-health-approach-reduce-shootings-and-killings
https://nij.ojp.gov/topics/articles/ceasefire-public-health-approach-reduce-shootings-and-killings
https://www.healthaffairs.org/do/10.1377/hpb20190325.519221/full/
https://www.healthaffairs.org/do/10.1377/hpb20190325.519221/full/
https://www.nature.com/articles/ijo2014103.pdf
https://www.nature.com/articles/ijo2014103.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4028126/
https://pubs.aeaweb.org/doi/pdfplus/10.1257/pol.20120179
https://pubs.aeaweb.org/doi/pdfplus/10.1257/pol.20120179
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3104729/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3104729/
https://publications.aap.org/pediatrics/article-abstract/118/5/e1293/69884/Heat-or-Eat-The-Low-Income-Home-Energy-Assistance
https://publications.aap.org/pediatrics/article-abstract/118/5/e1293/69884/Heat-or-Eat-The-Low-Income-Home-Energy-Assistance
https://publications.aap.org/pediatrics/article-abstract/118/5/e1293/69884/Heat-or-Eat-The-Low-Income-Home-Energy-Assistance
https://www.nasi.org/wp-content/uploads/2017/06/Opportunities-for-States_web.pdf
https://www.nasi.org/wp-content/uploads/2017/06/Opportunities-for-States_web.pdf


64	 Reyneri, “How States Can Use Medicaid to Address Housing Costs”; Steven R. Green, Veena 
Singh, and William O’Byrne, “Hope for New Jersey’s City Hospitals: The Camden Initiative,” 
Perspectives in Health Information Management 7 (Spring 2010); Maria C. Raven et al., “An 
Intervention to Improve Care and Reduce Costs for High-Risk Patients with Frequent Hospital 
Admissions: A Pilot Study,” BMC Health Services Research 11, no. 270 (2011); Jung Y. Kim 
et al., “SMI Innovations Project in Pennsylvania: Final Evaluation Report,” Mathematica 
Policy Research, Oct. 1, 2012.

65	 “Chronic Conditions Among Medicare Beneficiaries,” CMS, 2012, figures 3.1a and 3.2.

66	 John Billings and Maria C. Raven, “Dispelling an Urban Legend: Frequent Emergency 
Department Users Have Substantial Burden of Disease,” Health Affairs 32, no. 12 (December 
2013): exhibit 1.

67	 Jennifer Ryan and Barbara Coulter Edwards, “Rebalancing Medicaid Long-Term Services 
and Supports,” Health Affairs Health Policy Brief, Sept. 17, 2015. 

68	 Sarah L. Szanton et al., “Medicaid Cost Savings of a Preventive Home Visit Program for 
Disabled Older Adults,” Journal of the American Geriatrics Society 66, no. 3 (March 2018).

69	 Whitman et al., “Addressing Social Determinants of Health: Examples of Successful Evidence-
Based Strategies and Current Federal Efforts”; Mekdes Tsega et al., “Review of Evidence for 
Health-Related Social Needs,” American Journal of Preventive Medicine, 53, no. 5 (November 
2017): 719–29; Douglas McCarthy et al., “Guide to Evidence for Health-Related Social Needs 
Interventions: 2022 Update,” Commonwealth Fund, 2022; Lauren A. Taylor et al., “Leveraging 
the Social Determinants of Health: What Works?” Blue Cross Blue Shield of Massachusetts 
Foundation, June 2015; Lauren A. Taylor et al., “Leveraging the Social Determinants of 
Health: What Works?” PLOS ONE 11, no. 8 (Aug. 17, 2016); Crook et al., “How Are Payment 
Reforms Addressing Social Determinants of Health?”; “In Lieu of Services in CalAIM: A 
Summary of the Evidence-Base on Cost Effectiveness and Medical Appropriateness of ILOS.”

70	 Melinda Dutton et al., “Working with Community Care Hubs to Address Social Drivers 
of Health: A Playbook for State Medicaid Agencies,” Manatt, Phelps & Phillips, LLP,  
November 2022.

71	 “Explore Health Topics,” County Health Rankings and Roadmaps, 2024.

72	 Crook et al., “How Are Payment Reforms Addressing Social Determinants of Health?” 

73	 Jonathan S. Feinstein, “The Relationship Between Socioeconomic Status and Health: A 
Review of the Literature,” Milbank Quarterly 71, no. 2 (1993).

74	 Anirban Basu, “Comparative Cost Analysis of Housing and Case Management Program for 
Chronically Ill Homeless Adults Compared to Usual Care,” Health Services Research 47, no. 
1 (February 2012).

75	 Crook et al., “How Are Payment Reforms Addressing Social Determinants of Health?” 

76	 Jeannette Wicks-Lim and Peter S. Arno, “Improving Population Health by Reducing Poverty: 
New York’s Earned Income Tax Credit,” SSM Population Health 3 (December 2017).

20

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2889370/
https://link.springer.com/content/pdf/10.1186/1472-6963-11-270.pdf
https://link.springer.com/content/pdf/10.1186/1472-6963-11-270.pdf
https://link.springer.com/content/pdf/10.1186/1472-6963-11-270.pdf
https://www.mathematica.org/publications/smi-innovations-project-in-pennsylvania-final-evaluation-report
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2012.1276
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.2012.1276
https://www.healthaffairs.org/do/10.1377/hpb20150917.439553/
https://www.healthaffairs.org/do/10.1377/hpb20150917.439553/
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15143
https://agsjournals.onlinelibrary.wiley.com/doi/abs/10.1111/jgs.15143
https://www.commonwealthfund.org/sites/default/files/2022-09/ROI_calculator_evidence_review_2022_update_Sept_2022.pdf
https://www.commonwealthfund.org/sites/default/files/2022-09/ROI_calculator_evidence_review_2022_update_Sept_2022.pdf
https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2020-10/Social_Equity_Report_Final.pdf
https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2020-10/Social_Equity_Report_Final.pdf
https://journals.plos.org/plosone/article/file?id=10.1371/journal.pone.0160217&type=printable
https://journals.plos.org/plosone/article/file?id=10.1371/journal.pone.0160217&type=printable
https://www.manatt.com/Manatt/media/Documents/Articles/Manatt-CCH-Medicaid-Playbook_Final-11-17-22.pdf
https://www.manatt.com/Manatt/media/Documents/Articles/Manatt-CCH-Medicaid-Playbook_Final-11-17-22.pdf
https://www.countyhealthrankings.org/what-impacts-health/county-health-rankings-model
https://www.milbank.org/wp-content/uploads/mq/volume-71/issue-02/71-2-The-Relationship-betwen-Socioeconomic-Status-and-Health.pdf
https://www.milbank.org/wp-content/uploads/mq/volume-71/issue-02/71-2-The-Relationship-betwen-Socioeconomic-Status-and-Health.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3393008/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3393008/
https://www.sciencedirect.com/science/article/pii/S2352827316300829
https://www.sciencedirect.com/science/article/pii/S2352827316300829


77	 Richard Bryce et al., “Participation in a Farmers’ Market Fruit and Vegetable Prescription 
Program at a Federally Qualified Health Center Improves Hemoglobin A1C in Low Income 
Uncontrolled Diabetics,” Preventive Medicine Reports 7 (September 2017); Whitman et al., 
“Addressing Social Determinants of Health: Examples of Successful Evidence-Based Strategies 
and Current Federal Efforts.”

78	 Taylor et al., “Leveraging the Social Determinants of Health: What Works?”

79	 Katherine L. Chen et al., “Association of Promoting Housing Affordability and Stability with 
Improved Health Outcomes,” JAMA Network Open 5, no. 11 (2022).

80	 Sherry Glied, “Better Housing Improves People’s Lives—Health Benefits Should Be Seen as 
a Bonus,” Milbank Quarterly Opinion, Nov. 12, 2020.

81	 National Academies of Sciences, Engineering, and Medicine et al., Permanent Supportive 
Housing: Evaluating the Evidence for Improving Health Outcomes Among People Experiencing 
Chronic Homelessness (Washington, DC: National Academies Press, 2018); Tim Aubry, 
“Effectiveness of Permanent Supportive Housing and Income Assistance Interventions 
for Homeless Individuals in High-Income Countries: A Systematic Review,” Lancet 5, no. 6  
(June 2020).

82	 Wei Lyu, George Wehby, and Robert Kaestner, “Effects of Income on Infant Health: Evidence 
from the Expanded Child Tax Credit and Pandemic Stimulus Checks,” National Bureau of 
Economic Research (NBER) working paper 32310 (April 2024).

83	 Emilie Courtin et al., “Can Social Policies Improve Health? A Systematic Review and Meta‐
Analysis of 38 Randomized Trials,” Milbank Quarterly 98, no. 2 (2020).

84	 Douglas Almond, Hilary W. Hoynes, and Diane Whitmore Schanzenbach, “Inside the 
War on Poverty: The Impact of Food Stamps on Birth Outcomes,” Review of Economics and 
Statistics 93, no. 2 (May 2011); Amira Y. El-Bastawissi et al., “Effect of the Washington Special 
Supplemental Nutrition Program for Women, Infants and Children (WIC) on Pregnancy 
Outcomes,” Maternal and Child Health Journal 11 (June 12, 2007).

85	 J. Fagg et al., “From Trial to Population: A Study of a Family-Based Community Intervention 
for Childhood Overweight Implemented at Scale,” International Journal of Obesity 38 (2014).

86	 Timothy Dignam et al., “Control of Lead Sources in the United States, 1970–2017: Public 
Health Progress and Current Challenges to Eliminating Lead Exposure,” Journal of Public 
Health Management and Practice 25, no. 1 (January–February 2019). 

87	 Hilary W. Hoynes and Diane Schanzenbach, “Consumption Responses to In-Kind Transfers: 
Evidence from the Introduction of the Food Stamp Program,” NBER working paper 13025 
(April 2007): 23; Heather M. Polonsky, Katherine W. Bauer, and Jennifer O. Fisher, “Effect of 
a Breakfast in the Classroom Initiative on Obesity in Urban School-Aged Children,” JAMA 
Pediatrics 173, no. 4 (2019).

88	 Anupam B. Jena and Christopher M. Worsham, “The Science of What We Eat Is Failing Us,” 
New York Times, June 19, 2023; Julia Belluz, “I Asked Eight Researchers Why the Science of 
Nutrition Is So Messy. Here’s What They Said,” Vox, Aug. 16, 2016; Christie Aschwanden, 
“You Can’t Trust What You Read About Nutrition,” FiveThirtyEight, Jan. 6, 2016. 

21

Is Everything Health Care? The Overblown Social Determinants of Health

https://www.sciencedirect.com/science/article/pii/S2211335517301079
https://www.sciencedirect.com/science/article/pii/S2211335517301079
https://www.sciencedirect.com/science/article/pii/S2211335517301079
https://www.bluecrossmafoundation.org/sites/g/files/csphws2101/files/2020-10/Social_Equity_Report_Final.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9631101/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9631101/
https://www.milbank.org/quarterly/opinions/better-housing-improves-peoples-lives-health-benefits-should-be-seen-as-a-bonus/?
https://www.milbank.org/quarterly/opinions/better-housing-improves-peoples-lives-health-benefits-should-be-seen-as-a-bonus/?
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(20)30055-4/fulltext
https://www.thelancet.com/journals/lanpub/article/PIIS2468-2667(20)30055-4/fulltext
https://www.nber.org/papers/w32310
https://www.nber.org/papers/w32310
https://onlinelibrary.wiley.com/doi/pdfdirect/10.1111/1468-0009.12451
https://onlinelibrary.wiley.com/doi/pdfdirect/10.1111/1468-0009.12451
https://direct.mit.edu/rest/article-abstract/93/2/387/58599/Inside-the-War-on-Poverty-The-Impact-of-Food
https://direct.mit.edu/rest/article-abstract/93/2/387/58599/Inside-the-War-on-Poverty-The-Impact-of-Food
https://link.springer.com/article/10.1007/s10995-007-0212-5
https://link.springer.com/article/10.1007/s10995-007-0212-5
https://link.springer.com/article/10.1007/s10995-007-0212-5
https://www.nature.com/articles/ijo2014103.pdf
https://www.nature.com/articles/ijo2014103.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6522252/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6522252/
https://www.nber.org/system/files/working_papers/w13025/w13025.pdf
https://www.nber.org/system/files/working_papers/w13025/w13025.pdf
https://jamanetwork.com/journals/jamapediatrics/article-abstract/2725889
https://jamanetwork.com/journals/jamapediatrics/article-abstract/2725889
https://www.nytimes.com/2023/06/19/opinion/nutrition-science.html
https://www.vox.com/2016/1/14/10760622/nutrition-science-complicated
https://www.vox.com/2016/1/14/10760622/nutrition-science-complicated
https://fivethirtyeight.com/features/you-cant-trust-what-you-read-about-nutrition/


89	 Elizabeth Garland et al., “Impact of LEED-Certified Affordable Housing on Asthma in the 
South Bronx,” Progress in Community Health Partnerships: Research, Education, and Action 7, 
no. 1 (2013): 29–37.

90	 “Accountable Health Communities Model: 2018–2021,” CMS, 2023.

91	 William G. Weissert and Lucy Frederick, “The Woodwork Effect: Estimating It and Controlling 
the Damage,” Journal of Aging and Social Policy 25, no. 2 (2013).

92	 Raven et al., “An Intervention to Improve Care and Reduce Costs for High-Risk Patients 
with Frequent Hospital Admissions.” 

93	 “10 Policies to Prevent and Respond to Childhood Lead Exposure,” Health Impact Project, 
August 2017.

94	 Ge Bai and Gerard F. Anderson, “Extreme Markup: The 50 U.S. Hospitals with the Highest 
Charge-To-Cost Ratios,” Health Affairs 34, no. 6 (June 2015); Steven R. Green, Veena Singh, 
and William O’Byrne, “Hope for New Jersey’s City Hospitals: The Camden Initiative,” 
Perspectives in Health Information Management 7 (Spring 2010).

95	 Seth A. Berkowitz et al., “Evaluating a Nonemergency Medical Transportation Benefit for 
Accountable Care Organization Members,” Health Affairs 41, no. 3 (March 2022). 

96	 Ludwig et al., “Neighborhoods, Obesity, and Diabetes”; Mary E. Larimer et al., “Health Care 
and Public Service Use and Costs Before and After Provision of Housing for Chronically 
Homeless Persons with Severe Alcohol Problems,” JAMA 301, no. 13 (2009).

97	 Hawk and Davis, “The Effects of a Harm Reduction Housing Program on the Viral Loads 
of Homeless Individuals Living with HIV/AIDS.”

98	 Lipson, “Medicaid’s Role in Improving the Social Determinants of Health.” 

99	 Randall P. Ellis and Thomas G. McGuire, “Predictability and Predictiveness in Health Care 
Spending,” Journal of Health Economics 26 (2007). 

100	 Maria C. Raven, Matthew J. Niedzwiecki, and Margot Kushel, “A Randomized Trial of 
Permanent Supportive Housing for Chronically Homeless Persons with High Use of Publicly 
Funded Services,” Health Services Research 55, no. 52 (October 2020).

101	 Amy Finkelstein, “Health Care Hotspotting—A Randomized, Controlled Trial,” New England 
Journal of Medicine 382, no. 2 (Jan. 8, 2020). 

102	 Sarah B. Hunter et al., “Implementation and 12-Month Health Service Utilization and Cost 
Outcomes from a Managed Care Health Plan’s Permanent Supportive Housing Program,” 
RAND Corporation, Oct. 25, 2021. 

103	 Glied, “Better Housing Improves People’s Lives—Health Benefits Should Be Seen as a Bonus.”

104	 Scott Susin, “Rent Vouchers and the Price of Low-Income Housing,” Journal of Public Economics 
83, no. 1 (January 2002).

105	 Charles Fain Lehman, “ ‘Reimagining’ Policing Won’t Stop Kansas City’s Murder Wave,” 
National Review Online, May 28, 2021; Event, “Policing as Public Health: A 2024 View of 
Broken Windows,” Manhattan Institute, Nov. 14, 2023. 

22

Is Everything Health Care? The Overblown Social Determinants of Health

https://muse.jhu.edu/pub/1/article/503316/summary
https://muse.jhu.edu/pub/1/article/503316/summary
https://www.cms.gov/priorities/innovation/data-and-reports/2023/ahc-second-eval-rpt-fg
https://www.tandfonline.com/doi/abs/10.1080/08959420.2013.766073
https://www.tandfonline.com/doi/abs/10.1080/08959420.2013.766073
https://link.springer.com/content/pdf/10.1186/1472-6963-11-270.pdf
https://link.springer.com/content/pdf/10.1186/1472-6963-11-270.pdf
https://www.pewtrusts.org/-/media/assets/2017/08/hip_childhood_lead_poisoning_report.pdf
https://www.healthaffairs.org/doi/10.1377/hlthaff.2014.1414
https://www.healthaffairs.org/doi/10.1377/hlthaff.2014.1414
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2889370/
https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.00449
https://www.healthaffairs.org/doi/10.1377/hlthaff.2021.00449
https://www.nejm.org/doi/pdf/10.1056/NEJMsa1103216
https://jamanetwork.com/journals/jama/article-abstract/183666
https://jamanetwork.com/journals/jama/article-abstract/183666
https://jamanetwork.com/journals/jama/article-abstract/183666
https://www.tandfonline.com/doi/abs/10.1080/09540121.2011.630352
https://www.tandfonline.com/doi/abs/10.1080/09540121.2011.630352
https://people.bu.edu/ellisrp/EllisPapers/2007_EllisMcGuire_Predictability_JHE.pdf
https://people.bu.edu/ellisrp/EllisPapers/2007_EllisMcGuire_Predictability_JHE.pdf
https://onlinelibrary.wiley.com/doi/full/10.1111/1475-6773.13553
https://onlinelibrary.wiley.com/doi/full/10.1111/1475-6773.13553
https://onlinelibrary.wiley.com/doi/full/10.1111/1475-6773.13553
https://www.nejm.org/doi/10.1056/NEJMsa1906848
https://www.rand.org/pubs/research_reports/RRA374-3.html
https://www.rand.org/pubs/research_reports/RRA374-3.html
https://www.milbank.org/quarterly/opinions/better-housing-improves-peoples-lives-health-benefits-should-be-seen-as-a-bonus/?
https://www.sciencedirect.com/science/article/abs/pii/S0047272701000810
https://manhattan.institute/article/reimagining-policing-wont-stop-kansas-citys-murder-wave
https://manhattan.institute/event/policing-as-public-health-a-2024-view-of-broken-windows
https://manhattan.institute/event/policing-as-public-health-a-2024-view-of-broken-windows


106	 Murray, Rodriguez, and Lewis, “Upstream with a Small Paddle: How ACOs Are Working 
Against the Current to Meet Patients’ Social Needs.”

107	 Sherry Glied and Thomas D’Aunno, “Health Systems and Social Services—A Bridge Too 
Far?” JAMA Health Forum 4, no. 8 (2023). 

108	 Ibid.

109	 Leif I. Solberg, “Theory vs. Practice: Should Primary Care Practice Take on Social Determinants 
of Health Now? No,” Annals of Family Medicine 14, no. 2 (March 2016).

110	 New diagnostic codes have been established for “food insecurity” (Z59.41), “other specified 
lack of adequate food” (Z59.48), and “insufficient social insurance and welfare support” 
(Z59.7), “ICD-10-CM Codes,” ICD10Data.com. 

111	 “2024 ICD-10-CM Diagnosis Code Z59.82,” ICD10Data.com.

112	 Ibid.

113	 Stephen Eide, Homelessness in America (Lanham, MD: Rowman & Littlefield, 2022). 

114	 Chen et al., “Association of Promoting Housing Affordability and Stability with Improved 
Health Outcomes.”

115	 This may be less true of “behavioral health” conditions, such as severe mental illness or 
substance abuse. But this is more an argument for treating such challenges with methods 
and programs separate from those used to efficiently restore physical health rather than 
one for broadening the health policy framework to encompass more of social policy.

116	 The term “food insecurity” adds little clarity or explanatory power to narrower traditional 
ones like “hunger” or “malnutrition,” but it seems to be preferred by SDOH advocates 
because it can be used to justify more expansive interventions.  

117	 Centers for Medicare and Medicaid Services, “SHO# 21-001,” HHS, Jan. 7, 2021. 

118	 Online Library of Liberty, “Adam Smith: Quotes.” 

23

Is Everything Health Care? The Overblown Social Determinants of Health

https://jamanetwork.com/journals/jama-health-forum/fullarticle/2808719
https://jamanetwork.com/journals/jama-health-forum/fullarticle/2808719
https://www.annfammed.org/content/14/2/102.short
https://www.annfammed.org/content/14/2/102.short
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z59-
https://www.icd10data.com/ICD10CM/Codes/Z00-Z99/Z55-Z65/Z59-/Z59.82
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9631101/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC9631101/
https://www.medicaid.gov/federal-policy-guidance/downloads/sho21001.pdf
https://oll.libertyfund.org/quotes/adam-smith-on-the-need-for-peace-easy-taxes-and-a-tolerable-administration-of-justice-1755

	_Hlk164425954
	_Hlk163636954
	_Hlk163638517
	_Hlk163649074

