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Policy Points:

� Population health efforts to improve diabetes care and outcomes should
identify social needs, support social needs referrals and coordination, and
partner health care organizations with community social service agen-
cies and resources.

� Current payment mechanisms for health care services do not adequately
support critical up-front investments in infrastructure to address medi-
cal and social needs, nor provide sufficient incentives tomake addressing
social needs a priority.

� Alternative payment models and value-based payment should provide
up-front funding for personnel and infrastructure to address social needs
and should incentivize care that addresses social needs and outcomes
sensitive to social risk.
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Context: Increasingly, health care organizations are implementing interven-
tions to improve outcomes for patients with complex health and social needs,
including diabetes, through cross-sector partnerships with nonmedical organi-
zations. However, fee-for-service and many value-based payment systems con-
strain options to implementmodels of care that address social andmedical needs
in an integrated fashion. We present experiences of eight grantee organizations
from the Bridging the Gap: Reducing Disparities in Diabetes Care initiative to
improve diabetes outcomes by transforming primary care and addressing social
needs within evolving payment models.

Methods: Analysis of eight grantees through site visits, technical assistance
calls, grant applications, and publicly available data fromUS census data (2017)
and from Health Resources and Services Administration Uniform Data Sys-
tem Resources data (2018). Organizations represent a range of payment models,
health care settings, market factors, geographies, populations, and community
resources.

Findings: Grantees are implementing strategies to address medical and so-
cial needs through augmented staffing models to support high-risk patients
with diabetes (e.g., community health workers, behavioral health specialists),
information technology innovations (e.g., software for social needs referrals),
and system-wide protocols to identify high-risk populations with gaps in care.
Sites identify and address social needs (e.g., food insecurity, housing), invest in
human capital to support social needs referrals and coordination (e.g., embed-
ding social service employees in clinics), and work with organizations to con-
nect to community resources. Sites encounter challenges accessing flexible up-
front funding to support infrastructure for interventions. Value-based payment
mechanisms usually reward clinical performance metrics rather than measures
of population health or social needs interventions.

Conclusions: Federal, state, and private payers should support critical infras-
tructure to address social needs and incentivize care that addresses social needs
and outcomes sensitive to social risk. Population health strategies that address
medical and social needs for populations living with diabetes will need to be
tailored to a range of health care organizations, geographies, populations, com-
munity partners, and market factors. Payment models should support and in-
centivize these strategies for sustainability.

Keywords: diabetes, health disparities, payment system design, population
health, underserved populations.

Social determinants of health (SDOH) are important
structural drivers of health and well-being throughout
the life span. Individuals with unmet social needs (e.g., food
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insecurity, unstable housing) are at increased risk for chronic diseases
such as diabetes and hypertension and poor control of those diseases,
with subsequent increased health care utilization and health care costs.
Within this context, health care organizations are implementing and
evaluating new interventions to improve outcomes for patients with
complex health and social needs, through cross-sector partnerships with
nonmedical organizations, to include social service agencies, food deliv-
ery systems and transportation services.1 However, fee-for-service (FFS)
and many value-based payment (VBP) systems constrain options for
health care organizations to implement models of care that address social
and medical needs in an integrated fashion.

The Centers for Medicare and Medicaid Services (CMS) Accountable
Health Communities (AHC) Model provides funding to community
bridge organizations that link persons with health-related social needs
to matching community services.2 Demonstration projects with state
Medicaid agencies and Medicaid managed care organizations have also
addressed SDOHby aligning financing and coordination between health
and social service systems.3,4 In the absence of such initiatives, it is dif-
ficult to sustain interventions that integrate medical and social care.

Nonetheless, some health care organizations are restructuring care de-
livery to address the social needs of individual patients and the struc-
tural needs of communities that affect patients’ health.5,6 They often
adopt such models in the face of uncertainty about how they will access
the funding needed to sustain them over time. However, organizations
are motivated by the potential to improve health outcomes and reduce
health care costs, and the policy momentum is shifting toward payment
reforms that support such actions.7–12 Policymakers face the challenge
and responsibility of designing payment reforms that enable health care
organizations, within a range of contexts, to succeed in their efforts to
address social needs.

The Camden Coalition’s care transition program, a team-based tar-
geted case management system for high utilizers of health care, high-
lights critical challenges with improving care for patients with complex
social and medical needs. In a recent randomized controlled trial, pa-
tients in the care transition program did not have lower hospital read-
mission rates when compared with patients who received usual care.13

Care coordination and navigation to services are important, but in-
sufficient alone for improving health for patients with persistent so-
cial needs.14 Community-based resources such as housing must also be



Addressing Social Needs Among Patients With Diabetes 931

adequate. In addition, we must adjust our expectations about the time
required to improve health for patients with severe and complex medical
and social conditions. In many cases this complexity has accumulated
and intensified over the life course and defies a quick fix. For exam-
ple, a patient with diabetes, substance use disorder, and housing insecu-
rity might require long-term mental health and substance use disorder
treatment, as well as collaborative medical and social care from orga-
nizations experienced in trauma-informed care. Hospital readmissions
represent an important but limited metric for capturing the effects of
interventions that address social needs; future studies should evaluate
additional outcomes beyond utilization, including quality of life and
patient-reported experience.14,15

It has generally been assumed that the shift from FFS payment to
VBP and alternative payment models (APMs) will facilitate efforts
to address social needs. However, today’s VBP programs usually re-
ward traditional clinical performance metrics rather than measures of
population health or efforts to address social needs, and most current
APMs have relatively modest indirect incentives to address social needs.
Thus, robust performance measures of modifiable social needs are needed
to help align payment models with interventions to address social
needs.

In addition, generic, one-size-fits-all payment approaches are unlikely
to succeed in highly variable ecosystems throughout the country, and
little work has examined how payment and care delivery solutions will
need to be tailored to different contexts. For example, federally qual-
ified health centers (FQHCs), community hospitals and clinics, inte-
grated delivery systems, and critical access hospitals have different or-
ganizational structures, funding streams, regulations, patient popula-
tions, and cultures. Local market factors such as the density of man-
aged care, policies of state Medicaid programs, and the collaborative
environment between state Medicaid and managed care organizations
create different opportunities and challenges when addressing medical
and social needs. Geographic factors, sociodemographic characteristics
of patient populations, and availability of community resources offer
additional considerations. For example, rural settings will need solu-
tions that account for geography, limited access to resources, transporta-
tion barriers, and other factors that may differ substantially from urban
settings.
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The Bridging the Gap: Reducing
Disparities in Diabetes Care Initiative

In this paper we present the experiences of eight organizations across the
country from the Bridging the Gap: Reducing Disparities in Diabetes
Care initiative (hereafter referred to as the initiative) that are transform-
ing primary care to implement integrated strategies to address SDOH,
with evolving payment models to support these transformations. We
describe (1) programs to identify and address patients’ social needs, (2)
community partnerships to address structural drivers of health, (3) cur-
rent mechanisms to fund these efforts, and (4) opportunities for pay-
ment mechanisms that would sustain such efforts. These organizations
represent a broad range of payers and payment models, health care de-
livery settings, market factors, geographic areas, patient populations,
and community resources. The sites have different levels of managed
care penetration and incentives for value-based payment. The states span
the political spectrum and serve populations ranging from white ru-
ral Appalachian residents, to urban and frontier communities in the
Pacific Northwest, to urban African American and Latinx immigrant
patients.

This five-year initiative, supported by the Merck Foundation, aims
to improve access to high-quality diabetes care and reduce health dis-
parities for vulnerable populations with type 2 diabetes. The initia-
tive supports eight grantees throughout the United States: Minneapo-
lis Health Department, Providence Health & Services, Alameda County
Public Health Department, La Clínica del Pueblo, St. Mary’s and Clear-
water Valley Hospital and Clinics, Trenton Health Team, UPMCWest-
ern Maryland, and Marshall University. Each grantee consists of health
care organizations that actively collaborate with other health care or-
ganizations and nonmedical organizations to address medical and so-
cial needs in an integrated model. Grantees receive technical assistance
(e.g., feedback on screening tools, provision of data collection infras-
tructure, support for local program evaluation) from the National Pro-
gram Office (NPO) based at the University of Chicago, participate in
a group learning collaborative, and are active in media and commu-
nications activities to promote population health strategies to address
SDOH.
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Methods

During years one and two (September 2017-August 2019) of the initia-
tive, the NPO supported grantees during the early stages of intervention
implementation. The NPO conducted monthly phone calls with each
grantee to provide site-specific technical assistance and to collect infor-
mation related to grantees’ efforts at health care transformation, popula-
tion health management, social needs screening processes, partnerships
with community agencies, and the payment landscape. The NPO hosts
annual meetings and monthly calls to convene a learning collaborative
and discuss current and desired payment options for integrated care to
address medical and social needs. This paper compiles information about
the grantees from site feedback as well as from literature and publicly
available data. Demographic statistics (e.g., age, gender, race, ethnicity)
were obtained from service areas (e.g., zip codes, counties, or municipal-
ities) defined by the clinical organization and extracted from US census
data from the 2017 American Community Survey.16 For FQHCs, in-
surance characteristics reported as part of patient characteristics were
extracted from 2018 Uniform Data System (UDS) Resources data from
the Health Resources and Services Administration.17

Results

In this section we review the sites and the specific interventions they use
to support themedical and social needs of patients with diabetes.We also
consider the market context and payer mix used to fund these initiatives.
Finally, we discuss the challenges and opportunities these organizations
face.

Grantee Site Characteristics and Interventions
to Support Medical and Social Needs for
Patients With Diabetes

The eight grantees represent a wide range of organizations that serve
diverse communities, including Black and Latinx communities in
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Alameda County, CA, low-income Latinx immigrant patients in Wash-
ington, D.C. and Prince George’s County Maryland, and geographically
isolated frontier communities in North Central Idaho (Tables 1a,1b).
Participating sites are implementing population health strategies to
support medical and social needs in ways that reflect the unique needs
and strengths of the community ecosystems they serve. Yet they each
have common components, including (1) primary care transformation,
(2) social needs screening, referral, and information sharing, and (3) com-
munity partnerships (Tables 2a, 2b).

Through primary care transformation, sites bolster staffing models
that address patients’ clinical needs (e.g., team-based care, community
health workers [CHWs]), implement information technology (IT) inno-
vations (e.g., software platforms that securely facilitate social needs refer-
rals), and use system-wide protocols to address medical and social needs
(e.g., identifying high-risk populations and gaps in care). To support so-
cial needs screening, referral, and information sharing, sites implement
workflows and utilize tools to universally identify and address social
needs among patients. Alongside IT infrastructure, sites invest in hu-
man capital to support social needs referrals and coordination (e.g., em-
bedding social service employees to staff a resource referral desk within
clinics; engaging local emergency medical services in strategies to screen
and refer for social needs).

Grantees work with a variety of nonmedical organizations to ad-
dress food insecurity, transportation needs, housing insecurity, and legal
needs, and to support access to social services and community resources.
An important early lesson of the initiative pertains to tailoring the site
of the intervention to meet local contexts. For example, an Idaho health
system places CHWs in frontier food distribution sites to interact with
particularly difficult to reach community members, and an Appalachian
health system in western Maryland colocates a nurse intervention at a
local shelter and meal site. However, beyond mere referrals, the codevel-
opment of cross-sector programs plays an important role in developing
sustainable solutions. Thus, grantees implement solutions to tackle un-
derlying structural social drivers of health tailored for their surround-
ing communities. For example, to address historical disinvestment in
East Oakland, California, Roots Community Health Center prioritizes
workforce navigation and job creation programs alongside health care
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services. A stakeholder work group with more than a dozen organiza-
tions in Trenton, New Jersey, explores promising economic opportuni-
ties for local residents along with options to improve access to healthy,
low-cost food. In Washington, DC, La Clínica del Pueblo serves pri-
marily Latinx immigrants. In response, La Clínica partners with a legal
services agency and collaborates with local organizations to improve the
renewal process and duration of benefits for the medical assistance pro-
gram, which provides health insurance to district residents regardless of
immigration status.

Market Context and Payer Mix to Support
Medical and Social Needs for Patients With
Diabetes

Tables 3a and 3b highlight the payment arrangements and financing
options for grantee organizations involved in the initiative and their
breadth of dominant and supplemental payment structures. The mar-
ket context and payer mix across the initiative sites vary widely. In gen-
eral, the majority of health care systems’ base funding comes from gov-
ernment (e.g., Medicare, Medicaid, Section 330 funding for FQHCs)
and private (nonprofit and for-profit insurers and health plans) payers.
A much smaller amount comes from supplemental sources of funding,
such as grants and philanthropy. Blending and braiding funding with
other sectors is another emerging funding possibility, opening up access
to funding from multiple sources.18 Blended funds are pooled into a
single stream to fund interventions, while braided funds work synergis-
tically to pay for different components of a single program.18 Payment
options such as per member, per month (PMPM) payments and targeted
grant support can be conceptualized as flexible up-front funds that can
be used to support infrastructure to address medical and social needs
(e.g., CHWs, data systems linking health and social service systems).
Payment options that can reward equitable, efficient, high-quality care,
such as pay-for-performance or shared-savings plans with performance
accountability metrics, can be conceptualized as retrospective payment.
It can be difficult to obtain flexible up-front funding to support infras-
tructure for interventions.
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Limitations of Payment Mechanisms to Support
Medical and Social Needs for Patients With
Diabetes

Table 4 presents limitations of the paymentmechanisms to supportmed-
ical and social needs. We have identified three limitations:

1. The majority of current payment mechanisms for health care services do
not provide sufficient funding to support critical up-front investments in
infrastructure to address medical and social needs. Such infrastructure
often includes CHWs, key elements of team-based care (e.g.,
outreach to patients between visits), and secure platforms that
communicate and share data with community-based organiza-
tions. Payments are frequently made after services are delivered
(FFS), after savings are realized (shared savings), or after perfor-
mance metrics are achieved (pay-for-performance). Such retro-
spective payment systems make it difficult for health care orga-
nizations, particularly those with limited resources, to develop
and implement strategies that address medical and social needs
in an integrated system.

2. Current base payment and supplemental payment systems often fund
narrow, siloed services in health care. For example, La Clínica
del Pueblo funds diabetes self-management education (DSME)
classes through a specific contract with a payer. These classes sup-
port patients with diabetes, but may not be sufficient to address
social needs. Fortunately, the clinic also has PMPM payments
that allow it to maintain an RN care management program for
high-risk patients. Improved flexibility could allow more in-
tegration of medical and social care. In the absence of flexible
funds, all participating Bridging the Gap: Reducing Disparities
in Diabetes Care sites have used grant funds and special initia-
tives to support activities not adequately funded by their base
payment systems.

3. Current value-based payment systems are not explicitly designed to in-
centivize or reward care addressing social needs. For example, pay-
for-performance metrics are typically designed to reward tra-
ditional clinical performance measures. Development and im-
plementation of population health metrics that include social
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factors and measures of health equity are areas of ongoing na-
tional interest.19

Opportunities for Payment Mechanisms to
Support Medical and Social Needs for Patients
With Diabetes

Several models and opportunities exist for payment reform that support
and incentivize health care that successfully addresses the medical and
social needs of patients and communities (Table 4). These opportunities
arise in two broad areas: state payment policies and partnerships between
health care organizations and payers.4

State payment policies can incentivize prevention, population health manage-
ment, and addressing social needs and structural drivers of health. Health care
systems under the Maryland Total Cost of Care (TCOC) Model are held
accountable for all health care costs of the surrounding service area, and
thus have powerful incentives for addressing medical and social needs
to reduce costly hospitalizations.20 A key element of this model is the
development of the Maryland Primary Care Program (MDPCP), which
supports the primary care transformation and allows primary care prac-
tices to play an increased role in disease prevention, chronic disease man-
agement, and prevention of unnecessary hospitalization. For example,
UPMCWestern Maryland clinics will have a registered nurse transition-
ist embedded in their practice. The funding for this program is sourced
from the savings the state produces from all TCOC initiatives, with the
assumption of larger returns over time, as patients’ overall health care
costs are reduced.

In 2020, New Jersey’s Medicaid accountable care organizations
(ACOs) transitioned to a Regional Health Hub (RHH) model. Funded
by the state, the RHHs provide the support (e.g., payment mechanisms,
human capital) to build infrastructure to securely share health care data
through regional health information exchanges (HIEs). These regional
HIEs help providers and delivery systems identify and address patients’
social needs through community referrals. Trenton Health Team (THT)
represents one of four RHHs working to integrate, coordinate, and align
siloed programs to improve patient care and outcomes. The THT expe-
rience exemplifies how effectively aligning and coordinating payment
and care require a collaborative team approach.
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Going forward, it may be necessary to modify state payment poli-
cies to adapt to the variability of organizational contexts, account for
variation in population health across diverse geographies, and coordi-
nate efforts to address structural drivers of health. This approach may
allow local innovation to flourish and respond to regional population
health needs. Even within a state, payment mechanisms need to be flex-
ible enough to work for different kinds of health care organizations (e.g.,
community clinics, integrated delivery systems) and geographies.
Innovative partnerships between health care organizations and payers support

critical infrastructure for addressing medical and social needs. Although pay-
ers have flexibility in how they structure payments, many payers need
evidence to demonstrate savings in their beneficiary populations before
they establish new payment models. Marshall University is exploring
impact investment strategies with payers to scale a CHW-based chronic
care management program. Drawing on experience with PMPM mod-
els with FQHCs in West Virginia, the impact investment funder pays a
percentage of the PMPM and the payer pays the remaining, lesser per-
centage. As cost savings are identified among beneficiary populations,
the payer pays an increasingly higher proportion of the PMPM. Thus,
the impact investment strategy engages the payer in a process of gradu-
ated payments, allowing sufficient time to observe savings in a targeted
population, with the goal that the payer will assume the full PMPM cost
of CHW-based chronic care management.

Discussion

A key policy question for improving population health is how payment
reform can support and incentivize care transformation that successfully
addresses the medical and social needs of patients and communities.21

Core components of health care services can provide the infrastructure
and coordination to address social needs for patients with diabetes. FFS
payments provide retrospective payments that are not designed to sup-
port needed investments for future care. VBP and APMs have poten-
tial for supporting and incentivizing the necessary care transformations
that address medical and social needs of patients and communities, but
must be intentionally designed to do so. Effective solutions will need
to be flexible and tailored to different contexts. The eight Bridging the
Gap: Reducing Disparities in Diabetes Care organizations come from
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different payer, market, and political contexts, and consequently pro-
vide excellent examples of different care transformation interventions
and payment mechanisms.

Key infrastructure and coordination to address social needs for pa-
tients with diabetes includes multidisciplinary team-based care, care
coordination, IT infrastructure, and community partnerships. Multidis-
ciplinary team-based care plays an important role in clinical manage-
ment, patient education, and ongoing self-management support. Team
members, including CHWs, navigators, and other trained peers, provide
ongoing education and support visits to practice new skills and behav-
iors, develop problem-solving skills, improve self-efficacy, and address
personal, social, economic, and environmental factors that may impact
self-management goals. Care coordination across clinical and nonclinical
encounters provides structure, processes, and interactions with patients
to address medical, behavioral, and social support while also attending
to individual unmet social needs. Care coordination through a CHW-
based program for high-risk patients with diabetes in a rural Appalachia
program, for example, facilitated decreased blood glucose among 63%
of patients between baseline and 6 to 12 months after enrollment, with
a mean decrease in HbA1c of 2.4 percentage points.22

Investment in IT infrastructure, addressing interoperability issues,
and improving secure platforms will help organizations integrate data,
coordinate resources, and align health care services and community re-
sources across organizations and sectors. Trenton Health Team’s experi-
ence with a regional HIE highlights opportunities to use real-time data
to support treatment decisions and strategies, assess information about
demographics and health indicators in the community, and develop pro-
grams to address community-specific interventions and disparities. Fi-
nally, strong community partnerships can be designed to address the
distinct demographic and health needs of the specific communities. La
Clínica del Pueblo engages multisectoral partners (e.g., policymakers,
legal service providers, health care organizations) that recognize the op-
portunities and challenges to address structural barriers to health for
Latinx immigrant patients in Washington, DC, and Maryland.23 These
partnerships intentionally focus on the health needs of the Latinx im-
migrant community with effective interventions and resources that ad-
dress immigration as a social determinant of health (e.g., access to inter-
preters, trauma-informed services, and legal service providers; programs
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designed to mitigate socioeconomic barriers due to exclusion from gov-
ernment programs and insurance benefits).

Unfortunately, current payment systems often do not pay for key in-
frastructure and coordination to address medical and social needs. Most
grantees come frommarkets where FFS payment predominates, limiting
their ability to develop integrated models of care to address both med-
ical and social needs of the population. Traditional FFS payment covers
physician’s office visits, inpatient hospitalizations, and medications; it
often does not pay for other supportive diabetes self-management ser-
vices (e.g., CHW-supported home visits, navigation to other services
and resources) and has limitations for the mode and frequency of self-
management education. Retrospective payments are not designed to
support up-front investment in program infrastructure such as staffing
and technology. For example, to support social needs screening and re-
ferral, Trenton Health Team and UPMC Western Maryland have im-
plemented software platforms that securely support referrals and com-
munication across organizations working to address social needs (e.g.,
NowPow, Aunt Bertha). Grantees continue to encounter challenges
with identifying and accessing flexible up-front funding sources to sup-
port infrastructure for their interventions (Table 3). Cross-sector inter-
ventions are rarely supported by current payment systems. The eight
grantees and other collaborating organizations have implemented strate-
gies to address medical and social needs through support from gov-
ernmental and private payers, government programs, private grants,
and other philanthropic initiatives.2–4,10,24–28 However, relying on such
a wide range of funding sources limits implementation of sustainable
strategies. Organizations need to be able to rely on base health care fi-
nancing structures to finance medical and social care.

VBP and APMs must be intentionally designed to support and in-
centivize care transformations that enable organizations to proactively
address medical and social needs and improve health outcomes across
the continuum of care. Up-front payments in APMs (e.g., capitated pay-
ments, PMPM payment) have frequently been insufficient to support in-
frastructure for resources like CHW programs, data-sharing platforms,
and community partnerships. Retrospective reward payment systems in
VBP such as pay-for-performance programs and shared-savings models
frequently have weak incentives to attain population health goals and
address social factors. Incentives may be low in magnitude or may not
be based on metrics that sufficiently reward addressing social factors.
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Several key functional questions about payment influence the degree
to which social needs are prioritized:

1. What populations are the health plan or health care organiza-
tion responsible for (e.g., narrow insurance beneficiary pool or
broader population)? What is at financial risk (e.g., outpatient
care, inpatient care, total cost of care)? What is the magnitude
of the incentive or financial risk? Of our eight grantees, UPMC
Western Maryland has some of the strongest incentives to ad-
dress SDOH under the Maryland TCOC payment system, which
holds them accountable for all health care costs of the surround-
ing service area.

2. What are the mechanisms for up-front funding of infras-
tructure for addressing SDOH and complex medical needs?
Up-front payment options established through APMs include
accountable care organizations, global budgets, and other par-
tial capitation arrangements. Seven sites participate in ACOs
(Table 3), and flexible payments could support, for example,
community health worker services such as in-home patient
education and self-management support as well as assistance
navigating community resources. Global budgeting funds and
supports clinical transformation at UPMC Western Maryland
(e.g., hiring CHWs, investing in community partnerships)
while supporting organizations to prioritize the health of their
patients and not just health care services. Challenges with the
scope of narrow payments may be addressed in part by par-
tial capitation arrangements.29 To be most effective, however,
capitation arrangements must be structured with sufficient
resources and be aligned with accountability expectations that
incentivize addressing social needs.

3. What are the performance metrics incentivizing behavior? All
eight of our grantees receive pay-for-performance payments
that usually reward traditional clinical performance metrics,
reflecting a broader national payer environment in which pay-
for-performance programs and shared-savings models frequently
have weak incentives to attain population health goals and ad-
dress social factors.30 Performance metrics could be modified
to prioritize health equity, reducing disparities, and accounting
for social needs.31–33 For example, metrics could incentivize
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team-based care activities that address social needs and advance
population health. Metrics could reward a combination of abso-
lute attainment of a performance standard, improvement com-
pared to baseline, and reduction in disparities. These behavioral
incentives could be accompanied by structural requirements.
For example, just as health care organizations that receive Medi-
care or Medicaid funding must provide interpreters for limited
English proficiency patients, perhaps health care organizations
should be required to have adequate core infrastructure for
addressing patients’ social needs that impact their health.

Effective payment and care transformation solutions will need to be
flexible and tailored to different contexts, including different payer, mar-
ket, and political contexts. State-level leadership, decision making, and
policy can all serve as catalysts to improve the capacity of both health
care organizations and other sectors to address social needs and improve
population health. For example, state leadership and policy changes
to test and implement value-based payment structures have provided
health care organizations like UPMC Western Maryland with both the
resources and the accountability structure to improve population health.
The eight-year TCOC waiver in Maryland provides tools and aligns fi-
nancial incentives for providers, specialists, hospitals, and other facili-
ties to coordinate and provide timely, proactive, patient-centered care.34

The TCOC model also prioritizes opportunities to improve statewide
population health across six high-priority health areas, including di-
abetes. Other states are making promising changes. In Pennsylvania,
the Department of Human Services is now requiring the state Medicaid
managed care organizations to require their providers to routinely sur-
vey social determinants.35,36 Additionally, North Carolina is attempting
statewide changes to improve population health through SDOH pilots
and new VBP and APM models.37,38 They are linking payment to total
costs of care and performance measurements in contracts with five large
health systems, supporting ACOs, increasing emphasis on primary care
and prevention, investing in information systems that facilitate referrals
to community social service agencies, and piloting projects that address
social needs.39,40

Currently health care organizations all too often lack a strong busi-
ness case to address their patients’ medical and social needs and
to engage in meaningful collaborations with community and social
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service partners. The experiences of our eight grantees inform the types
of care delivery required to address medical and social drivers of their pa-
tients’ health, and the types of payment reforms that could enable these
interventions to occur. Some wonder if addressing social determinants
of health would further raise health care expenditures. The fundamen-
tal question is whether the role of the health care system is to equi-
tably maximize health, or some other metric such as volume of services
or high-technology procedures.41 Our current health care delivery and
payment systems undervalue prevention, primary care, and addressing
social needs, and overvalue high-technology diagnostic and therapeu-
tic procedures.42,43 Moreover, despite evidence of the role of social con-
ditions in determining health outcomes, investments in SDOH in the
United States have mostly been modest in scale, temporary, siloed, and
funded through time-limited grants or supported through pilot projects
without a long-term strategy for sustainability.44

We also caution that payers and health systems should not be the lone
actors in this effort and there are risks in over-medicalizing strategies to
address social needs. There are concerns that health care organizations
and payers will emphasize medical priorities when addressing social de-
terminants of health and therefore undermine the expertise, skills, and
capacity of the social services sector.45–47 Therefore, ongoing effort to
engage with social service sectors is also needed, including careful at-
tention to governance of partnerships, blending and braiding of fund-
ing streams, and shared accountability metrics across sectors to align
behavior. Other strategies to finance and support cross-sector interven-
tions could clarify a business case for funding SDOH. For example, these
investments could be viewed as public goods that align with a collabora-
tive approach to financing across stakeholders.48 While nonemergency
medical transportation, Housing First, and nutrition assistance may of-
fer returns in the first year or two for specific populations, other invest-
ments to address social needs require longer time horizons before returns
are realized.48 We need a range of influential stakeholders, including
policymakers, payers, providers, and experts from other sectors to sup-
port synergistic interventions to address social needs and, in doing so,
achieve meaningful outcomes for patients with chronic conditions like
diabetes.
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Conclusion

It is time to prioritize payment reform that incentivizes care trans-
formation that can successfully address the medical and social needs
of patients and communities. The eight innovative Bridging the Gap:
Reducing Disparities in Diabetes Care grantees are testing promis-
ing solutions with creativity and persistence, and more examples with
health and economic outcomes data are greatly needed. Such drive is
necessary for health care organizations to address medical and social
needs under current heterogeneous payment systems not designed for
these purposes. Social needs related to chronic health conditions such
as hypertension and diabetes have gained heightened attention dur-
ing the COVID-19 pandemic, given the prevalence of adverse out-
comes for these individuals.49 Additionally, inequitable economic and
social conditions (e.g., residential segregation, multigenerational house-
holds, overrepresentation in jails and prisons) perpetuated by an Amer-
ican legacy of structural racism and discrimination have contributed to
COVID-19-related health disparities.49,50 Our changing social condi-
tions, frayed social safety net, and limited public health infrastructure
underscore how social determinants of health are linked to health and
illness. Our health care systems are not adequately equipped to respond
to myriad unmet social needs that drive episodes of poor health. State-
level policies and strategies can enhance opportunities for innovation in
payment and care delivery intentionally designed to address medical and
social needs. Flexible funding that can be tailored to local contexts will
be crucial to the success and sustainability of these interventions. Such
approaches show great promise for establishing responsive health and
social systems that may improve our nation’s health, especially among
populations that historically have been marginalized and whose commu-
nities face structural inequities that contribute to poor health.28
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