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Up to half of all premature deaths are preventable by modifying 
behaviors and exposures that occur in communities.1  “The Case 

For More Active Policy Attention To Health Promotion” sharpens readers’ 
attention to policy changes directed at disease prevention and health 
promotion.2 Rather than spending over 95% of the $3.5 trillion (2017) 
healthcare dollars on disease, wouldn’t moving upstream to prevent illness 
in the first place make more sense?3 The nation has been focused on 
providing health care rather than creating health. 

The Center for Medicare and Medicaid Innovation, a division of CMS (Center 
for Medicare and Medicaid Services), recently reconfirmed the critical role 
of the social determinants of health (SDOH) in health outcomes. “The 
Accountable Health Communities (AHC) Model addresses a critical gap 
between clinical care and community services in the health care delivery 
system by testing whether systematically identifying and addressing 
health-related social needs (HRSN) of eligible Medicare and Medicaid 
beneficiaries through screening for HRSN, referral to community resources, 
and community navigation services will impact health care costs and reduce 
health care utilization,” according to CMS’s Fact Sheet.4 

This affirmation, while important, is insufficient alone. Analogously, when 
caring for a patient, obtaining a correct diagnosis is inadequate; prescribing 
an effective therapy and sharing an accurate prognosis are equally important 
to obtain a good outcome. Abundant, shared, anecdotal success stories 
make caregivers and receivers feel better; but moving whole communities 
and populations remains challenging. Effective short- and long-term 
solutions and metrics for large populations, previously lacking, are now 
available and valid utilizing the Sharecare Community Well-Being Index.5 

https://www.prb.org/us-premature-deaths/
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.21.2.78#:~:text=The%20Case%20For%20More%20Active%20Policy%20Attention%20To,For%20Change.%20...%204%20Opportunities%20For%20Progress.%20
https://www.healthaffairs.org/doi/full/10.1377/hlthaff.21.2.78#:~:text=The%20Case%20For%20More%20Active%20Policy%20Attention%20To,For%20Change.%20...%204%20Opportunities%20For%20Progress.%20
https://www.cdc.gov/nchs/fastats/health-expenditures.htm
https://innovation.cms.gov/media/document/ahc-fact-sheet-2020-prelim-findings
https://wellbeingindex.sharecare.com/
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Purpose   Liking what you do and being motivated to achieve your goals

Social    Having supportive relationships and love in your life

Financial    Reducing stress and increasing security

Community   Liking where you live, feeling safe, and having pride in your neighborhood

Physical   Enjoying good health and enough energy to function well

Economic Security  Unemployment rate, labor force participation, income above poverty, health insurance

Healthcare Access  Active MDs, OB/GYN, and pediatric specialists

Resource Access  Food access within 20 miles, libraries, more religious institutions per 10,000 residents, 
        percentage of people over 65 who work

Food Access   Children and seniors of all races having food access within 1 mile

Housing and   Home value to income ratio > 4:1, percentage of homes 500K and up,  
   use of public transit

The Accountable Health Communities Model, initiated in 2016 as 
a possible solution to reduce the negative influence of adverse 
SDOH, currently funds twenty-nine communities across the 
nation centered on individuals with high socioeconomic needs. 
[6] The altruistic five-year program screens beneficiaries to 
identify unmet, health-related social needs. It subsequently refers 
people to community services that address housing instability, 
food insecurity, utility inadequacies, interpersonal violence and 
transportation needs. This screening makes the “diagnosis,” 
while the community navigation services becomes the “therapy.”  

The Accountable Health Communities Model Fact Sheet 
recently published a compilation of the first 750,000 completed 
screenings using the AHC Health-Related Social Needs Screening 
Tool.7, 8 One third of the voluntary participants reported at least 
one core, health-related social need. Food insecurity was the 
biggest threat at 67%, followed by housing 47%, transportation 
41%, utilities 28% and safety 5%. Sixty-three percent were 
Medicaid beneficiaries; the other 37% were Medicare 
beneficiaries including some dual-eligible people (Medicare  
and Medicaid).  

The Accountable Health Communities program offered in-person 
community navigation services to individuals who had two or 
more emergency room visits in the last year or screened positive 
for inadequate SDOH. After in-depth interviews, 76% of eligible 
individuals accepted individual plans to address negative SDOH. 

And again, 76% of those receiving help were Medicaid recipients 
with the remainder on Medicare. The personal assigned as a 
navigator assists recipients for up to one year until the health-
related need is resolved or deemed unresolvable. 

Health systems and insurers will benefit when they address 
negative SDOH as payment migrates from fee-for-service to 
payment-for-value, which encourages health and decreases 
the need for expensive care. Pharmaceutical firms and device 
manufacturers will be see reduced demands, but they will survive. 
Medicare Advantage, managed Medicaid, and self-insured 
employers will also benefit from reduced spending on acute 
treatment. Most importantly, people across the socioeconomic 
spectrum will enjoy better health.

The big question is: How to create and sustain a healthier 
population? Fortunately, effective programs with demonstrated 
success are progressing nicely. The Blue Zones programs alone 
serve 57 communities, helping 4 million folks across America. 
These communities range in size from the healthiest state in the 
nation, Hawaii, which started on the Blue Zones journey in 2015, 
to small, challenged farm areas like Immokalee in Southwest 
Florida. These communities have experienced  objective 
benefits as shown by comprehensive, longitudinal, nearly 
contemporaneous metrics. The Sharecare Community Well-Being 
Index has consolidated the social determinants of health and 
well-being parameters as detailed below.5

Transportation

Well-Being Parameters

Social Determinants of Health

https://innovation.cms.gov/innovation-models/ahcm
https://innovation.cms.gov/media/document/ahc-fact-sheet-2020-prelim-findings
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://innovation.cms.gov/files/worksheets/ahcm-screeningtool.pdf
https://wellbeingindex.sharecare.com/
https://wellbeingindex.sharecare.com/
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AUTHOR

4sight Health contributors recognize that we can’t fix the broken U.S. healthcare system without reducing the causal 
negative social determinants of health. Here are some 4sight Health articles with different perspectives on this issue. 

Models designed for the most challenged are important, but 
preventing folks from becoming so challenged in the first place 
will require a mindset change. Reducing multigenerational 
poverty, chronic disease and social distress requires systemic 
assistance. The Blue Zones Project, well past the experimental 
stage, has effectively implemented a comprehensive plan 
for policy, places, and people, and has objectively changed 
individuals, communities, organizations, and entire states.  

By decreasing the need for costly medical care, we can fund early 
childhood education, vocational training, and other entities that 
grow vibrant and robust societies.  

America is in a globally competitive world. Redirecting precious 
resources, decreasing waste, and improving health will recharge 
and redirect the nation toward better outcomes. 
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