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VITAL DIRECTIONS FROM THE NATIONAL ACADEMY OF MEDICINE

Addressing Social Determinants of Health
and Health Inequalities

The United States invests far more in providing clinical
services than in addressing social and behavioral factors
that powerfully affect health and mortality compared with
other high-income nations that have better health.1 The
United States has also large avoidable differences in health
across groups, eg, life expectancy of 40-year-old men in
the poorest 1% of the income distribution is 14.6 years
shorter than for men in the richest 1%, and for women,
the difference is 10.1 years.2 Health disparities are found
also by education, race, ethnicity, sex, sexual orienta-
tion, and place of residence. Policies that reduce social dis-
advantage can reduce health inequalities, for example, the
health gap between blacks and whites narrowed in the de-
cades after civil rights legislation. The comparatively poor
health status of the US population, existence of health in-
equalities, and fluctuations in health in relation to policy-
driven changes in social conditions highlight the impor-
tance of policies addressing social determinants.
Socioeconomic conditions underlie many health inequali-
ties and compel attention to social policies that affect
health, strengthening existing programs that can reduce
disparities, and shifting health financing to reward im-
provements in individual and community health.

Upstream Social Determinants of Health
Social determinants, such as income and education, have
wide-ranging effects across the life course. Higher in-
come is related to better health outcomes, including lower
prevalence of cardiovascular disease, diabetes, and de-
pression as well as lower age-adjusted mortality. Al-
though health improves as income increases at all in-
come levels, the benefits of additional income are greatest
at the bottom. Policies regarding wages, income, and paid
time off for new parents or family caregivers can increase
the financial security of people with the least income, im-
prove population health, and reduce inequalities.

The Earned Income Tax Credit (EITC) is one ex-
ample. Nearly 30 million low- to moderate-income work-
ing families, primarily parents, receive cash transfers via
federal EITC benefits. Many states augment federal EITC
benefits, and 12 states increase them by 20% or more.
State benefit increases have been linked to better birth
outcomes and better adult physical and mental health.3

Current EITC benefits are low for childless workers and
noncustodial parents, and increasing benefits for the lat-
ter increases employment rates and child support pay-
ments. Currently, 20% of workers eligible for EITC do not
receive benefits. This suggests that expanding enroll-
ment and increasing benefits could help improve health.

Home-visiting programs for disadvantaged fami-
lies are another example. Programs such as the Nurse-

Family Partnership address threats to social, emo-
tional, and cognitive health for children of low-income
families by assessing family needs, educating and sup-
porting parents, and coordinating services. Some ran-
domized evaluations of home-visiting programs found
positive outcomes for cognitive development and lower
mortality from preventable causes.4 The Affordable Care
Act expanded home visiting and mandated evaluations
to learn how to effectively design and deliver these pro-
grams; these initiatives merit continuation. Other im-
portant policies address support for family caregiving,
occupational health, and reducing the health effects of
incarceration.

Behavioral Risk Reduction
Maintaining health throughout life requires resources
that enable healthy behaviors and reduce environmen-
tal risks. Cigarette smoking, lack of exercise, and poor diet
contribute to well over a third of premature deaths.5

These risk factors, shaped by social and economic forces,
are more common among individuals in low socioeco-
nomic groups. Promoting healthy behaviors involves
making healthy behavioral choices easier, less expen-
sive, and more socially normative.

The federal Supplemental Nutrition Assistance
Program (SNAP) targets improved diets for enrolled
children6 and serves an estimated 45 million house-
holds, but it misses approximately 17% of eligible par-
ticipants. Temporary expansion of SNAP benefits
in Massachusetts was associated with reduced inpa-
tient Medicaid expenditures, suggesting that the con-
ventional benefit levels may be too low. The nutrition
program Women, Infants, and Children (WIC) provides
pregnant and postpartum mothers of children aged
0 to 5 years with vouchers for supplemental food, nu-
tritional and health counseling, breastfeeding support,
and service referrals. WIC participation is associated
with better birth outcomes and higher child immuniza-
tion rates. Increasing WIC enrollment and expanding
SNAP benefits would enhance the health of children and
their families.

Tobacco use remains the strongest single predic-
tor of premature mortality. Although policies such as
added taxes on purchasing cigarettes have lowered ciga-
rette use, approximately 17% of US residents still smoke
and rates are higher among those with less income and
education. Quitting is made more difficult by the fact that
combustible cigarettes are designed with nicotine lev-
els that engender physiologic addiction. Reduced-
nicotine cigarettes facilitate smoking cessation.7 Greater
reductions in smoking-related disease and health
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inequalities could be achieved if manufacturers reduced nicotine con-
tent of cigarettes to a nonaddictive level, a target that could be re-
quired by the US Food and Drug Administration (FDA).

Health Care Financing Strategies
to Reduce Health Disparities
Health care access and financing contribute to overall heath and
health inequalities. Individuals without health insurance receive less
care than those with insurance, and their health may be adversely
affected. The Affordable Care Act significantly improved health care
access by establishing health insurance exchanges and expanding
Medicaid to cover individuals up to 138% of the federal poverty line.
However, approximately 3 million potentially eligible people live in
states that opted out of Medicaid expansion, perpetuating health
disparities.

The current share of the US economy allocated to health care
limits funding for other health-promoting efforts. Most payments
involve fee-for-service, with payment proportional to the volume
and intensity of services provided. Improving the alignment of in-
centives entails moving from a volume-based to a value-based sys-
tem that rewards improvements in population health. Alternative
payment mechanisms have been proposed to increase the focus on
outcomes. Pay-for-performance provides more reimbursement for
clinician and health care organization adherence to guidelines and
for low rates of preventable adverse patient outcomes. Bundled or
global payments provide a fixed amount for each condition or pa-
tient, adjusted for the patient’s diagnoses and disease severity, re-
gardless of services provided. Pay-for-performance initiatives have
been associated with increased care quality, whereas bundled pay-
ments are associated with quality improvements and cost savings.8

The Department of Health and Human Services is moving toward
alternative payment systems for Medicare, with a goal of 50% of pay-
ments through alternative models by 2018 and accelerated prog-
ress toward financing aimed at population-wide health improve-
ment. Similar approaches are needed in the private sector to
harmonize payment models across public and private payers, with

additional attention to appropriately incentivizing care for vulner-
able populations.

Summary Recommendations for Vital Directions
The emphasis in the US health system on medical treatments for acute
problems has yielded benefits for some, but has not achieved higher
overall levelsofpopulationhealthorincreasedlongevityasseeninother
nations. Overcoming US health disadvantage may require rebalancing
priorities to prevent or ameliorate health-damaging social conditions
and behavioral choices. It is not an issue of how much money is spent
on health, but rather whether those dollars are spent to provide the
greatest benefit. Some policies that would improve social and behav-
ioral determinants of health would entail little or no additional cost.
• Strengthen assessment and action on health-improving social

policies. Prioritize programs that already show improvement to
health outcomes such as the EITC and home-visiting programs for
vulnerable families with young children. Others deserving close at-
tention include worksite parental leave policies, education, crimi-
nal justice reform initiatives, and minimum wage policies.

• Expand policies to facilitate health behaviors. To improve health
and reduce inequalities, all people need to have the resources to
engage in health-promoting activities. Priority attention should be
given to enacting stronger federal action to extend SNAP ben-
efits to more low-income populations, use FDA authority to lower
the nicotine level in tobacco products, make firearm use safer, and
improve children’s educational experiences.

• Improve access and financing of health care services. Replacing
volume-based with value-based care, extending access to ser-
vices, and covering chronic disease management and oral health
care could improve population health and reduce inequalities.

This Viewpoint includes only a sampling of the wide range of
policy options addressing social and behavioral determinants of
health. More extensive discussion is provided in the full report.9 Al-
though such policies are not yet typically viewed as health policies,
they have great potential to reduce health inequalities and im-
prove the health and longevity of all people in the United States.
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