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THE CASE
FOR THIS
MOMENT

Why now. Why cross-sector. Why this report.



THE ECONOMIC REALITY

There is a $1.4 trillion gap at the
center of the American economy.

It's a compounding, measurable, year-on-year loss — generated by communities
that are less healthy than they could be, producing a workforce less productive

than it should be, at a cost that every employer in this country is already
absorbing without ever seeing it labeled correctly on a balance sheet.

American employers alone absorb $575
billion of that annual loss in workforce
costs — absenteeism, disability, turnover,
presenteeism — that trace directly to the
health conditions of the communities their
employees live in. Most of them

have never connected those dots.

The companies that do will own the

next decade.

The chain of causation is direct and
documented. Food insecurity leads to
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chronic disease and absenteeism. Housing
instability generates stress that accelerates
turnover. Untreated behavioral health
conditions fill every HR inbox with
disability claims. None of these incidents
stay in the community where they
originate. They travel — and show up as
the $575 billion that US employers
collectively absorb every year, in costs
they have paid for decades without

naming their source.

In Chicago, residents of Streeterville live to an
average age of 90. Six miles south, in
Englewood, the average is 60. In Washington,
D.C., with every stop on the Metro heading
east, life expectancy drops by a year. These
are not only health statistics — they are
workforce statistics. The people in ZIP codes
with lower life expectancies are the people
filling open roles, running operations,

and building products. Their health is

the workforce.

The evidence is equally clear: upstream investment in community health returns 14 to 1 at

the median, 27 to 1 at the peak. But business cannot close this gap alone. The assets

required to close it are distributed across sectors. And the architecture that closes the

gap is not built inside any single boardroom. It is built at the table where all of them sit

down together.



The evidence is documented. The return is
proven. The cost of inaction is compounding.
What remains is the decision every organization
must make — to remain a bystander to this crisis,
or become a builder of what comes after it.

JEAN C. ACCIUS, PHD - PRESIDENT & CEO, CHC: CREATING HEALTHIER COMMUNITIES



The Scale of What's at Stake

The following pages document the significant loss we face today — $451 billion lost

annually to health gaps by race and ethnicity, $978 billion to health gaps by education

level, $575 billion absorbed by employers every year in workforce costs that trace directly

to the communities their employees go home to. These are not projections or estimates of

future risk. They are the current, annual, compounding cost of the status quo — already on

the books, already being paid, just not yet named correctly.

The evidence in this report is sobering, but decline is not inevitable. This is a design

specification for something better — a future where the health of a community and the

success of a business are understood as the same thing. That future will not be built by any

single sector acting with good intentions. It will be built by sectors acting together, with

shared accountability, at the intersection where their different assets combine into

something none of them could build alone.

RESEARCH & REPORT CONTRIBUTORS

Built to Thrive was developed through the collective expertise of the Leadership Council

for Healthier Communities, with original research by Gravity Research and editorial

leadership from CHC: Creating Healthier Communities — an organization that, for

nearly 70 years, has worked to break down the barriers to health by bringing businesses,

nonprofits, governments, and communities together through a network of 5,000+

partner organizations.

Cross-Sector Perspectives

Contributor perspectives are
drawn from business,
philanthropy, social impact, and
government leaders across all
five lenses — because building
healthier communities
demands what no single sector
possesses alone.

PART | — THE CASE FOR THIS MOMENT

Original Research

Gravity Research contributed
original quantitative analysis
from its corporate engagement
database and qualitative
research from its Fortune 1,000
corporate panel survey. Full
methodology in Appendix A.

Research Synthesis

Research review and analysis
developed through systematic
review of peer-reviewed,
governmental, think tank, and
professional sources published
between 2020 and 2026.
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EXECUTIVE SUMMARY

The Economic Reality

The United States is leaving hundreds of billions of dollars in

economic output unrealized every year — not because of a shortage of

talent, capital, or innovation, but because the communities where

Americans live, work, and raise families are not as healthy as they

could be.

That is an economic statement as much as
a health statement. Community health is
the foundation on which workforce
capacity, business competitiveness, and

regional economic vitality are built.

The cost of poor community health is not a
future risk. It is a recurring expense the
economy already absorbs every year — in
lost productivity, rising healthcare costs,
and the talent and investment that
struggling communities cannot attract.

WHAT WE ARE LOSING — AND WHAT IS ABOUT TO GET WORSE

US employers alone lose more than $575 billion a year to poor workforce health, and 1.5

billion workdays with it. That is today's baseline. What follows is about to make it worse.

$451B

Lost every year to health gaps by race and
ethnicity — a 41% increase from just four
years earlier.

LaVeist et al., JAMA, 2023

$575B-

Annual cost to US employers of poor
workforce health. More than 1.5 billion lost
workdays every year.

Integrated Benefits Institute, 2020

$978B

Lost annually to health gaps by education
level — nearly twice the US annual GDP
growth rate in the same year.

Same study

$5.3T

US national health expenditure in 2024 —
18% of GDP, projected to reach 20.3% by
2033.

CMS, 2025




The rollback has begun.

On July 4, 2025, the federal government enacted more than $1 trillion in combined cuts to
Medicaid and SNAP over ten years — $911 billion from Medicaid, the largest rollback in the
program's history, and $186 billion from SNAP. As of this report's release, four major

Medicaid provisions are already in effect. The next inflection point is January 2027, when

work reporting requirements take effect for Medicaid expansion adults.

PROJECTED INCREASE IN UNINSURED AMERICANS

1.3M

2026 2027

2029 2034

Georgetown University, 2025. Coverage losses projected to grow year over year as enacted cuts take effect.

Emergency rooms become the default,
and everyone pays. Each additional
uninsured person generates an estimated
$900 in uncompensated care — costs
hospitals absorb and pass back through
higher prices. Uncompensated care is
projected to rise by nearly $19 billion in
2026 alone, compounding annually.

Food insecurity is a productivity problem.

The $186 billion in SNAP cuts shift hunger

from a social metric to a business one.

Food-insecure employees miss more work,

EXECUTIVE SUMMARY

focus less, and draw more heavily on
employer health resources.

State budgets absorb the gap. As $911
billion in federal Medicaid support is
withdrawn and states begin covering 75
percent of SNAP administrative costs in
2027, budgets already running structural
deficits will tighten sharply.

The question is not whether these costs
will be absorbed. The question is by
whom, and for how long, before the
cumulative weight becomes impossible
to ignore.
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EXECUTIVE SUMMARY

What We Stand to Gain

What if the most significant economic opportunity of the next decade isn't a new

technology, a new market, or a new trade agreement — but the decision to stop

leaving human potential on the table?

Closing the health and opportunity gaps this report documents would add trillions to U.S.

GDP, swing hundreds of billions in annual healthcare costs, and return $14 for every dollar

invested in public health. These are not projections built on optimism. They are

conservative estimates built on decades of peer-reviewed evidence. Every gap documented

here is not just a cost to be managed — it is a return waiting to be captured.

$5T

Projected US GDP boost over five years from
closing health and opportunity gaps.

Citigroup, 2020

14:1

Median return on every public health dollar
invested, across 52 peer-reviewed studies —
up to 27:1 at national scale.

Masters et al., BMJ, 2017

EXECUTIVE SUMMARY

$700B

Swing in annual healthcare costs by 2040 if
health gaps are addressed now versus left
unaddressed.

Deloitte Health Equity Institute, 2022

$12.5T

Additional annual global GDP achievable by
2050 from scaling proven health
interventions.

McKinsey Health Institute, 2025-26
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The Blind Spot

If the economic case for community health investment is this clear, why is investment not
flowing at scale? Original research by Gravity Research identifies a fundamental
disconnect: most American business leaders do not connect the health of the
communities where they operate to their own organizational performance. The food
security, housing stability, and mental health of employees do not stay at home when they

come to work.

Gravity's analysis of 3,623 corporate actions from 771 companies between 2024 and 2026
reveals that corporate community health investment has not disappeared — it has changed
form. Investment in nutrition and food access rose 116%. Economic empowerment rose
153%. Companies are still in the field — but increasingly through lower-risk pathways,
under different language, without always recognizing the health significance of what they
are funding. The opportunity is not to start from scratch. It is to help companies connect
what they are already doing to the outcomes they care about.

WHAT THIS REPORT DOCUMENTS

PART | PART 11 PART Il
The Case for This The Evidence The Blueprint in
Moment Research synthesis and ACtion

The economic reality, the

cross-sector imperative,
and the case for action.

original research across
five lenses, plus Gravity
data on what companies

are doing — and not doing.

Five catalytic provocations
with sector-specific
perspectives from leaders
at the intersection of
power and proximity.



THE BLUEPRINT

Hospitals, employers, investors, governments,
and commaunities are not stakeholders in a social
cause. They are co-owners of an economic outcome.

The LCHC asks every reader — whatever sector you represent — to take three steps.

] Recognize community health as a strategic asset, not a charitable concern.

The health of communities where you operate is a direct determinant of
organizational performance.

2 Measure what you haven't in the past.

Begin by asking: what is the health of the communities where our people live, and
what is it costing us?

3 Invest upstream, across sectors.

Prevention and community investment return multiples on every dollar — but the

highest returns require cross-sector coordination.



THE
EVIDENCE

A literature review across the five lenses of how community health
shapes workforce strength and economic vitality.



HOW TO READ THE EVIDENCE

One unbroken chain, traced
across five lenses.

This report is organized around five lenses — not because community health is a
complicated problem requiring complicated framing, but because its connections
to economic vitality run deeper than any single sector can see from where

it stands.

It begins in the communities where people live, where the conditions of daily life shape
how fully people can participate in the economy. It moves into the workplace, where those
same conditions surface as lost productivity, absenteeism, and burnout. It maps the
geography of unrealized potential — the neighborhoods and regions where economic
contribution has been held back by decades of disinvestment. And it arrives, finally, at the
opportunity: a 14-to-1 return on prevention and a $5 trillion upside waiting on the other
side of decisions we already know how to make.

01 02 03 04 05

Healthy Communities, The Workforce Place, Opportunity & the  Closing the Health Gap The Return on
Stronger Economies Productivity Gap Built Environment Investment

PART Il — THE EVIDENCE PAGE 13



LENS 01

Healthy Communities,
Stronger Economies

The foundational chain: how where you live determines how your
community thrives.

Every economy runs on human capital shaped before anyone arrives at a job — by the
conditions in the communities where people are born, raised, and live. The social drivers
of health — housing stability, food security, quality of education, neighborhood safety,
access to healthcare — are the inputs that determine the quality and availability

of the workforce on which every business, every regional economy, and every

government depends.

THE EVIDENCE

ODPHP / Healthy People 2030 (2020-present)
Social determinants of health have a greater influence on health outcomes than genetic factors or
clinical access. Poverty is among the single greatest predictors of poor health and premature death.

HHS /7 ASPE (2022) — Addressing SDOH: Evidence Review
Social and economic factors account for two of the three largest impacts on health. Poverty below
200% FPL imposes an estimated 8.2 quality-adjusted life years lost per person.

Brookings Institution (2019) — Talent-Driven Economic Development
95% of business executives rate availability of skilled labor as very important to location decisions.
Human capital is now the primary driver of regional economic development.

THE CORE TAKE-AWAY

Community health is not the backdrop to economic development. It is

economic development. The communities that invest in the conditions
that allow people to be healthy will out-compete those that do not.




LENS 02

The Workforce
Productivity Gap

How community health conditions show up in your workforce — and

on your bottom line.

Poor health manifests in the workforce through three primary mechanisms: absenteeism,
presenteeism, and voluntary labor force exit. All three are significantly shaped by the
same upstream conditions — food security, housing stability, mental health, and access to
preventive care — that community health investment addresses. The community where
employees live is part of every employer's human capital supply chain, and most

employers are absorbing these costs without recognizing their source.

$575B- $41.6B

Annual cost to US employers of poor Annual US cost of poor employee mental
workforce health — absenteeism, disability, health alone. Affected workers miss nearly
presenteeism, and opportunity costs. 12 days per year versus 2.5 for others.

Integrated Benefits Institute, 2020 Gallup, 2022

$300B $4K-$20.7K

Annual cost per employee of
disengagement and burnout. Presenteeism
is up to 89% of total burnout costs — making
most of the burden invisible.

Annual cost to US companies from job
stress — across every industry, largely
unaddressed at the source.

American Institute of Stress Martinez, 0'Shea et al., AUPM, 2025

Marsh McLennan Agency (2024) — Employee Health & Benefits Trends
Workers at risk of burnout rose from 63% to 81% between 2019 and 2022 — directly correlated with
unmet community-level conditions including financial stress and housing instability.

Workplace Options / Boston University (2022)

Organizations lose an estimated $153 billion annually in productivity from conditions tied to social
factors. Low-income adults were seven times more likely to experience depression and anxiety
symptoms post-pandemic.



LENS 03

Place, Opportunity &
the Built Environment

How where you live shapes how long — and how well — you live.

In the United States, the ZIP code where you are born is among the strongest predictors of

your health outcomes, workforce participation, and lifetime earnings. This is the result of

decades of deliberate policy decisions — about where to build roads and hospitals,

pharmacies and grocery stores, about which neighborhoods received investment and

which did not.

Food Security

Food insecurity affects more
than 1in 4 US adults ages 18-64,
with far higher rates in lower-
income communities —
elevating cardiovascular
disease, diabetes, and behavioral
health disorders that suppress
workforce participation.

Urban Institute, 2024.
Annual cost of hunger to
the US healthcare system:
$130.5B (FRAC, 2024).

LOOKING AHEAD

Housing Stability

A record 22.7 million renter
households — nearly half of all
US renters — were cost-
burdened in 2024. Instability
drives sleep disruption, health
deterioration, and reduced
ability to maintain consistent
employment.

Harvard JCHS, 2024. 12.1M
severely burdened —
spending over half

of income on rent

and utilities.

Behavioral Health

Nearly 1 in 5 US adults
experiences mental illness
annually. Behavioral health
conditions are now the leading
driver of absenteeism, short-
term disability, and voluntary
labor force exit — yet access
remains severely limited.

AJPM, 2025. Housing
instability raises next-year
instability probability by
19 points.

State-level analysis of communities facing simultaneous Medicaid coverage

reductions and elevated health-outcome gaps — drawing on KFF state Medicaid

allocation data and LaVeist et al. state supplemental data — will be featured in Built
to Thrive, Part 2 (September 2026).

PART Il — THE EVIDENCE - LENS 03
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LENS 04

Closing the
Health Gap

The economic cost of unequal health outcomes — and the opportunity
in closing them.

When large portions of the workforce experience health outcomes that suppress their
participation in the labor market, their productivity on the job, and their ability to
contribute to their communities, the entire economy bears that cost. Closing the health gap
is an act of economic self-interest — at the company level, the community level, and the
national level.

S$451B $978B

Annual economic burden of health gaps by Annual economic burden of health gaps by
race and ethnicity — a 41% increase from education level. Adults without a college
four years earlier. Three-quarters is borne diploma bear 87% of this burden.

by Black Americans.

LaVeist et al., JAMA, 2023 Same study

S16T S1T-

Lost US GDP since 2000 from compounding Health-gap costs projected to exceed $1
economic disadvantage by race — in wages, trillion annually by 2040. Currently $320
business lending, housing, and education. billion.

Citigroup, 2020 Deloitte, 2022

LaVeist et al. (2023) — Economic Burden of Health Gaps, JAMA
Burden ranges from 0.14% of state GDP (Vermont) to 8.89% (Mississippi). 17 states had a burden
higher than their annual economic growth rate.

THE ECONOMIC OPPORTUNITY

The $451 billion lost to health gaps by race and the $978 billion lost by

education are ongoing, modifiable annual losses. Every dollar invested

in closing the health gap expands the productive capacity of the
American economy.




LENS 05

The Return
on Investment

The economic case for community health investment — and why

prevention is the most powerful strategy.

Across dozens of peer-reviewed studies, at every scale of intervention, community health
investment generates returns that rival the best-performing categories of public and
private investment. The ratio runs from 4:1 to more than 20:1 in favor of prevention —
yet the current US system is dramatically overinvested in treatment and underinvested

in prevention.

14:1 $12.5T

Median return on every public health dollar Additional annual global GDP achievable by
invested, across 52 peer-reviewed studies. 2050 from scaling proven health

Local programs return ~4:1; national-scale interventions — roughly a 4:1 global return.
interventions return ~27:1.

Masters et al., BMJ, 2017 McKinsey Health Institute, 2025-26

$oT $700B

Projected US GDP boost over five years from Swing in annual US healthcare system costs
closing health and opportunity gaps. by 2040 from addressing health gaps now
versus leaving them unaddressed.

Citigroup, 2020 Deloitte Health Equity Institute, 2022

Potential addition to US GDP by 2040 from closing health and
opportunity gaps — a 9.5% increase over current projections
— including $763 billion in higher corporate profits and 5
million workers kept in the labor force.

Deloitte Center for Health Solutions, 2024
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WHAT COMPANIES
ARE DOING —
AND NOT DOING

Original research from Gravity Research: a systematic behavioral
analysis of what companies actually did on community health,
January 2024 - May 2026.



ABOUT THE RESEARCH

A behavioral record of what
companies actually did.

This section presents original research commissioned by CHC and conducted by Gravity
Research — tracking corporate community health behavior between January 2024 and May
2026. Gravity analyzed 3,623 corporate actions from 771 companies in its Corporate
Engagement Database, powered by Al-assisted analysis of weekly public engagement

across the Fortune 1,000 and other high-influence corporations.

ENGAGEMENT TYPES TRACKED ISSUE AREAS TRACKED

Donations & grants, community Healthcare access, racial equity, economic
outreach events, company operations empowerment, nutrition & food access,
changes, product lines, employee events, LGBTQ+ equality, AI & technology, and
and sponsorships. climate & sustainability.

Methodology. Year-over-year comparisons across 2024, 2025, and 2026. Data from 2024-25
weighted for panel expansion; 2026 weighted for annualization to allow valid

comparison. Results are directional and reflect observable public corporate behavior.



QUANTITATIVE FINDINGS

The Great Recalibration

Something significant shifted in corporate America between 2024 and 2026 — a
sharp retraction in community health engagement, followed by a recalibration.
The data documents both phases.

The 2024-25 Retraction The 2026 Recalibration

Steep and concentrated. Engagement on Investment didn't stop — it moved. Nutrition &
LGBTQ+ equality fell 83%, racial equity 65%, food access grew 116%, economic

and healthcare access 59%. The steepest empowerment 153%, technology access 65%.
decline of any category was in structural Food work increasingly appeared under the
operational commitments, down 81%. The "Food is Medicine" banner. The closer

sharpest pullbacks fell on the most politically community investment sat to a company's core
contested areas. business, the more resilient it proved.

How companies explain these shifts is its own finding. In Gravity's survey of corporate
insiders, executives rarely cited federal policy as a driver — describing decisions instead in
the language of budget cycles and leadership priorities. The behavioral data and the stated
rationale do not fully align. External pressure may be shaping these choices, but

companies rarely name it as a cause.
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INDUSTRY BREAKDOWN

Financials and consumer goods
displace healthcare as top investors.

COMMUNITY HEALTH ENGAGEMENT BY INDUSTRY, 2024-2026

750
650
550
CONSUMER GOODS
450
F
250
150
2024 2025 2026

Gravity Research Corporate Benchmarking (Jan 2024 - May 2026). Total engagements per year. Results are directional.

Healthcare led all sectors in 2024  Financial services showed the Consumer goods now leads on
but contracted more sharply most consistent engagement, volume, concentrated in

than its peers and now trails driven by affordable housing and nutrition and food access — areas
both in overall volume. economic empowerment tied to insulated from political pressure.

core business.
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ENGAGEMENT BY ISSUE

A deliberate shift toward
business-aligned issues.

CHANGE IN COMMUNITY HEALTH ENGAGEMENT BY ISSUE AREA, 2024-2026

Nutrition & Food Access _ +116%
Economic Empowerment _ +65%
Gender Equity -18% .
Healthcare Access -59% -
Climate & Sustainabilty -so7 |
Racial Equity s [N
L6BTO+ Equalit o3 [
Gravity Research Corporate Benchmarking (Jan 2024 - May 2026). Results are directional.
Identity-focused and health-equity issues Companies pivoted to issues with clearer
declined as DEI scrutiny intensified. Racial business relevance. AI & technology, nutrition &
equity and LGBTQ+ engagement contracted amid food access, and economic empowerment saw
rising federal and activist pressure, coinciding the largest gains — less contested areas more
with a 59% decline in healthcare access activity. readily connected to core business activity.
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ENGAGEMENT BY TYPE

Donations and outreach endure;
structural commitments retreat.

COMMUNITY HEALTH ENGAGEMENT BY TYPE, 2024-2026

750
— )
600
450 o
.
300

150 O—.
L~ — Y&
0

2024 2025 2026

e DONATION / GRANT e== COMMUNITY OUTREACH e== COMPANY OPERATIONS
e EMPLOYEE EVENT @==» SPONSORSHIP PRODUCT LINE

Gravity Research Corporate Benchmarking (Jan 2024 - May 2026). Total engagements per year. Results are directional.

Donations and grants are the most durable Company operations fell 81% — the steepest
category — offering flexibility to adjust focus and decline of any type. Operational initiatives were
the credibility of established nonprofit and concentrated in issues that became more
community partners. Food-access donations politically contested, suggesting companies
surged in 2025 following SNAP disruption. pulled back from structural internal

commitments as the environment shifted.
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DEEP DIVE -

NUTRITION & FOOD ACCESS

Companies expand food access

amid federal policy pressure.

While consumer goods brands drove most
activity, the healthcare sector has
increasingly pursued nutrition initiatives —
signaling responsiveness to public health
priorities while leaning into an issue area
with low political and reputational risk.

Funding disruptions to SNAP in 2025 drove a
sharp uptick in engagement centered on
food insecurity. Companies across sectors
adopted a "Food is Medicine" frame — a less
politically risky channel to advance
substantively similar health-equity goals.

WHAT IT LOOKS LIKE IN PRACTICE

NUTRITION & FOOD ACCESS ENGAGEMENT
BY INDUSTRY

120

80

40

0
2024 2025 2026

e=» CONSUMER GOODS e= HEALTHCARE
e= FINANCIALS

HCSC Employees partnered with the Greater Chicago Food Depository to pack

50,000 meals, supporting local families addressing food insecurity across

the Chicago area.

East West Bank

Partnered with the LA Lakers and LA Regional Food Bank to assemble 2,604

food kits — including 7,334 pounds of fresh produce — for families facing

food insecurity.

DoorDash

Expanded SNAP/EBT payment access to nearly 2,700 Kroger stores

nationwide — a structural operational change connecting digital commerce

infrastructure to food security.



DEEP DIVE - ECONOMIC EMPOWERMENT

Economic empowerment grows
most among health, consumer firms.

As affordability concerns dominate public
. . ] . i ECONOMIC EMPOWERMENT ENGAGEMENT
discourse, investment in housing security BY INDUSTRY

and economic access gives companies a -
timely opportunity to engage without the
political risk of efforts explicitly framed 200

around health equity or DEI. 0

Housing is the defining issue within 00 —e

economic empowerment engagement, /

fueled largely by the financial sector — 50 7’
which drove more than 50% of all activity. .
2024 2025 2026

@== FINANCIALS e= CONSUMER GOODS
e= HEALTHCARE == TECH

WHAT IT LOOKS LIKE IN PRACTICE

FHLBank San Francisco = Committed $10 million to its 2026 AHEAD Program, providing grants of up
to $200,000 to organizations supporting housing for at-risk youth, veterans,
people with disabilities, formerly incarcerated individuals, and Tribal
communities.

Centene / Health Net Pledged $10 million to the LA4LA Guarantee Fund to expedite affordable
housing construction in Los Angeles County — framing the investment as a
community health strategy, not solely real estate.
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DEEP DIVE - AT & TECHNOLOGY

Al shifts from internal adoption

to community investment.

Led by the tech sector, companies have
shifted from internal AI adoption to
community-facing deployment. Internal
initiatives like AI governance frameworks
accounted for nearly half of all AI
engagement in 2024; by 2026, external
programs represented over 90% of activity.

AT education and digital access were the
most consistent themes across sectors —
addressing public concern over Al-driven

job displacement and workforce disruption.

WHAT IT LOOKS LIKE IN PRACTICE

Al & TECHNOLOGY ENGAGEMENT BY
INDUSTRY

60

40

0
2024 2025 2026

e TECH e= HEALTHCARE
e= CONSUMER GOODS

AT&T Awarded Wayne Community College a $10,000 grant for its Digital Navigator
Program — computer skills training, device guidance, and digital literacy

certification for students and community members.

Bayer Opened a Seed Production Innovation Center at Iowa State University to

advance digital agriculture innovation and workforce development —

connecting Al investment to rural economic and health outcomes.

PART Il — ORIGINAL RESEARCH
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QUALITATIVE FINDINGS - INSIDERS SURVEY

Executives attribute change to
internal factors, not pressure.

The Gravity Research Insiders Survey — fielded April 30 through May 13, 2026, among 17
senior communications executives (seven healthcare, ten other industries) — reveals how
leaders think about community health investment at a moment of significant external
pressure. Most report established investment: 13 of 17 report some form of community

health investment, and 9 have a formal strategy.

CHANGE IN INVESTMENT, PAST TWO YEARS WHAT MOST INFLUENCED THE CHANGE
B HEALTH CARE [l NON-HEALTH CARE Bl HEALTH CARE [l NON-HEALTH CARE
Increased -— 3 Board or leadership direction 3
- 1
. No formal decision process _
No change & P 2
O Changes in federal policy 1
Decreased I Internal budget constraints I
Changes in community need 1

Gravity Insiders Survey, April 30 - May 13, 2026. N=17. Influence chart displays only

respondents with community health investments (N=13).

Corporate community health investment is Companies may respond to external
broadly established, but more pressure through budget and leadership
discretionary outside the healthcare decisions rather than naming it explicitly.
sector. Non-health-care companies Respondents rarely identified federal
reporting no change or a decrease cited policy and community need as

budget constraints — suggesting direct drivers, even as the political
commitments are more vulnerable to and regulatory environment

resource pressure in sectors less explicitly shifted substantially.

focused on health outcomes.

Looking ahead, no respondents plan to decrease
investment over the next two years. Seven intend
PLANS FOR INVESTMENT, NEXT TWO L.
YEARS to maintain current levels and four plan to

increase — together a majority of the panel —

Maintain I -

Increase I - while the remaining six are unsure, a notable
Unsure I degree of hesitation even as the overall direction
Decrease | o points upward. Among those planning to increase,

half identify food security and nutrition as
their focus.
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THE BLUEPRINT
IN ACTION

Five catalytic provocations for cross-sector leaders ready to move

from evidence to action.



POWER, PROXIMITY & COMMUNITY

Insights only leaders at the
intersection can offer.

The following perspectives are drawn from the world's leading thinkers and
practitioners across business, philanthropy, social impact, and government —
designed to surface hard-won insights available only to those who have operated
at the intersection of power, proximity, and community.

LENS A LENS B

Workforce & Community Health Place, Opportunity & the Built
Environment

LENS C LENS D

Closing the Health Gap The Return on Investment

LENS E

Cross-Sector Collaboration
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Workforce & Community Health

LENS A - SOCIAL IMPACT & COMMUNITY

Investing in Women Strengthens Communities

Millicent Gorham, PhD(Hon), MBA, FAAN

CEO, Alliance for Women’s Health & Prevention

onsider a woman who is juggling a lot of responsibilities. Before sunrise, she is

already moving, answering emails in a parked car while waiting outside her

mother's doctor appointment, mentally calculating how late she can afford to be for
work. In her purse is a reminder for a mammogram she has postponed twice. Not because
she does not care, but because everyone else seems to need her first.

After decades of working alongside communities through public health and policy
advocacy, I have learned that workforce participation does not begin at the office door. It
begins in neighborhoods, homes, clinics, and kitchens — in the quiet decisions women
make every day about what can wait. Too often, their own health is what waits.

Women's preventive health is not a niche issue. When women cannot access preventive
care because it is too expensive, too far away, too time-consuming, or impossible to fit into
lives already stretched thin, the consequences can be dire. A missed screening becomes a
later diagnosis. A delayed vaccination becomes a preventable illness. Untreated chronic
conditions become crises that force women out of jobs, out of routines, and sometimes out
of the very stability their families depend on.

For many women, especially Black women and other women of color, these barriers are
compounded by generations of unequal treatment and justified distrust in healthcare

systems that have too often overlooked them.

This is why preventive care matters. At the Alliance for Women's Health & Prevention, we
advocate for equitable, accessible, and affordable preventive care — access to vaccines
across every stage of life, affordable mammograms beginning at age 40, osteoporosis
screenings before fractures occur, and comprehensive obesity care that recognizes health
is shaped by far more than personal willpower.

If businesses fully understood the connection between community health and workforce
participation, they would view preventive healthcare as an essential investment in people,
families, and long-term workforce stability. They would design benefits that reflect the



realities of women's lives across every stage of aging and caregiving. They would create
workplaces flexible enough for people to attend preventive appointments without risking
their livelihoods.

Most importantly, they would understand that healthy communities are not separate from
economic strength. They are the foundation of it. When a woman is healthy, she does not
simply thrive alone. Her family feels it. Her workplace feels it. Her neighborhood feels it.
And when enough women are given the opportunity to care for themselves before crisis
arrives, entire communities become stronger, healthier, and more capable of imagining a

larger future.

LENS A - GOVERNMENT & ACADEMIA

Democracy Is the Infrastructure
Community Health Depends On

Dr. Philip Alberti
AAMC Center for Health Justice

eventy-five percent of US adults support the goal of health equity, including 76% of

self-identified conservatives. Eighty percent or more of US adults, across

geography, ideology, and demographics, believe that vital conditions like humane
housing, freedom from violence, and high-quality health care are important for their
community's health.

The narrative of unbridgeable polarization is a myth: most US adults agree about what our
communities need to have a fair and just opportunity to be healthy. But that agreement

almost never turns into action.

Health equity and democracy are the same project. When broad public agreement fails to
move population health policy, it is because the mechanisms that translate public will into
public action have failed. If we are serious about achieving all communities thriving, we
must get serious about building the infrastructure of effective civic engagement.

That investment should focus on four foundational conditions. First: reduce the role of
concentrated money in politics. Public financing reforms — matching funds, democracy
vouchers, and clean elections systems — realign incentives so that showing up counts.
Second: lower barriers to voting. Automatic voter registration, mail voting, and extended
early voting windows have all demonstrated measurable increases in participation among

groups most often excluded from full civic voice. Third: build shared civic competence



through service. A nationally supported civilian service year would create shared work
toward a common public purpose across lines of race, region, and background. Fourth:
invest in reasoning and evidence literacy — the shared epistemic ground that makes policy

disagreement governable rather than paralyzing.

Business has a specific role to play. What if corporations — financial institutions,
manufacturers, technology companies, health insurers, retailers — committed a
meaningful percentage of their philanthropic budgets to the nonpartisan conditions that
make fair participation possible? Not to candidates, but to the upstream infrastructure that
every downstream business and community health goal depends on.

A stable workforce, a trustworthy information environment, functioning public
institutions, and communities with real civic muscle are the conditions under which
business operates, innovates, and thrives. Community health and a strong democracy rise
and fall together. The work of building both belongs to all of us.

LENS A - GOVERNMENT & ACADEMIA

Finding the Path Forward: A Rural
Health Director's Perspective

4 Q Dr. Sarah Banks
‘“ v Director, Haywood County NC Health & Human Services

n small rural communities, the political window has felt narrow for a very long time.

The evidence base being cited to justify new investment was largely built in urban and

suburban settings, and when we try to apply it here without adaptation, it doesn't
translate cleanly. Rural communities have their own textures, their own assets, and their
own constraints that deserve to be part of the design conversation — not just the
implementation conversation.

What I believe could meaningfully move the needle is something I'd describe as rural
health governance consolidation with preserved local authority — a way of building shared
capacity across geography without asking small communities to give up the local
accountability and trust that makes rural public health work in the first place.

Small rural counties are each trying to operate as full-service public health agencies with
the budgets and staffing of a small nonprofit. We write the same grants separately, navigate
the same compliance requirements separately, and recruit — and lose — the same hard-to-
find positions separately. A voluntary regional structure, where counties share



administrative infrastructure, a joint data system, and a unified grant-seeking function,
could free local health officials to focus on actual health rather than paperwork. This is an

approach we are currently practicing in my public health region.

County commissioners would need to experience this as support, not as a step toward
consolidation or loss of control. Local governance is genuinely important to rural
communities — it's history and identity. The path through that concern is patience: starting
with a visible, locally initiated win before asking for deeper commitment. Trust is the
prerequisite, not the afterthought.

Rural communities are not smaller versions of urban problems. Geographic isolation,
provider shortage, and the social dynamics of small communities respond to their own
kinds of solutions. Rural communities also have genuine assets that are easy to overlook —
deep relational trust, long-standing community ties, health workers who know families
across generations. Any governance innovation that builds capacity around those assets

rather than displacing them will be far more effective than one that doesn't.

The evidence does demand investment. And rural communities are ready to be real
partners in figuring out what that investment should look like and how to make it work on
the ground. That partnership — genuine, patient, and locally grounded — may itself be the

most important governance innovation available to us right now.
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Place, Opportunity & the Built Environment

LENS B - BUSINESS

Incentives, Infrastructure, and Impact:
Aligning Clinicians with Community Health

Amit Jain, MD, MBA

VP Care Transformation, Johns Hopkins Health System

he economic burden of health inequities in the United States is approximately $1.4

trillion annually — encompassing excess medical expenditures, lost productivity,

and premature deaths. Yet the current clinical infrastructure remains poorly
equipped to coordinate social determinants of health. While there is an increased focus on
value-based care as a means to tie health outcomes to reimbursement, the majority of
clinicians currently operate under payment structures that provide no incentive to address

social determinants at all.

In a survey of 258 clinicians across a large integrated health system, 60% identified lack of
time as their most significant barrier to screening for social needs, and 50% cited lack of
resources to address identified needs. Many clinical practices lack the key resources to act
on social needs once identified. Yet rigorous evidence supports specific solutions —
particularly community health workers, trusted individuals from local communities
trained to provide social support, care navigation, and advocacy. The IMPaCT program
improved chronic disease control, mental health, and quality of care while reducing

hospitalization among low-income patients with multiple chronic conditions.

When the payment architecture shifts to population-based accountability, investments that
are financially irrational under fee-for-service become key strategies. In the Medicare
Shared Savings Program, physician-group ACOs achieved a mean spending reduction of
approximately 5% per patient by year three. A 2025 analysis of 42 million Medicare patient-
years confirmed that savings grew with ACO tenure, with total savings of approximately $4
to $8 billion between 2012 and 2019.

The most compelling evidence isolates the power of incentives. A study comparing the
same physician groups operating simultaneously under at-risk and fee-for-service
Medicare Advantage arrangements found that the at-risk model showed higher quality and



efficiency in 18 of 20 measures. It is the incentive structure, not the clinician identity, that

determines whether social and preventive investments are made.

Maryland has pioneered a path toward creating population health infrastructure coupled
with all-payer statewide payment reform. The Global Budget Revenue model altered
hospital incentives by capping revenue growth and rewarding reduction of avoidable
utilization. The Maryland Primary Care Program now engages over 500 primary care
practices with population-based payments and data tools that fund community-based care

management services.

Systemic investments that address social determinants produce measurable returns, but
these returns are most reliably captured when clinician-led organizations operate under
population-based financial accountability with the infrastructure to act across medical and
social domains. The barriers preventing clinicians from engaging in social health
investment will not be solved by adding screening mandates to an unchanged payment
system. The solution requires reforming the system — through payment reform and shared
infrastructure development. Only then can the health system move from fragmented,

reactive care to coordinated population health improvement.

LENS B - SOCIAL IMPACT & COMMUNITY

Thriving Is Designed: A Place-
Based Blueprint from New Orleans

Jacob Peters

Executive Director, Bayou District Foundation

hat happens when we design a neighborhood not as a collection of projects, but as
a living system — one where the places people worship, gather, eat, play, and rest
are intentionally aligned to support health and opportunity? The answer is both

simple and profound: health becomes not a service you access, but a condition you live in.

Too often, investments in communities are fragmented: housing in one silo, education in
another, healthcare somewhere else entirely. But people do not live siloed lives. The
conditions that shape outcomes — life expectancy, educational attainment, economic
mobility — are deeply interconnected. Holistic, place-based redevelopment recognizes this
reality and asks a different question: what if we designed the entire ecosystem of daily life

around the goal of human flourishing?



One of the clearest examples of this approach is the work of the Bayou District Foundation
in the Columbia Parc neighborhood of New Orleans. In the aftermath of Hurricane Katrina,
the site of the former St. Bernard public housing development was not just physically
devastated — it was structurally disconnected from opportunity. Life expectancy hovered
around 55 years. Crime was pervasive. Access to quality education, healthcare, and healthy

food was limited or nonexistent.

What emerged over the next 15 years was not simply a redevelopment, but a reimagining of
what a neighborhood could be. BDF took a holistic, community quarterback approach,
coordinating across sectors to rebuild not just buildings, but the full ecosystem of
opportunity. Today, that ecosystem includes 685 units of mixed-income housing, high-
performing schools from early childhood through high school, a federally qualified health

center, recreational assets, and economic engines that reinvest back into the community.

The results are measurable and meaningful. Life expectancy in the neighborhood has
increased by nearly 15 years, approaching the national average. Crime has dropped by over

90%. Thousands of children now have access to a cradle-to-career educational pipeline.

What made this possible was a shift in mindset: from seeing communities as problems to
be solved, to seeing them as ecosystems to be invested in. It required flexible capital stacks,
blending Low-Income Housing Tax Credits, New Markets Tax Credits, philanthropy, and
public investment. It required data and accountability. And it required trust, built over
years of consistent engagement with residents and stakeholders.

Columbia Parc demonstrates that place-based transformation is about systems change.
When you align housing, education, health, and economic development around a shared
vision, the impact compounds. And perhaps most importantly, it reminds us that thriving
is not accidental. It is designed.

LENS B - BUSINESS

The Cost of Financial Trauma — and the Case for Trust

Shannan Herbert
'l‘ 4 CEO, Washington Area Community Investment Fund
P

-

or years, community development lenders and traditional financial institutions have

invested heavily to expand access to capital in low-wealth communities. New loan

products were introduced, technical assistance programs were expanded, and
financial literacy became a cornerstone of many small-business support strategies. Yet



despite these efforts, many entrepreneurs continued to turn to predatory lenders offering
high-cost products with aggressive repayment terms, even when safer, more affordable

financing options were available.

At WACIF, this raised an important question: if responsible capital exists, why do so
many small business owners still choose harmful financial products over trusted
financial relationships?

We believed the answer could not be explained by access alone. Many entrepreneurs did
not make financial decisions based solely on interest rates or product features. Their
decisions were also shaped by lived experiences with financial institutions, family
histories around money and borrowing, prior experiences with rejection or
discrimination, and a broader distrust of systems that had historically excluded them. In
many cases, entrepreneurs carried fear, shame, anxiety, and survival instincts into every

financial interaction.

With generous support from TD Bank and in partnership with Building Bridges Across the
River and Onyx Therapy Group, WACIF launched the Resilient Futures initiative to better
understand the role financial trauma plays in entrepreneurship, borrowing behavior, and
long-term financial health. The goal was to identify what was working in communities and
to better understand the barriers that prevent entrepreneurs from engaging with

responsible financial institutions.

The work began internally. Before designing a new program, WACIF assessed its own data,
underwriting practices, and customer engagement strategies. One of the most significant
findings from this review was that relationship banking and technical assistance were
strongly correlated with better repayment outcomes over time. Traditional measures of
repayment ability, while still relevant, did not appear to matter as much as the presence of
a trusted relationship within the organization. Borrowers who felt connected to someone at
WACIF, understood the process, and engaged consistently with technical assistance staff
often demonstrated stronger repayment behavior than those evaluated solely through

conventional risk metrics.

The feedback from these sessions was both powerful and strikingly consistent. Many
participants reported carrying significant fear and anxiety when interacting with financial
institutions. Some shared stories of signing loan documents they did not fully understand
because they felt embarrassed to ask questions. Others described being judged, dismissed,
or taken advantage of by lenders. Several participants said they avoided banks altogether
because previous experiences had damaged their confidence or trust.

The sessions also revealed that financial trauma is often passed down through generations.

Many entrepreneurs shared lessons learned from parents and grandparents who distrusted



banks, avoided borrowing, or had experienced financial hardship. These experiences
shaped participants' views of debt, financial institutions, and risk. For some, seeking

financing carried emotional weight tied to shame, fear of rejection, or fear of failure.

The culmination of this work was the launch of the Resilient Growth Fund. The fund is
designed to empower entrepreneurs to take greater control of their relationship with
capital. The program offers loans of up to $45,000 to help entrepreneurs refinance
predatory debt, establish their first relationship with a financial institution, or access
smaller amounts of capital that may not be available through traditional lenders. Each loan
is paired with a $5,000 grant that can serve as collateral support during the term. If the
grant remains unused throughout the term, it converts into a grant to the borrower at the
end of the loan term.

Ultimately, the Resilient Futures initiative underscored that financial decision-making
cannot be separated from lived experience. Small business owners are navigating
generations of financial history, personal experiences of harm and exclusion, and
emotional responses shaped by fear, survival, and trust. WACIF’s work demonstrated that
addressing financial trauma requires relationships, transparency, empathy, and financial
systems designed with humanity at the center.
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Closing the Health Gap

LENS C - BUSINESS

Closing the Life Expectancy Gap:
A Health System's Commitment

Joy A. Rhoden, MPH, MSW

SVP, American Hospital Association

he kind of transformative change in healthcare that many leaders envision first

requires a foundational and shared belief that it is possible to co-create the

conditions that produce health for all. Moving upstream to address the factors that
produce health is not charity care — it's strategy. The moral argument in support of better
health outcomes is well-documented, but what remains underexplored is the financial
imperative to act, and to do so collectively.

Any successful strategy to drive improvements in health outcomes should center on
engaged and committed leadership; a systematic approach to collecting patient- and
community-level data, with a plan to analyze it to generate findings that inform
interventions and investments; coordination among all stakeholders to leverage assets and
avoid duplication; a willingness to pilot, fail fast, learn, and iterate; and long-term
solutions anchored in organizational policies and practices.

Solutions must be co-created and co-designed; financing must be integrated and braided, if
we intend to have far-reaching impact and narrow the life expectancy gap across
communities over the next decade. It requires engagement with traditional and non-
traditional partners — local elected officials, the public health department, sector leaders
in transportation, housing, education, and religion — as well as members of the
community. It is the cross-sector alignment of strategic efforts with organizational and
community priorities that will yield the results we seek.

The urgency to meaningfully improve the overall health and well-being of the
communities we serve requires that we move from insights to action. Our organization's
carefully crafted collaborative strategy is designed to support individuals in pursuing their
health goals — which in turn provides the foundation for a healthy workforce that fuels a
robust local economy.



The ASK: Closing the Life Expectancy Gap

Dr. Laura Williams
Chief Patient Officer, Ardelyx

o address the commitment to help close the life expectancy gap, we must first

consider the components that contribute to it. Data suggests it is most often

influenced by advances in scientific innovations, nutrition, public sanitation, and
social determinants of health — the conditions in which people are born, grow, live, work

and age, and people's access to power, money, and resources.

Life expectancy in the US was 79.0 years in 2024 — yet stark disparities persist. Life
expectancy for Black Americans stands at 74.0 years, versus 78.4 years for non-Hispanic
White Americans. People in the top 1% of counties by income live an average of 84.3 years;
those in the bottom 50% live 77.4 years. A recent Lancet publication estimates that life
expectancy can differ by 20 years between US populations depending on race, income,
and geography.

I understand this gap personally. Born on a plantation in rural Mississippi to two
sharecroppers, I graduated from high school in Coahoma County where life expectancy
was 69.0 years and the population was 75.1% Black. I now live in Middlesex County, MA,
with a life expectancy of over 81 years. But I didn't get access to real healthcare until I
became a physician at age 26. The benefits of early access cannot be substituted by better
access later in life, when the impact of poor social determinants may have already taken a

significant toll.

Given that education, income, and geography — often co-existing along racial lines — carry
the highest association to life expectancy, timing of access to better social determinants
might provide the best strategy to achieve the stated goal. This strategy must be multi-
pronged, focusing on economics, education, public health, housing, and local and federal
government — not simply healthcare.

As a biotech executive, a commitment to this cause might include: annual contributions to
help fund upstream programs; continuing to educate communities about disease
awareness and prevention; targeting treatments that address unmet needs, with clinical
trial participation representative of the populations most impacted; supporting public
policies that advance these strategies; and providing patient assistance programs that

support medication access to uninsured and underinsured applicants.



LENS C - PHILANTHROPY

A $200 Billion Grand Challenge for Humanity:
Helping America Live Whole and Well

Rawle Andrews Jr., Esq.
Executive Director, American Psychiatric Association Foundation

f America is serious about improving mental health outcomes across generations,

today's philanthropic community should launch a $200 billion Grand Challenge for

Humanity over the next 20 years. A $10 billion annual commitment, anchored by a
major lead investor and supported by a like-minded consortium of funders, could unite
philanthropy, health care, business, education, technology, sports and entertainment,
community leadership, and eventually government, around one nationwide True North:
helping America live whole and well in a VUCA world defined by volatility, uncertainty,
complexity, and ambiguity.

This grand challenge would not simply be another public health initiative. It would be a
national resilience and human infrastructure strategy focused on strengthening the
emotional, psychological, and social wellbeing of the nation. The real measure of success
would not only be how many crises we manage, but how many crises we prevent,

how many lives we stabilize, and how many communities we help move from survival

to possibility.

America's mental health and substance use systems are being asked to solve 21st century
problems with fragmented 20th century infrastructure. Mental health can no longer be
treated as an issue to be addressed only after crisis emerges. It must become part of the

nation's stabilizing infrastructure.

Mental health shapes family stability, school readiness, workforce participation, chronic
disease management, substance use risk, violence prevention, and public safety. Nearly
one in four adults in the United States experiences a mental illness each year, yet fewer
than half receive treatment. Untreated behavioral health conditions intersect with nearly
90% of the nation's annual healthcare expenditures. Lost workforce productivity tied to
mental illness is estimated at approximately $282 billion annually.

More than half of US counties have no practicing psychiatrist. Debt compounds the
challenge — when debt determines where doctors practice, inequity reproduces itself. A
serious grand challenge consortium would create a standalone loan forgiveness and



repayment platform, scholarships, residency stipends, peer workforce expansion, and
diverse pipeline programs in the communities where need is greatest.

History shows what bold philanthropy can accomplish. Rotary International's PolioPlus
initiative helped drive a more than 99.9% decline in global polio cases over four decades.
Imagine similar ambition directed toward mental health. In one generation, children could
receive help before crisis. Adults could access care in days instead of months. Fewer people
would cycle between streets, shelters, emergency rooms, and jails.

Our True North must remain clear: helping people live healthier, safer, more connected,
and more hopeful lives.

LENS C - SOCIAL IMPACT & COMMUNITY

The Real Heroes Are Invisible: Rural
Community Health from the PICU

Benson Hsu, MD
ﬁ, President & Chair, Aequitas Health

very child from rural America who reaches our pediatric ICU is alive because their
E community got them there. The 911 call answered by someone who knew the family.

The volunteer EMT who left a shift at the local store. The critical access ED with one
nurse and one PA who stabilized a child in crisis they may see only once a year. By the time
the child enters my PICU, a dozen members of their community have already done the

hard work — invisible to anyone outside the county.

You will read a lot of stories about people like me in this report. The pediatric intensivist
who ran the code. The trauma surgeon who did the emergent operation. We get the
headlines. We are not the whole story. The hero is rarely the person in the white coat. It is
the people who got the child there.

The most powerful community-led health I have witnessed is not a program. It is what
happens when a rural community wraps itself around a family whose child is critically ill
— held together by networks of family and friends, of churches and schools, of neighbors
who know each other's fields and each other's children by name. None of it is designed by
an agency. None of it is funded by a grant. This is rural America's social infrastructure,
doing what traditional health care alone never could.

There is a limit to what showing up can hold. Casseroles cannot hold a sibling's anxiety
when the family disappears for three weeks. Field work cannot hold a parent's depression



six months after discharge. And there is a bill nobody sees: fuel and lodging for weeks,
wages that do not return, specialty follow-up four hours each way for months if not
years, a parent who cannot change jobs because the new insurance will not cover the
child's specialist. It does not appear on any hospital bill. It is borne by families and

communities, unwitnessed.

This is the investment case for the invisible health care of our rural communities. The gap
persists not because the case is unmade. It persists because the work is unseen.

We owe these communities more than gratitude. We owe them visibility. We owe them the
resources to keep doing what they already do. It means funding the volunteer EMS, the
critical access hospitals, the schools, and every institution that holds rural life together.
And it means paying the invisible bill — transport, lodging, caregiving leave, insurance
portability — paid in the open instead of absorbed in silence.

Rural communities are not absent from our health care system. They are present, and they
are the backbone. We have only to learn to see them. And to resource what we see.

LENS C - SOCIAL IMPACT & COMMUNITY

Community as Architect: The
Sickle Cell Disease Movement

/ @ . Sarah Johnson Davis
/ VP Patient Advocacy, Fulcrum Therapeutics
! j,'

ne of the most powerful examples I have witnessed of a community mobilizing its

own assets and leadership to improve its health is the sickle cell disease community.

For decades, before there was meaningful industry attention, sustained policy focus,
or equitable investment, this community built and sustained its own ecosystem of care,
advocacy, and accountability.

What is often overlooked in discussions of health disparities is that communities facing
persistent gaps are not passive recipients of inequity. They are active architects of survival.
The sickle cell community has demonstrated this through grassroots organizing, patient-
led advocacy, and trusted networks that bridge what the healthcare system has historically
failed to provide.

At the center of this movement are organizations like the Sickle Cell Disease Association of
America and its network of local chapters. These organizations have served as lifelines,
connecting patients to care, educating families, advocating for policy change, and creating



spaces of trust and belonging in a system too often defined by stigma and neglect. Patients
and caregivers became advocates, educators, and navigators for one another. Informal
networks emerged to share critical information: where to find knowledgeable clinicians,

how to navigate emergency rooms, how to advocate for appropriate care.

I have seen firsthand how this community has shaped the behavior of institutions,
including the pharmaceutical and biotech industry. Rather than disengage, the community
set expectations — demanding transparency, respect, and partnership. They challenged

companies to move beyond transactional engagement toward co-creation.

At Fulcrum Therapeutics, we approach our work with the understanding that patients are
not simply participants in research — they are partners in defining what meaningful
progress looks like. Community voices have influenced how we communicate early clinical
data, shaped how we think about trial design and patient burden, and pushed us to think
beyond the therapy itself to the systems that determine whether patients receive timely,

appropriate care.

Through our partnership with the Sickle Cell Disease Association of America and
MedicAlert Foundation, we are working to address a gap the community has been raising
for years: the lack of real-time access to individualized care information in emergency
settings. As one patient shared: 'In the ER, every minute feels like a test of whether you'll be
believed.' That insight stays with us. It is a reminder that some of the most impactful
innovations reshape how patients experience care — rooted in dignity, trust, and the
recognition that patients deserve to be believed.

The question is not whether communities have the capacity to lead their own health. It is
whether institutions are willing to recognize, resource, and scale that leadership. Our
responsibility — across business, philanthropy, and government — is to meet that
leadership with equal commitment. Not to replicate it, but to invest in it. Because when
communities lead, the solutions are not only more effective — they are more trusted, more

equitable, and ultimately, more human.



LENS C - GOVERNMENT & ACADEMIA

Strong Communities Are the Foundation of Better Health

: ﬁ John Whyte, MD, MPH
i

= CEO, American Medical Association
&

ealth does not begin in a hospital. It begins in neighborhoods. In schools. In grocery
H stores. In the safety of housing, the strength of local economies, and the trust people

have in the systems meant to care for them. That is why improving health in
America requires more than treating disease after it appears. It requires building

communities where people thrive long before they become patients.

Across the country, physician leaders are helping drive that work — partnering with
community organizations, public health officials, employers, and local governments to
address the complex factors that shape health outcomes. And increasingly, they are
recognizing that medicine cannot stand apart from the broader conditions affecting
people's lives.

The health gaps that persist in many communities are neither abstract nor inevitable. Life
expectancy can differ dramatically between neighborhoods separated by only a few miles.
Rates of hypertension, diabetes, maternal mortality, and cardiovascular disease continue
to disproportionately affect communities that have faced longstanding barriers to care and

economic opportunity.

In Chicago, the American Medical Association is part of West Side United, working with
partners to close one of the nation's starkest life expectancy gaps through coordinated
investments in health, education, workforce development, and neighborhood
improvement. A more recent collaborative, Live Healthy Chicago, is focused on reducing
heart attack and stroke in South and West Side neighborhoods where cardiovascular risk is
significantly higher than the citywide average. In Atlanta, physicians and community
leaders have come together through the Atlanta Hypertension Initiative to improve blood
pressure control for more than 500,000 adults over the next five years.

The AMA's Community Health Impact Lab micro-grants support physician-led initiatives
that address health gaps in local communities. Our national Release the Pressure campaign
brings together physicians and community partners to improve hypertension awareness
and heart health among women with the highest burden of uncontrolled blood pressure.
More than 70 health care delivery organizations are now participating through our MAP
Hypertension program.



Communities are more likely to engage with health systems when they feel seen, heard,
and respected. And lasting progress is more likely when solutions are developed alongside
communities rather than imposed upon them. Healthy communities are not only healthier
places to live — they are stronger places to work, learn, invest, and raise families. Better
health outcomes improve workforce participation, reduce long-term health costs,
strengthen local economies, and create greater stability across entire regions.
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The Return on Investment

LENS D - BUSINESS

Investing in Community Health: A Moral,
Economic, and Corporate Imperative

Abu Arif
Board Chair & President/CEO, Ameriprise Financial

"

nvesting in community health is not merely a policy debate or a budgetary decision —

itis a reflection of our values as a society. For me, this belief is deeply personal. A

strong sense of equity and fair treatment for all people is central to my upbringing and
my faith, and these values compel me to view health not as a privilege reserved for the
fortunate, but as a fundamental human right accessible to every individual regardless of

socioeconomic status.

The United States is the wealthiest nation in the world by most economic measures. Yet it
remains the only major country in the Western world without universal healthcare. The
consequences of inadequate access are visible in all communities: preventable illnesses go
untreated, chronic conditions worsen, emergency rooms are used as primary care clinics,
and families are forced to choose between medical bills and basic necessities. Medical bills
are one of the leading causes of personal bankruptcy, with ripple effects on workforce

participation, educational attainment, and economic mobility.

As a corporate executive, I see clearly that the private sector has a critical role to play.
Corporations do not operate in isolation. We draw our employees, customers, and partners
from the very communities whose health outcomes we often overlook. If those
communities are struggling — physically, mentally, or emotionally — businesses will suffer
as well. A healthy community supports a productive workforce, reduces absenteeism and
turnover, and fosters a stable consumer base with the capacity to participate meaningfully

in the economy.

Investing in community health is therefore both a moral obligation and a strategic
imperative. Companies that prioritize employee well-being and community health are
investing in long-term sustainability, not short-term optics. This investment can take
several forms: employer-sponsored healthcare that goes beyond minimum requirements,
mental health resources that reflect the realities of modern life, partnerships with local



clinics and nonprofits, and initiatives that address social determinants of health such as

housing, nutrition, and transportation.

Creating a comprehensive health ecosystem requires a shift in mindset. We must move
away from viewing healthcare as episodic and reactive, toward a model that emphasizes
prevention, early intervention, and holistic well-being. Corporations are well positioned
to influence many of these factors — either directly or through partnerships. Investing
in community health is not about charity. It is about responsibility, foresight, and
shared prosperity.

My Father's Ceiling Was My Starting Point

Joe Paul
Founder & CEO, OptimaNova Al

y father's ceiling was my starting point. My ceiling will be my son's. That sentence is
the unmeasured asset class at the center of American economic life, and the social

impact sector is its largest single producer.

For 25 years, the organizations closest to our communities have generated the highest
returns in the American economy — in health outcomes, civic participation, economic
mobility. The numbers in this report are not aspirational. They are documentation, after
the fact, of work already done. A 27 to 1 return is what happens when you put people who
understand the conditions of a community in proximity to the people who live there. That
is not a hypothesis. That is a receipt.

And yet we have been forced to perform humility while producing those returns. We write
grants asking for the privilege of doing what business and philanthropy will later cite as
evidence of their own impact. The attribution problem is not a measurement problem. It is
a power problem. The organizations generating the returns do not own the pipes that
document them, the language that translates them into capital decisions, or the seat at the
table where those decisions get made. Until that changes, the $1.4 trillion gap is not a gap of

insight. It is a gap of infrastructure.

I learned this in practice before I learned it as theory. At Byte Back, we inherited a 10%
technology certification pass rate and moved it to 75%. The lift did not come from a new
curriculum — it came from owning our own data, telling our own story, and letting the

numbers force the room to take us seriously. At Black Men Vote, we registered 100,000



Black men by meeting them in barbershops and churches, because proximity is the most

powerful civic technology available.

Artificial intelligence has collapsed the cost of documentation, attribution, and narrative
production to near zero for the organizations that need it most. A four-person community
nonprofit can now attribute outcomes the way a Fortune 500 attributes a marketing
campaign. That is what we are building at OptimaNova Al — giving mission-driven
organizations the same infrastructure that has, until now, been concentrated inside the
companies that benefit from the gap.

To build that future, three things have to happen: every cross-sector partnership should
fund community attribution infrastructure as a first-class line item; philanthropy has to
treat data and AI capacity inside mission-driven organizations the way it treats endowment
inside universities; and the social impact sector has to own the pipes. We cannot

keep handing the most powerful narrative in the American economy to other people

to translate.

The job of the next chapter is not to prove the work matters. The work has already proven
itself. The job is to build the infrastructure that makes the proof undeniable, the narrative
that makes it actionable, and the power structure that makes sure the returns flow back to
the communities that generated them in the first place.

LENS D - SOCIAL IMPACT & COMMUNITY

Community Conditions Don't Just
Influence Performance — They Dictate It

Dr. Bryan Buckley
CareFirst BlueCross BlueShield

hroughout my career at the intersection of public health and healthcare, one reality
has become impossible to ignore: community conditions don't just influence
organizational performance. They dictate it.

We too often frame community investment as corporate charity, a feel-good side project
adjacent to the "real" work. But the math and the lived realities tell a different story. The
environments where people live directly drive chronic disease, behavioral health, and
economic mobility. For an organization, these factors bleed right into healthcare costs,

productivity, and retention. A 27:1 ROI isn't a social impact talking point. It's a capital



allocation imperative. An unhealthy society is not a thriving society that is good for

any business.

If we treated community health like any other major strategic bet, the first shift would be
in our timeline and the questions we ask. We'd stop asking, "What program should we
invest in this year?" and start asking, "What conditions must exist for this community to
thrive over the next decade?" That single reframe changes everything. It alters how you
structure partnerships, how you define returns, and how you view your organization's
foundational stake in the community.

To do this with rigor, the metrics have to evolve. You still track the traditional business
indicators: healthcare expenditures, absenteeism, and workforce retention. But you also
start measuring the upstream drivers actually moving those needles; housing stability,
food security, maternal health outcomes, access to behavioral health, and wellness.
Crucially, you stop isolating these indicators in a “community relations” dashboard and
start tying them directly to enterprise strategy and long-term economic sustainability. It's
not just about an abstract “community”, it's about the literal neighborhoods your current

and future workforce calls home.

Improving health isn't just a clinical delivery challenge; it’s a systems design challenge. You
can't reduce disparities in a vacuum of economic opportunity, and you can't build a
resilient workforce while ignoring housing instability. Eventually, those unaddressed root
causes show up on the P&L. as turnover, burnout, escalating healthcare costs, or the
erosion of institutional trust. Doing this right requires humility. It means abandoning the
top-down "we know best" approach and building with communities through shared

ownership, rather than transactional investments.

Internally, it tells your workforce that leadership is actually putting capital behind its
mission. Top talent today wants to work for institutions that invest in the long-term
wellbeing of the places they operate. Externally, it sends a clear message to competitors.
Organizations that move first on this will build a strategic advantage that is incredibly
difficult to replicate. Because trust compounds. Community stability compounds.
Health compounds.

Those returns don't hit the ledger in a single quarter. They manifest over years in the
caliber of talent you attract, the depth of your local partnerships, and your overarching
institutional resilience. This work is not easy and it’s not always going to be about 0’s and
1’s but it’s worth doing as we think of our collective humanity and the future we wish for
our families, friends and colleagues. The future belongs to organizations that view
community health not as a charitable obligation, but as the critical infrastructure required

for long-term success.



THE BLUEPRINT IN ACTION

Cross-Sector Collaboration

LENS E - SOCIAL IMPACT & COMMUNITY

Trust Is the Currency That
Powers Cross-Sector Partnership

Dr. Akilah Watkins
President & CEO, Independent Sector

hile trust is important in all professional partnerships, it is absolutely essential for
building productive, mutually beneficial relationships between mission-driven

organizations. In the charitable sector, trust is the currency that powers
development and growth. But like in personal relationships, that trust is hard-won and
easily lost. Relationships that are perceived as extractive, shallow, or directed primarily by
one organization without the input of others are doomed to fail and discourage enthusiasm
for future partnerships.

Genuinely effective cross-sector partnerships meet people where they are, recognizing and
responding to the immediate needs of organizations and the communities they serve while
pursuing shared and clearly defined medium- and long-term goals. Rather than pressuring
nonprofit organizations to chase funding or shape their missions to meet funder priorities,
these partnerships are collaborative from the start. They find alignment between the
missions of all partner organizations and overcome any obstacles through open dialogue.
Instead of dropping in with one-time, short-term grants, these partnerships prioritize long-
term progress with multi-year funding. At their most effective, these partnerships should
encourage coalition-building by engaging multiple organizations with complementary

missions and service areas.

Equitable partnerships should build, not extract. Independent Sector is working to create
webs of connection between all constituents of the charitable sector so we can not just
respond to the issues ailing American society, but shape the environment where these

issues can arise.



LENS E - SOCIAL IMPACT & COMMUNITY

The Power of Community-Led Health:
A Call to Change the Conversation

Deidra L. Johnson

SVP Inclusion & Impact Americas Head, FleishmanHillard, Porter Novelli

rowing up in North Louisiana, my Paw-Paw created a backyard garden that was

equal parts practical and magical. Purple hull peas grew alongside tomatoes,

zucchini, pecans, and plum trees. What I didn't understand then was that this wasn't
just gardening. It was a community health system.

I didn't know we lived in a food desert, that no grocery store existed within walking
distance. I didn't understand that accessing fresh fruits and vegetables — using them as
food-as-medicine — was how my grandfather and neighbors ensured positive health
outcomes for our families and dozens of others. What I simply knew was that they shared,

helped one another, and worked collectively to solve problems.

My Paw-Paw and his neighbors understood intuitively what took global health policy
decades to formally recognize: lasting health improvements require community ownership
and involvement. The World Health Organization describes primary health care as
comprising comprehensive integrated health services; multi-sectoral policies addressing
health determinants; and engaging individuals, families, and communities for increased
social participation. That final piece isn't supplementary. It's foundational. Communities
aren't passive recipients of care — they are architects of their own health.

For too long, communities have been viewed through a deficit lens, defined by what they
lack rather than what they possess. My Paw-Paw's garden was never a shortage. It was
abundance. It was ingenuity. It was community power made tangible.

When we speak about communities as repositories of wisdom rather than beneficiaries of
charity, we shift what's possible. When we describe community participation as essential
rather than supplementary, we change institutional behavior. When we name the assets
communities already possess, we create space for genuine partnership instead of

transactional programs.

I'm calling on all of us — community members, government leaders, nonprofit
organizations, and corporate partners — to invest in community health. Not as a charitable
gesture, but as recognition of the leadership, wisdom, and power communities already
possess. When we invest in community-led health, we strengthen economic vitality,



enhance workforce readiness, and build community financial security. Healthy
communities are thriving communities, better positioned to create opportunity and
prosperity for all.

LENS E - SOCIAL IMPACT & COMMUNITY

Philanthropy and Community Sharing
Power: We Can't Afford Not To.

Rigo J. Saborio, MSG
President & CEOQ, Archstone Foundation

n the current environment, many are debating the appropriate role for philanthropy in

responding to policies and practices doing direct harm to the people and communities

we most care about. I have come to believe that philanthropy not only has to make
grants and respond to the present moment but to do more. We need to think into the future
and help build a sustainable architecture for shared power with those we want to support.

Too often, philanthropy has unintentionally prioritized institutional perspective over
community wisdom, when the people closest to the challenges hold the clearest insight
into what meaningful change requires. A genuinely cross-sector philanthropic strategy
would look different. It would begin with a simple but profound paradigm shift:
communities are not beneficiaries of change; they are its architects.

In practice, this means funders, businesses, social impact organizations, public agencies,
and community leaders coming together not just to coordinate activities, but to share
responsibility for defining outcomes, shaping strategies, and learning together. It means
older adults, caregivers, residents, workers, and community-rooted organizations helping
determine what matters before institutions decide what to fund. It means business leaders
bringing scale and infrastructure; public systems bringing policy authority; nonprofits
bringing trust and implementation expertise; and philanthropy bringing flexible capital,

convening power, and a willingness to take risks others cannot.
But the key is that no one sector gets to dominate the table.

For philanthropy, participating in a shared power structure means giving up several things.
We must set aside the comfort of unilateral control. We must loosen our attachment to
strategies designed in isolation and then “validated” by community input after the fact. We
must relinquish the illusion that accountability flows only upward to boards, donors, and
institutions, rather than outward to the people whose lives are affected by our choices. And



we must resist the tendency to equate speed with leadership, recognizing that deeper
participation can slow decisions at the front end while producing greater legitimacy,

durability, and impact over time.

What philanthropy will gain is far more valuable: relevance, trust, better judgment, and
the possibility of lasting systems change.

When communities help define the agenda, strategies become more grounded in lived
reality. When people closest to inequity have meaningful influence over decisions,
philanthropy is less likely to misread the problem or fund elegant solutions that fail in
practice. When power is distributed rather than concentrated, accountability strengthens.
And when we invest not only in services but in leadership, organizing, relationships, and
civic infrastructure, we contribute to communities’ ability to shape their own futures long

after a grant cycle ends.

I have seen glimpses of this in work that brings older adults and community partners into
the strategy itself, not as storytellers enlisted to affirm a predetermined direction, but as
co-creators of priorities, solutions, and measures of progress. I have seen it when
grassroots organizations, advocates, researchers, and funders align around a shared issue
and each accepts that expertise comes in different forms. I have seen it when older adults
are supported to speak directly to policymakers, when community-based organizations are
trusted to adapt resources to local realities, and when philanthropy uses its platform not to
speak for people, but to amplify their leadership.

These examples give me confidence that this shift in philanthropic approach is possible
because they produce a different quality of work. The resulting strategies are not only
more equitable; they are sharper, more adaptive, and more politically robust.

Still, shared power does not happen by aspiration alone. It requires certain conditions.

First, it requires trust built over time, especially with communities that have been
overstudied, underfunded, or harmed by institutions. Trust cannot be rushed
or outsourced.

Second, it requires resources. Participation must be compensated. Language access,
transportation, caregiving support, facilitation, and accessibility are not extras; they are
part of equitable decision-making.

Third, it requires clarity about where power is actually shared. Advisory groups without
influence are not power sharing. Listening sessions that do not alter decisions are not co-
creation. Institutions must be explicit about what is open to community direction, what
constraints exist, and how community input can or has changed an outcome.



Fourth, it requires long-term investment in community leadership and organizing capacity,
not just short-term project funding. If we want communities to help govern change, we

must invest in their ability to convene, analyze, advocate, and sustain collective action.

Finally, it requires humility from philanthropy and discipline from all partners. Shared
power is not the absence of leadership; it is a different form of leadership, rooted in
stewardship, transparency, and mutual obligation.

The philanthropy I believe we must move toward does not have smaller ambitions. Our
ambitions are larger. We understand that capital matters, but that capital alone does not
transform systems. Transformation happens when resources, authority, knowledge, and

lived experience are organized around a common purpose.

The question is not whether philanthropy can afford to share power. The question is
whether we can afford not to.

LENS E - GOVERNMENT & ACADEMIA

Five Characteristics of Genuinely
Equitable Cross-Sector Partnership

Jim Taylor
Chief Institutional Health & Culture Officer, Urban Institute

hen it comes to transforming communities, I believe there are at least five
characteristics that separate genuinely equitable cross-sector partnerships from

ones that extract without returning.

First: a clear, inspiring, shared objective or vision developed by the partners for the
community's transformation. Second: partners who prioritize the well-being of the
communities they aim to support, rather than the benefits the partners may gain — such as
stronger reputations, new business opportunities, or other advantages that serve their own
interests. Third: partners who are clear on what value they add and appreciative of the
complementary value that the other cross-sector partners add. Fourth: a true commitment
of partner resources — time, talent, capital at levels determined by the capacity of the
partner — to support the planning and implementation of the community transformation.
Fifth: representation from everyone who should be at the table, including voices of the

community members themselves.

One of the key tenets of BoardSource, my former employer, is the principle of Authorized
Voice and Power — a recognition that community voice should be centered, and



organizational power and voice must be informed and authorized by those most impacted
by the organization's work. I believe it extends to the related context of cross-sector

partnerships designed to transform communities.

We may be experiencing a current litmus test regarding what distinguishes real cross-
sector partnership from performative partnership. Over the past 18 months, the nonprofit
sector has faced mounting pressure from a shifting philanthropic funding landscape, the
growing influence of AI, and major changes in federal policy, funding, and staffing. Under
this kind of strain, performative partnerships are unsustainable. Despite such challenges,
real partnerships find ways to keep making progress — even when they must adjust their

original plans due to external factors.

When I think about power, resources, and accountability in a community transformation
context, I have a mental picture of everyone rowing the same direction, leveraging the
power and resources they bring to the partnership, and accepting accountability — to the
other partners, and especially to the residents of the community that the partners

collectively wish to transform.

At a national conference in 2018, a Black woman in the audience raised her hand and said:
'T appreciate this panel discussion very much. I would just ask that as all of you talk about
these plans and strategies, please make sure that you're not just creating goals and
dashboards that fit your needs, but don't help our communities. Her admonition was
relevant and wise in 2018. I would advise us to recognize its relevance and wisdom in
2026, too.



WHAT WE
BUILD NEXT

Inaction is a decision — one with a price tag that compounds and a
bill that arrives without mercy. This report has measured that bill.



THE NEW CURRENCY

Trust has migrated — and it
has traveled home.

Capital still matters. Technology still matters. Policy still matters. But the force multiplier
underneath all of them is trust — and trust has left national institutions and traveled home:
to the employer whose name is on the paycheck, the health system two miles away, the
community anchor that shows up when no one else does.

18% 81%

of workers trust their employer to do the say their employer is responsible for

right thing — the highest of any institution bridging divides — a transfer of society's
measured. highest reserve of institutional credibility.

Edelman Trust Barometer, 2026

Trust is the one currency that cannot be printed, manufactured, or acquired through a
press release. It can only be earned — by showing up, by investing, and by keeping the
commitment when it becomes costly. And collaboration is a competitive advantage: the
bank funding affordable housing, the consumer goods company expanding food access,
the health system investing in community health workers, the foundation providing
patient capital, the agency aligning policy with practice — connected with intention and
held together with accountability. These are the architecture of a new economy.

CLOSING — WHAT WE BUILD NEXT PAGE 58



THE STAKES ARE GENERATIONAL

It was built. And it
is closeable.

The 30-year life expectancy gap between two Chicago neighborhoods six miles apart did
not happen overnight. It was built — through decades of decisions about where to invest
and where to disinvest. And it is closeable: not someday, not in theory, but in practice, with
tools that already exist.

THE PROOF IS ON THE GROUND

In New Orleans, over fifteen years, the Bayou District Foundation helped lift life
expectancy by nearly 15 years, cut crime by more than 90 percent, and build a
cradle-to-career pipeline for thousands of children — not by waiting for perfect
conditions, but by designing a community, deliberately and cross-sectorally,
around human flourishing. Thriving is not accidental. It is designed.

THE DECISION THAT DEFINES WHAT COMES NEXT

For the business leader For the philanthropic leader

The workforce you'll need a decade from now is The returns are settled. A 27-to-1 return is a

being shaped right now. Companies that invest in receipt, not a hypothesis. The question is whether
those conditions build a moat that compounds in to invest at the scale and with the patience the
ways competitors cannot quickly replicate. evidence demands.

For the health system & insurer For the government leader

The $19 billion in projected uncompensated care is The trust migrating toward local institutions is both
the measurable consequence of underinvestment an asset and a responsibility. Meeting it with cross-
in food, housing, behavioral health, and preventive sector investment is the highest-returning use of
care. The shift from treatment to investment is public authority available.

the math.

For the social impact leader

The work your organizations have done has generated returns the broader economy too often credited as
someone else's success. The next chapter is about owning the infrastructure, the data, and the attribution —
and ensuring the returns flow back to the communities that generated them.
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BUILDING TO THRIVE

This is not a report about what is wrong.
It 1s a blueprint for what is

The institutions that stop treating community health as the cost of a broken system
and start treating it as the investment that builds a better one will not just close a
gap. They will define an era. The evidence is unambiguous. The only thing left is
the decision to build — together, at scale, and without waiting.



APPENDIX A

Gravity Research Methodology

Source: Gravity Research Corporate Benchmarking Database (CED), January 1, 2024 - May
10, 2026. N = 3,623 corporate actions from 771 companies. The CED is powered by AI-
assisted analysis tracking weekly public engagement across the Fortune 1,000 and other
high-influence corporations. Analysis reviews engagements featured across company
websites, LinkedIn pages, and media coverage.

Engagement types tracked: employee events, donations and grants, community outreach,
sponsorships, product lines, and company operations changes. Social media
acknowledgements, observed holidays, and other recognition moments are excluded. 2024
and 2025 data were weighted for panel expansion; 2026 data was weighted for
annualization to allow year-over-year comparison. Results are directional.



APPENDIX B

Research Synthesis Bibliography

Complete inventory of primary sources synthesized across the five lens sections. All

sources are from 2020-2026 unless noted.

SOURCE /

ORGANIZATION TITLE YEAR LENS / DIMENSION TYPE

ODPHP Healthy People 2030: SDOH  2020-present Lens 01/ SDOH Government
Framework

HHS / ASPE Addressing Social 2022 Lens 01,03/ SDOH Government
Determinants of Health:
Evidence Review

NIH / NIOSH Assessing the Role of SDOH 2024 Lens 01/ SDOH Peer-reviewed
in Health Disparities

The Lancet Work as a Social 2023 Lens 01,02 / SDOH Peer-reviewed
Determinant of Health (3-
Part Series)

Brookings Institution Talent-Driven Economic 2022 Lens 01/ Econ Dev Think Tank
Development

Robert Wood Johnson  Building a Culture of Health ~ 2015-2025 Lens 01/ Community Health Philanthropy

Foundation

Integrated Benefits Poor Health Costs US 2020 Lens 02 / Workforce Professional

Institute Employers $575B+

Gallup The Economic Cost of Poor 2022 Lens 02, 03 / Workforce Professional
Employee Mental Health

Rojanasarot et al. Productivity Loss Costs to 2023 Lens 02 / Workforce Peer-reviewed
US Employers: Systematic
Review

Martinez, O'Sheaetal. The Health and Economic 2025 Lens 02 / Workforce Peer-reviewed
Burden of Employee
Burnout

Workplace Options / Responding to SDOH in the 2022 Lens 02 / SDOH-Workforce Professional

BU School of Public Workplace

Health

Marsh McLennan Employee Health and 2024 Lens 02 / Workforce Professional

Agency Benefits Trends Report

Camoin Associates Workforce Takes Center 2023 Lens 01,02/ Econ Dev Professional
Stage in Business
Development

Food Research & Hunger & Poverty in America 2024 Lens 03/ Food Security Nonprofit

Action Center



SOURCE /

ORGANIZATION TITLE YEAR LENS / DIMENSION TYPE
Urban Institute Food Insecurity Increased 2024 Lens 03/ Food Security Think Tank
for the Second Straight Year
American Journal of Housing Stability and Food 2025 Lens 03/ Housing Peer-reviewed
Preventive Medicine Insecurity Among US Low-
Wage Workers
Harvard Joint Center America’s Rental Housing 2024 Lens 03/ Housing Think Tank
for Housing Studies
Wolfson et al. / UCSF Food Insufficiency and 2021 Lens 03/ Food-Mental Health Peer-reviewed
Mental Health in the US
MACPAC MACStats: Medicaid and 2024 Lens 03/ Safety Net Government
CHIP Data Book
KFF 50-State Medicaid Budget 2024 Lens 03/ Safety Net Think Tank
Survey FY 2024-25
Pew Charitable Trusts  New Federal Medicaid 2026 Lens 03/ Safety Net Think Tank
Policies Compound State
Budget Pressures
CMS / NHE Data National Health Expenditure 2025 Lens 03/ Healthcare Costs Government
Fact Sheet
LaVeist, Perez-Stable, Economic Burden of Health 2023 Lens 04 / Health Gaps Peer-reviewed (JAMA)
etal. Gaps by Race, Ethnicity &
Education
Citigroup Closing the Economic 2020 Lens 04 / Health Gaps-GDP Professional
Opportunity Gaps
Deloitte Health Equity = The Economic Cost of 2022 Lens 04 / Health Gaps-GDP Professional
Institute Health Disparities
Deloitte Center for The $2.8 Trillion 2024 Lens 05/ ROI-GDP Professional
Health Solutions Opportunity: How Better
Health for All Can Drive US
Economic Growth
Commonwealth Fund 2024 State Health 2024 Lens 04 / Health Gaps Think Tank
Disparities Report
Russo et al. Health Inequality and 2024 Lens 04 / Health Gaps-Workforce Peer-reviewed
(CEPR/VoxEU) Economic Disparities
EY Health 2024 Health Equity Outlook 2024 Lens 04 / Health Gaps Professional
Report
Masters, Anwar et al. Return on Investment of 2017* Lens 05/ ROI Peer-reviewed (BMJ)
Public Health Interventions:
Systematic Review
Pew Charitable Trusts  Public Health Initiatives 2025 Lens 05/ ROI Think Tank
Deliver Big Returns on
Investment
McKinsey Global Prioritizing Health: A 2020 Lens 05/ ROI-GDP Professional
Institute Prescription for Prosperity



SOURCE /

ORGANIZATION TITLE YEAR LENS / DIMENSION TYPE
McKinsey Health The Health of Nations: 2025-26 Lens 05/ ROI-GDP Professional
Institute Stronger Health, Stronger
Economies
AcademyHealth / Return on Investment of 2018* Lens 05/ ROI Think Tank
RWJF Public Health System
Spending
Business at OECD Health as an Economic 2025 Lens 05/ ROI-Policy Professional
(BIAC) Imperative: Synthesis
Report
OECD Health at a Glance 2025: 2025 All Lenses International
United States
Am. Heart Assoc. / Health in the Workforce 2023-24 Lens 02 / Workforce Professional
Deloitte / SHRM Employer Resource Guide

* Seminal pre-2020 works included for foundational significance.
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Policy Sources & Notes

The figures cited in the executive summary and Part I that draw on 2025 federal policy
changes are documented below. Coverage, spending, and food-assistance estimates reflect
analyses of the reconciliation package signed into law on July 4, 2025, and Congressional
Budget Office projections current as of late 2025.

Federal Medicaid spending reduction of $911 billion over ten years. KFF, “Allocating CBO’s
Estimates of Federal Medicaid Spending Reductions Across the States: Enacted
Reconciliation Package,” July 23, 2025, analyzing Congressional Budget Office Publication
61570. The $911 billion figure is the net reduction after accounting for CBO’s estimated
interactions across provisions; the gross figure before interactions is $990 billion. This
report cites the net figure throughout.

Coverage losses rising from 1.3 million (2026) to 10 million (2034). Georgetown University
Center for Children and Families, 2025, analyzing Congressional Budget Office projections
of the enacted reconciliation package.

Approximately $900 in uncompensated care costs per additional uninsured person.
Kaiser Permanente, “Our Nation’s Health Suffers if Congress Cuts Medicaid,” February 20,
2025, drawing on National Bureau of Economic Research findings.

Uncompensated care costs rising by nearly $19 billion in 2026. FTI Consulting,
“Healthcare Providers’ Path from Crisis to Stability Amidst Potential Medicaid Cuts,” April
23, 2025, drawing on Kaiser Permanente analysis.

SNAP funding reduced by $186 billion through 2034; food insecurity projected to rise
substantially. Center for Science in the Public Interest, “Big Beautiful Bill’: Threats to
SNAP, School Meals, and More,” September 8, 2025 (citing CBO Publication 61570); and Penn
Leonard Davis Institute of Health Economics, “Even When SNAP Payments Resume, More
Food Cuts Will Affect Millions of Americans,” November 3, 2025.

SNAP administrative cost-shift to states (75 percent) beginning FY2027. Center for Science
in the Public Interest, “Big Beautiful Bill’: Threats to SNAP, School Meals, and More,”
September 8, 2025.



LEADERSHIP COUNCIL
FOR HEALTHIER COMMUNITIES

- A CHC Initiative

Where the evidence
becomes action.

The Leadership Council for Healthier Communities (LCHC) is a cross-sector initiative of
CHC: Creating Healthier Communities. For nearly 70 years, CHC has linked the institutions
people trust most — employers, local nonprofits, healthcare providers, and community
organizations — to produce measurable outcomes across the U.S., working through a
network of 5,000+ vetted partner organizations nationwide.

The Council is a structured peer community for senior executives from business,
philanthropy, healthcare, academia, and social impact organizations who are ready to
move from intention to impact — built on the conviction that the most urgent gaps in
community health are interconnected and demand a form of leadership no single

organization can provide alone.

Cross-Sector Peer Evidence That Travels Community Reach That
commumty The Built to Thrive research Acts

A confidential forum where franchise, exclusive previews Direct access to CHC's

senior leaders work through of partner research, and nationwide infrastructure
shared priorities — on the recognition designed to and 5,000+ partner network —
record at the annual Forum at move community health turning Council priorities
KFF and off the record in from boardroom to into community-level
member convenings. operational impact. activation.

JOIN THE LEADERSHIP COUNCIL

LCHC is welcoming new members from business, philanthropy,

healthcare, academia, and government committed to building healthier,
stronger communities.

chcimpact.org | info@chcimpact.org
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