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An individual’s health is overwhelmingly determined (60%) by social 
and health risk factors.1 However, unlike other developed countries, the 
United States spends the majority of our health dollars on medical care and 
medical procedures. Social determinants of health are inter-related and 
inter-dependent, a confluence of factors that when combined contribute 
to shortened life expectancy, poor health, cycles of joblessness and 
homelessness and, in some circumstances, violence. The most significant 
social determinants of health include: education, economic stability, health 
care access, community context, and the built environment. 

SoCIal DeterMINaNtS of HealtH
 The “process” of education happens in an individual’s home, in their community and, of course, in 
school, while the “outcome” of education is the achievement of a degree or the acquisition of skills. Early 
in life, children in low-income families are less likely to receive stimulation and more likely to be in less 
responsive environments. Similarly, due to limited resources, the quality of schools and the education 
offered may be diminished in low socio-economic neighborhoods. Educational attainment is correlated 
to several health indicators (e.g. life expectancy, obesity, and management of chronic diseases) as well 
as health risk factors and behaviors (e.g. diet, seatbelt use, smoking, and exercise). In Massachusetts, 
when compared to residents with a four-year college degree, residents with a high school diploma/GED 
are significantly more likely to report their health as fair or poor, be obese, not eat the recommended daily 
allowance of fruits and vegetables, and take risks such as not wearing a seatbelt.2  
  Decades of discriminatory housing policies and predatory lending practices have caused a disparity 
in achieving home ownership among racially diverse cohorts. Low income neighborhoods are therefore 
more likely to be comprised of marginalized racial and ethnic groups such as African Americans/Blacks, 
Hispanics/Latinos, and Native Americans.3 Home ownership brings stability as well as substantial financial 
and social benefits, all of which add to community cohesion and strengthen neighborhoods, health, 
and well-being. Inversely, the lack of these conditions contributes to a cycle of crime, creating fear and 
distrust within the community and repelling businesses, which in turn eliminates economic opportunities, 
contributing to more crime. In high-crime communities, people frequently have been or know others who 
have been the victims of crime, causing high degrees of trauma and adverse health effects.4 

HealtH aND WealtH: SoCIoeCoNoMIC DISparItIeS
 In Massachusetts, unemployment rates for African American/Black males and females were twice 
those for their White counterparts in the fourth quarter of both 2015 and 2016. The difference was most 
pronounced among cohorts aged 20-34 years, where unemployment rates were more than and almost 
double those for African Americans/Blacks and Hispanics/Latinos, respectively, compared to Whites. 
Additionally, gendered income inequity exists, with women earning an average of 83% of men’s salaries.5 
Economic stability depends upon employment and consistent income, and fosters a person’s access to  
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high quality housing, healthy food, and educational opportunities. Poor and substandard housing quality 
affects health through noise, crowding/congestion, strained relationships, segregated neighborhoods, as 
well as exposure to toxins and pollutants. Stable housing reduces psychosocial burden and stress, and 
increases roots in the community/community cohesion. Additionally, when housing is affordable (roughly 
30% of income),6 it frees up resources to cover costs for better nutrition and medical care.
 According to the Massachusetts Behavioral Risk Factor Surveillance System (BRFSS) survey, 88.9% 
Massachusetts respondents reported that they have a personal provider and over three-quarters reported 
having a routine checkup with a doctor in the past year. However, when compared to White respondents, 
Black and Hispanic/Latino residents were significantly more likely to rate their health as poor or fair, and 
to be uninsured.2 In 2015, 16.5% (119,447) of patients from Massachusetts’ network of Federally Qualified 
Health Centers (FQHCs) were uninsured. Many more were underinsured — where copays and deductibles 
cause undue financial burden when paying for care or filling prescriptions. Additionally, there is an 
insufficient supply of accessible and linguistically and culturally appropriate clinicians. Low health literacy 
(a person’s ability to find, understand, and process basic health information) predominantly experienced 
by racially and ethnically diverse cohorts, people with low income levels, and people with less than a high 
school degree or GED certificate, has been linked to higher reports of fair/poor health status, higher rates of 
hospitalization, and less frequent use of preventive services.7, 8

polICIeS tHat WorK
 Policies such as the Earned Income Tax Credit (EITC) have been shown to improve economic stability, 
which in turn improves mental and physical health. Economic and social support for housing and job-
training reduce health care costs and improve stability and social cohesion. A study in metro-Boston 
showed that kids in subsidized housing were less likely to be food insecure or underweight, and more likely 
to be considered “well” (Children’s Health Watch 2009).9 Likewise, Moving to Opportunity, a housing 
voucher experiment that moved randomly selected families to lower-poverty neighborhoods, resulted in 
improved mental health, physical health and improved college attendance rates and earnings for children 
who were younger than 13 when they moved.10 The National School Lunch Program, Supplemental 
Nutrition Assistance Program (SNAP), and Nutrition Program for Women, Infants and Children (WIC), 
contribute to healthy food access. SNAP has been linked to reduced inpatient expenditures,11 while WIC 
has shown to increase consumption of fruits and vegetables, low-fat milk, whole grains, etc. and to reduce 
preterm birth and infant mortality, and improve birthweights. Similarly, the Maternal, Infant and Early 
Childhood Home Visiting Program (part of ACA), a program that visits families during pregnancy and early 
childhood, has been shown to reduce smoking among pregnant women, have positive effects on parenting, 
reduce child abuse, reduce arrest rates, and reduce days on food stamps.12

polICy reCoMMeNDatIoNS 
•   Advocate for the continuation of critical federal-level policies and funding that improve the social 

determinants of health, especially for poor and racially and ethnically diverse populations.

•   Create a Massachusetts “Moving to Opportunity” demonstration project. 

•   Strengthen education infrastructure and resources in low-income neighborhoods including job training 
and job readiness programming. 

•   Sustain the Massachusetts Prevention and Wellness Trust Fund.

•   Adopt a Health in All Policies13 approach, whereby health and health equity are considered in and across 
all sectors — housing, transportation, fiscal, environment, etc. with regard to all policies, programs and 
processes. 
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