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Abstract 

In the United States, there is a heavy burden of chronic disease - heart disease, mental illness, 

cancer, respiratory disorders and diabetes. Despite outsized spending on health care, this burden 

continues to increase among adults and children. A key reason is that the vast majority of health 

spending goes to medical care rather than the social determinants of health (SDOH).  

A large body of public health research demonstrates that the largest influences on common 

chronic diseases are health behaviors and the social and environmental conditions in which 

people live, work, and play. Work to generate investments in the SDOH has largely focused on 

healthcare, government, and non-profit sectors. While these efforts are critical, the scope of the 

problem suggests the need to engage a broader range of actors.  

One sector with the potential to improve the SDOH that has not been widely engaged is the 

business community. Employers influence health and well-being through a broad set of direct 

and indirect mechanisms - including access to and quality of health insurance for workers and 

their families, income and financial stability, physical and psychosocial work conditions, social 

connections, and sense of purpose.  

Through a project with a large, regional bank, the potential for expanding the scope and impact 

of business investments in health and well-being is explored. A framework is presented that 

supports the identification of evidenced-based, health-related investments material - relevant or 

significant - to core business activities and goals. Specific opportunities for the bank to invest are 
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identified and forces pushing and pulling the business to act are discussed. Finally, generalizable 

lessons about how to translate knowledge in these areas to effectively implement and maintain 

employer investments in healthy communities are presented.  
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Chapter 1 Introduction 

 

As a nation, the United States spends an incredible amount of money, time, and attention on 

medical care, yet health outcomes are still relatively poor and the burden of chronic disease - 

heart disease, mental illness, cancer, respiratory disorders and diabetes - is high. Traditional 

approaches to improving health outcomes have focused on access to increasingly sophisticated 

and costly medical care and not on the prevention or early treatment of chronic disease (World 

Economic Forum 2017). Despite the high spending, these investments have not resulted in better 

health outcomes.  

In the past two decades a substantial body of public health research has emerged that clearly 

demonstrates the social determinants of health (SDOH) to be much more significant than 

medical care in reducing the burden of chronic disease. Investments to improve the SDOH can 

yield significant returns both in terms of cost savings of medical care (Pruitt et al. 2018) and by 

generating improved health outcomes.  

However, spending on the SDOH remains low, especially when compared with medical 

spending. While governmental agencies and non-profits are working to generate investments in 

the SDOH, funding is limited and reaching targeted communities has proved difficult suggesting 

a need to engage other actors. One large sector of the U.S. economy that has significant 

resources at its disposal and has yet to be broadly engaged is the business sector.  

This DELTA project explores how to expand initiatives to improve the health of the nation by 

generating investment in the SDOH, specifically looking at business in their capacity as 
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employers as well as producers of goods and services. Businesses influence the health of their 

employees and the larger communities where they are located through direct and indirect 

mechanisms - including access to and quality of health insurance for workers and their families, 

income and financial stability, work conditions, social connections and sense of purpose.  

Through a project with a large, regional bank, the potential for business investments to improve 

community health is demonstrated. Further, the project identifies those issues around community 

health that are material to the organization and examines how the organization may translate 

knowledge in these areas to effectively implement and maintain investments in healthy 

communities. By providing empirical evidence for these investments, these recommendations are 

linked back to research and best practices in public health as well as to insights from psychology 

and behavioral economics that speak to how investments may be structured to be most impactful.  

The forces and motivations pushing and pulling businesses to undertake investments in healthy 

communities are also explored, including two commonly held points of view for how businesses 

may be motivated to invest in health. The first is that, by demonstrating that health investments 

do not decrease profits, businesses will be motivated to act. The second is that businesses are 

motivated by doing the right thing for employees and the community and do not perceive these 

investments as compromising profit-driven objectives.   

The first two chapters of this thesis focus on health in the U.S. and then business influences on 

health. Following this, the project with the bank is described, including the methodology for the 

project and findings. In the final chapter, a framework is presented which was designed to 

support the bank in managing its “healthy communities portfolio”. The thesis concludes with a 

list of next steps and a discussion of lessons learned.  
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For purposes of this project, observations are limited to large banks in the U.S.; however, the 

approach employed and tools developed are applicable to private sector businesses of all sizes 

and industries.   

Current State of Health and Healthcare Spending in the United States  

In the United States today, the national conversation about health is vigorous and widespread.  

The news features health-related topics daily and medical care is a constant topic of political 

debate. One reason for this vigorous discourse is that the incidence of chronic disease is high and 

climbing. These trends burden individuals and families and adversley impact the social and 

economic well-being of the nation.    

According to studies by Buttoroff et al. (2017), more than 150 million people in the U.S. are 

living with at least one chronic condition - heart disease, mental illness, cancer, respiratory 

disorders and diabetes. Sixty percent of the 

U.S. population has a chronic disease, and 

forty percent have two or more (National 

Center for Chronic Disease Prevention and 

Health Promotion 2019).  As shown in 

Figure 1, non-communicable, chronic 

diseases (NCDs) account for 88% of all 

deaths in the United States in 2016 (World 

Health Organization 2018). Five chronic diseases - heart disease, cancer, stroke, chronic 

obstructive pulmonary disease, and diabetes – account for a full 2/3 of all deaths (Raghupathi 

and Raghupathi 2018). By 2030, it is estimated that 170 million people in the U.S. will be 

Figure 1: United States Proportional Mortality in 2016 
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impacted by at least one chronic disease and that 83 million people will have three or more 

chronic health conditions (Wu and Green 2000).   

The prevalence of chronic disease in the United States is substantially higher than in other 

comparable countries. As shown in a study by Thorpe, Howard and Galactionova (2007) when 

compared with their counterparts in ten European Countries U.S. adults 50 and older are:  

 Twice as likely to have heart disease 

 More than twice as likely to have arthritis 

 More likely to have diabetes (16 % vs. 11%) 

 More likely to be obese (33.1% vs. 17.1%) 

 More likely to have cancer (12.2% vs. 5.4%) 

Chronic disease often emerges in middle age and one clear driver of this trend is the aging of the 

U.S. population (Mather, Jacobsen, and Pollard 2015). However, a mounting body of evidence 

indicative of the growing burden of chronic disease shows that younger people are increasingly 

developing these conditions. Since the 1976-1980 National Health and Nutrition Examination 

Survey, rates of childhood obesity have more than tripled (Fryar, Carroll, and Ogden 2016). “The 

risk of developing cancer has increased in younger adults for six of twelve obesity-related 

cancers, with a steeper increase in progressively younger ages . . . and successively younger 

generations born since around 1950” (Sung et al. 2019). In addition, the incidence of both type 1 

diabetes and type 2 diabetes among youths has increased significantly (Mayer-Davis, Dabelea, 

and Lawrence 2017).  
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Importantly, these diseases not only impact life span - the length of time that people live but 

health span - the length of time that people live in good health. In 2016, average life expectancy 

for females was 81 years and for males was 76 years in the U.S. healthy life expectancy, 

however, is 70 years for females and 67 for males (Kochanek et al. 2017). Healthy life 

expectancy in the United States is the lowest of any Organization for Economic Cooperation and 

Development (OECD) country (The US Burden of Disease Collaborators 2018).   

Disparities are even more pronounced when race, education and income are factored in. “In 

2008, U.S. adult men and women with fewer than twelve years of education had life 

expectancies not much better than those of all adults in the 1950s and 1960s. When race and 

education are combined, the disparity is even more striking. In 2008 white U.S. men and women 

with 16 years or more of schooling had life expectancies far greater than black Americans with 

fewer than 12 years of education -14.2 years more for white men than black men, and 10.3 years 

more for white women than black women” (Olshansky et al. 2012).  

Many Chronic Diseases are Preventable   

Life-style related risk factors contribute to the development and progression of the most common 

chronic diseases. These include: tobacco use and exposure to secondhand smoke; poor nutrition, 

including diets low in fruits and vegetables and high in sodium and saturated fats; lack of 

physical activity; and excessive alcohol use. Addressing these factors to curb their impact “will 

often prove more effective than focusing on disease treatment” in preventing chronic disease 

(National Center for Chronic Disease Prevention and Health Promotion 2019).  
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The World Health Organization has shown that, “if these [life-style related] risk factors were 

eliminated, at least 80% of all heart disease, stroke and type 2 diabetes would be prevented; over 

40% of cancer would be prevented” (World Health Organization 2005). However, despite proven 

interventions, meaningful progress towards the goal of alleviating the burden of chronic disease 

has been elusive.  

Where have Investments been Focused?   

Most efforts have focused on the medical system as the key actor to address the epidemic of 

chronic disease. In the U.S. spending on medical care - doctors, hospitals, drugs and related 

services exceeds $3.3 trillion annually which accounts for nearly 1 in every 6 dollars spent 

(measured by Gross Domestic Product) in the United States (Centers for Medicare and Medicaid 

Services 2018). As shown in Figure 2, health spending in U.S., at $10,209 per capita (using 

economy-wide, prices and purchasing power parities), exceeds that of every other OECD nation 

(Organization for Economic Cooperation and Development 2019).  
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A 2018 analysis from the California Health Care Foundation showed that, following the 

expansion of coverage in 2014 and 2015, health spending slowed somewhat in 2016. However, it 

still grew 1.5 percentage points faster than the economy as whole (as measured by GDP) and is 

expected to grow at an average rate of 5.5 percent per year between 2017 and 2026 (California 

Healthcare Foundation 2018). Based on current trends, by 2026, health care spending will total 

$5.7 trillion and will represent one of every five dollars in the U.S. economy (Centers for 

Medicare and Medicaid Services 2019). Ninety percent of these medical expenditures are for 

people with chronic and mental health conditions (Buttorff, Ruder, and Bauman 2017).  

Despite the prodigious spending, as described by Christine Buttorff, “it's still a struggle for the 

health system as a whole to help people manage these conditions” (qtd. in Irving 2017). While 

the medical system has tried to respond, rising costs and lack of access have been ongoing 

challenges. In response, there has been a push for health care reform, which has largely focused 

Figure 2: 2017 Per Capita Health Spending in the U.S. as Compared with Other OECD Countries 
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on improving access to medical resources and the efficiency of the health system in providing 

care.  The most recent reform efforts, the Patient Protection and Affordable Care Act was passed 

in 2010. Goals for this legislation included (Hellerstedt and Oberg 2013):    

1. Expand access to health insurance coverage; 

2. Shift the focus of the healthcare system from treatment to prevention; and 

3. Reduce costs and improve efficiency of care. 

Additional reforms to health care continue to be discussed, but the major volume of the national 

conversation remains focused on pricing and the elimination of unneeded care. Current proposals 

include a single-payer system such as “Medicare for All”, specific changes to Medicare and 

Medicaid reimbursement rates, or negotiating down prescription drug costs. “The implicit 

assumption is that individuals and groups will act within these reforms to produce a valued good 

(access to medical care) at an appropriate price (what it would cost an efficient provider) 

financed by fair risk sharing (spreading the cost of necessary services across a large pool). The 

result will be affordable care” (Silvers 2013).    

While the goals of healthcare reform are undeniably important, even if reform efforts are wildly 

successful the evidence points to an outcome of improved access to care and economic and 

market efficiencies for medical services. The goal to “shift the focus of the healthcare system 

from treatment to prevention” will largely be unmet. 

If the overarching goal is to improve health, we must take a much harder look at the investment 

approach we, as a nation, are taking and the balance and performance of the investment portfolio. 
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The current portfolio is weighted heavily to the medical system; however, this misses many 

high-value investments that have the potential to both reduce costs and improve health outcomes.  

Explaining the Gap in Performance 

Explanations for the relative poor health of Americans often focus on the fact that a greater 

percentage of the U.S. population lives in poverty as compared to western European countries.  

However, in their book, The American Health Care Paradox, Elizabeth Bradley and Lauren 

Taylor (2013), demonstrate that “this thinking fails to hold for Americans who are white, 

educated, employed, and high-income.” Instead, they present a robust case for the fact that, when 

both medical spending and spending on social services are accounted for, that U.S. spending is 

average and that the gap in performance is due to lack of investment in programs and services 

that address social, environmental, and behavioral factors linked with health. This finding is 

consistent with a large body of public health research which shows that “the overwhelming 

contributors to the incidence of chronic disease (e.g. poor health behaviors) operate largely 

outside the influence of medical care” (Berkman, Kawachi, and Glymour 2014).  

Shifting the Portfolio to High-Value Investments 

As shown in Figure 3, health care represents just 10% 

of the impact on premature death while combined, 

individual behaviors and social and environmental 

factors, at 60%, play a much larger role (Artigia and 

Hinton 2018). These social determinants of health are 

“the conditions in the environments in which people are 

Figure 3: Impact on Different Factors on Risk of 

Premature Death 
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born, live, learn, work, play, worship, and age that affect a wide range of health, functioning, and 

quality-of-life outcomes and risks” (Office of Disease Prevention and Health Promotion n.d.-b).  

Table 1 illustrates the range of social determinants responsible for much of the illness, suffering, 

and early death related to chronic diseases (Artigia and Hinton 2018). These and other social 

determinants of health are more influential than health care on health outcomes, whether 

measured by mortality, morbidity, life expectancy, health care expenditures, health status, or 

functional limitations (Office of Disease Prevention and Health Promotion n.d.-b).  

Table 1: The Social Determinants of Health 

Economic 

Stability 

Neighborhood and 

Physical 

Environment 

Education Food Community and 

Social Context 

Health Care 

System 

Employment 

Income 

Expenses 

Debt 

Medical Bills 

Support 

Housing  

Transportation  
Safety 
Parks 

Playgrounds 
Walkability 

Zip code/geography 

Literacy 

Language 

Early 

childhood 

education 

Vocational 

training  

Higher 

Education 

Hunger 

Access to 

healthy 

options 

Social Integration 

Support systems 

Community 

engagement 
Discrimination 

Stress 

Health coverage 

Provider 

availability 
Provider 

linguistic and 

cultural 

competency 
Quality of care 

Health Outcomes 

Mortality, Morbidity, Life Expectancy, Health Care Expenditures, Health Status, Functional Limitations 

Americans are less healthy the farther down they are on the socioeconomic ladder and 

socioeconomic status (SES), whether assessed by education, income, or occupation is clearly 

linked to morbidity and mortality. “As people of color are disproportionately represented within 

lower income levels, there is a growing wealth gap between racially and ethnically diverse 

households compared with white households, the size of which has not been seen since the early 

twentieth century” (Thorpe et al. 2017).  
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Illustrating this impact, both race and lower SES are associated with higher occurrence of a wide 

range of health problems, including cardiovascular disease, hypertension, arthritis, diabetes, and 

cancer. Lower socioeconomic status is associated with higher mortality, with the greatest 

disparities occurring in middle adulthood (ages 45–65) (Adler and Newman 2002).  

Investments to improve the SDOH are an upstream mechanism to both reduce medical costs and 

promote healthier populations. These investments have the potential to yield a much stronger 

return on investment (ROI) than similar sized investments in medical care. Research in England 

found that public health interventions at the local level had a return on investment of 4x, and that 

the return on public policy changes on the national level had returns that were much higher 

(Masters et al. 2017). “Broad access to wisely designed programs of health promotion . . .  

directly address . . . the challenge of preventing illness as well as that of reducing health care 

costs” (Fries et al. 1993).  

A Bi-directional Relationship 

The relationship between health and income is shown to be bi-directional which means that the 

prevention of chronic disease can also support higher standards of living. Thorpe et al (2017) 

highlight mechanisms for this including that having a chronic disease is associated with an 18% 

reduction in wages and that chronic disease may restrict employment. Further, they estimate that 

Americans with one or two chronic diseases have double the healthcare costs as those without a 

chronic disease and those with three or more have four times the cost. The lower employment 

rates and increased medical expenses associated with chronic disease, all contribute to widening 

income and wealth gaps. Improving the health of low-income communities could thereby 

positively impact income.    
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Application of this Research 

While the literature demonstrating the foundational importance of the SDOH has grown 

tremendously, work to apply this research at scale has not been widely adopted.  

One significant challenge to efforts to invest and improve SDOH has been that the main area of 

focus for all actors (government, non-profit, public health, etc.) has been the health care system. 

While there are some examples of hospitals and healthcare organizations investing in things like 

housing and community-benefits programs, efforts to implement programs targeting SDOH have 

not been widely adopted. “Despite the clear clinical and financial benefits, providers and health 

insurers have been reluctant to cough up the money to erase SDOH deficits in their 

communities” (Nichols and Taylor 2018), and when these programs do exist, they tend to be 

targeted at groups that are already ill.  

Further, questions have been raised about whether physicians are equipped to manage social 

issues like economic insecurity, unsafe housing, and lack of transportation. There is additional 

evidence to suggest that, “the ecology of medical care and the current financing system, which 

tend to focus on health care as opposed to health, may limit physicians' ability to address social 

context” (O’Gurek and Henke 2018).  

Many of these efforts have not been underway for long so it would be premature to judge these 

them as successful or not. This does, however, provide additional evidence that speaks to the 

limitations inherent to the medical system as a solution for improving health in this nation.  
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Implications 

It is widely recognized that investments in social, economic, and environmental factors are 

critical to achieving improvements in health and health equity (Artiga and Hinton 2018). As 

noted by the World Health Organization Independent High-Level Commission on Non-

Communicable Diseases (2018) “Failure to implement proven interventions [which address the 

social determinants of health] is rapidly increasing health care costs, and continued lack of 

investment in action against NCDs will have enormous health, economic, and societal 

consequences in all countries.”   

Outside the medical system, business stands out as a sector of the U.S. economy that is both 

directly and indirectly influential to health and has resources to invest in the SDOH. From the 

perspective of employees, businesses are a key source of income, provide health insurance for a 

large percentage of the U.S. population, shape the physical and social conditions in which people 

spend their days, and influence the balance of work with the rest of life. From the perspective of 

the communities where they operate, businesses have far-ranging influence on the economy, 

environment, as well as political and social conditions.  

A wide range of entities, including federal and state governments, non-profits and academic 

institutions have endorsed this approach. Robert Wood Johnson Foundation, Centers for Disease 

Control and Prevention, the Federal Reserve Banks, and the Vitality Institute have embarked on 

research to build the case for business investments in the SDOH. This work includes efforts to 

improve employee and community health and recognizes that the two are closely linked. In 

particular, the Robert Wood Johnson Foundation has developed a number of resources including 

“Putting the Culture of Health Action Framework to Use” (2018) and the Federal Reserve Bank 
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has produced a number of educational materials focused on the intersection of community 

development and health.   

The question that emerges is how we can shift the balance of health care investments to support 

improvements in the SDOH, specifically to reduce costs and promote greater welfare. One area 

that is not currently well understood is the business perspective on investing to support greater 

health and well-being and especially how evidence about the social, environmental, and 

behavioral factors can be translated to actionable investments that are material to a given 

business.  

The following chapter links the main mechanisms by which businesses influence health of their 

employees to the SDOH. Some of the mechanisms that business can act on are related to medical 

care, but many others relate to the broader conditions that influence health and well-being in the 

organization and larger community. Building on this analysis of the business influences on 

health, in chapters 3 and 4, an approach to investment is presented along with the process and 

methods utilized in this project, next steps, and lessons learned.   
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Chapter 2 Why Focus on Business? 

 

Introduction 

Businesses, through both their role as employers and as producers of goods and services, are 

linked to people in many ways that are influential to health. These influences extend well beyond 

the physical hazards long considered to be the major health risk associated with employment. 

Applying research about the SDOH to businesses as employers, it is evident that their impact on 

health is much broader and includes factors as varied as financial stability, access to health care, 

access to healthy food, opportunities for physical activity, social connections, management 

practices and psychosocial conditions. Further, because health is shaped by the social and 

physical environments where people live, business influences on health extend beyond the 

individual, to the organization and community.  

This chapter lays the groundwork for this project by describing the major mechanisms through 

which businesses influence the SDOH and highlights the extensive connections and 

interdependencies that exist between businesses, the health of their employees, the health of the 

organization, and the health of the larger community.   

The Potential for Business Investment to Improve Health  

The potential for business investments to improve the health of their employees, their 

organizations, and the larger communities they serve is significant. In the U.S. the majority of 

people aged 25-64 are in the workforce - as of 2016 approximately 80 percent of men and 

women aged 25-54 were employed; 64% of those aged 55-64 and 19% of those age 64 and older 
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were in the workforce (U.S. Bureau of Labor Statistics n.d.-b). People also spend a great deal of 

time at their place of employment: average workers spend a total of 47 weeks each year. A 

typical workday averages eight hours, which equates to approximately 1,900 hours annually. 

Over a lifetime, this translates to more than 90,000 hours spent working (PEW 2016).  83% of 

those who are employed did all or some of their work at their workplace (U.S. Bureau of Labor 

Statistics n.d.-a).   

Employee Financial Stability and Benefits 

There are a range of policies influencing health that employers typically adhere to as part of the 

employment relationship with their workers. These shape the financial stability of employees and 

their families through compensation, hiring and leave policies, tuition reimbursement for skills-

training, as well as through benefits which provide a financial security and protection; these 

benefits include not just health insurance but life insurance, disability insurance, and retirement 

plans.  

These policies influence health in several important ways. First, full-time workers have much 

greater access to employment benefits. While “a majority of workers report that they have access 

to health insurance (68%), paid sick leave or vacation (67%) and a 401(k) or other retirement 

program (59%) through their employer,” full-time workers are more than twice as likely to have 

access to these benefits; for example, “69% of full-time employees can access a 401(k) or other 

retirement program through their employer, compared with only 26% of part-time workers” 

(PEW 2016). 
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Involuntary part-time employment has increased substantially. In 2015, there were 

approximately 6.4 million workers in the U.S. who wanted to work full time but were working 

part time (Golden 2016). As shown by the Economic Policy Institute (2016) employers, 

particularly in the retail, leisure and hospitality industries, often favor hiring part-time workers 

over full-time workers, in part because this reduces the cost of providing benefits. These three 

industries accounted for 54.3 percent of the increase in involuntary part-time employment 

between 2007 and 2015. Underemployment not only causes workers to earn less income than 

they would prefer but “suffer because part-time jobs offer relatively lower wage rates and benefit 

coverage and have more variable and unpredictable work schedules”. The trend 

disproportionately impacts those earning lower-wages. “Those with family incomes of less than 

$30,000 (51%) are more likely than those with higher incomes to say they would prefer to be 

working full time.” (Economic Policy Institute 2016) Thus, the compensation practices of 

employers significantly shape access to health care. 

People with higher incomes and wealth tend to have jobs that are more stable and flexible; 

provide good benefits, like paid leave, health insurance, and worksite wellness programs; and 

have fewer occupational hazards. These differences link directly to SDOH and contribute to 

disparities in health outcomes due to socioeconomic status.  

In addition to the direct effects, a good-paying job supports improvements in other social 

determinants: higher wages make “it easier for workers to live in healthier neighborhoods, 

provide quality education for their children, secure child care services, and buy more nutritious 

food - all of which affect health” (Robert Wood Johnson Foundation 2013). More affluent people 
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have more disposable income and can more easily afford medical care and a healthy lifestyle - 

benefits that also extend to their children” (Woolf et al. 2015).  

Employer-Sponsored Health Plans 

Employers provide a critical pathway for obtaining health insurance coverage and accompanying 

access to the health care system. As of 2016, 49 percent of the U.S. population was covered by 

employer-sponsored health insurance either through their own job or as a dependent in the same 

household (Kaiser Family Foundation 2017). “Lack of adequate coverage makes it difficult for 

people to get the health care they need and, when they do get care, burdens them with large 

medical bills. Uninsured people are more likely to have poor health status; less likely to receive 

medical care; more likely to be diagnosed later; and, are more likely to die prematurely” (Office 

of Disease Prevention and Health Promotion 2019).  

Lower wage employees “tend to have more restricted access to medical care, are more likely to 

be uninsured or underinsured, and face greater financial barriers to affording deductibles, 

copayments, and the costs of medicines and other health care expenses” (Woolf et al. 2015).  

Access to health insurance coverage via an employer varies widely and depends on the size of 

the company and terms of employment, especially whether a worker is considered full-time or 

part-time.  As shown by the Kaiser Family Foundation (2017-b), among firms with 50 or more 

employees, greater than 90 percent provide health benefits whereas for firms with 3-49 workers 

only 50 percent offer coverage. Among full-time civilian workers in the U.S. 88 percent have 

access to medical care benefits through their employer (the take-up rate was 74 percent); among 
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part-time workers, access to employer-sponsored medical care benefits was only 21 percent (take 

up rate was 56 percent). (Kaiser Family Foundation 2017-b).    

The decision for employers to offer coverage is driven by a variety of factors, including tax 

incentives, a desire to position themselves competitively for recruiting and hiring employees, and 

by federal and state laws governing the provision of coverage. While a detailed critique of these 

forces is beyond the scope of this paper, it is important to note that, overall, the share of workers 

with access to employer sponsored plans has declined since 1980 when it was 77 percent (PEW 

2016).  

The quality of coverage has also declined, leaving a significant portion of employees 

underinsured. “Employer-sponsored plans were historically far more comprehensive and cost-

protective than individual market coverage. However, over the past decade, premium cost 

pressures have led companies to share increasing amounts of health costs with workers, 

particularly in the form of higher deductibles. At the same time, income growth has been 

sluggish, leaving families increasingly pinched by health care costs” (Collins, Gunja, and Doty 

2017).   

A Virtuous or Vicious Cycle 

Employers’ role in supporting financial stability is critical not just because it provides access to 

basic needs but because health is not only a consequence but also a cause of high income (Bloom 

and Canning 2000). Health influences income by shaping ability to participate in the labor force, 

productivity, educational attainment, allocation of income earned, and attitudes towards 

retirement savings.  
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Poor health can reduce the ability to earn an income that supports health, is linked to lower 

educational attainment and can make it harder for someone “to secure and retain a high paying 

job” (Woolf et al. 2015). As discussed by Bloom and Canning (2008) this works through a 

number of mechanisms, including:  

The first is the role of health in labor productivity. Healthy workers lose less time from 

work due to ill health and are more productive when working. The second is the effect of 

health on education. Childhood health can have a direct effect on cognitive development 

and the ability to learn as well as school attendance. In addition, because adult mortality 

and morbidity (sickness) can lower the prospective returns to investments in schooling, 

improving adult health can raise the incentives to invest in education. The third is the 

effect of health on savings. A longer prospective lifespan can increase the incentive to 

save for retirement, generating higher levels of saving and wealth, and a healthy 

workforce can increase the incentives for business investment. In addition, health care 

costs can force families to sell productive assets, forcing them into long‐term poverty.  

The bi-directional aspects of the relationship between health and income can create a vicious 

cycle which reinforces and amplifies disparities in health, but this could also become a virtuous, 

health-promoting cycle if it were set in the right direction.  
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Management Practices in the Organization 

In addition to financial stability and benefits, the management practices of a business can create 

conditions that negatively affect health and well-being. While business often do not associate 

these practices with health, issues including long work hours, work-life balance, stress and low 

sense of control are all shown to adversely affect health. These issues have historically received 

little management attention, though there is far more discussion of these concerns today. 

Leave, Work Hours, and Work-Life Balance 

U.S. work hours and leave policies are often unforgiving. “Working hours in the U.S. are 

particularly long and irregular, a situation that has gotten worse over time.” Long work hours and 

shift work change circadian rhythms which can disrupt both eating and sleeping phases. These 

conditions have been linked to fatigue, cardiovascular disease, gastrointestinal disorders, 

reproductive impacts as well as mental health issues – especially anxiety and depression. Long, 

irregular, and unpredictable work hours also disrupt social time with family and friends which 

compromises relationships and social connection. (Pfeffer 2018) 

The United States Fair Labor Standards Act (FLSA) does not require payment for time not 

worked, including vacations, sick leave or federal or other holidays (U.S. Department of Labor 

n.d.-a). The Family Medical Leave Act does require employers to provide job-protected leave of 

up to twelve workweeks in a 12-month period for specified family and medical related reasons -

including birth or adoption of a child, caring for a spouse, child, or parent who has a health 

condition or a serious health condition that makes the employee unable to provide essential 

functions of their job (U.S. Department of Labor n.d.-b).   
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Consequences for health are significant. Workers who do not have access to paid sick leave are 

more likely to delay or forgo medical care for both themselves and their family. “Workers 

without paid sick leave were three times more likely to delay medical care than were workers 

with paid sick leave. They were also three times more likely to forgo needed medical care 

altogether . . . families of workers without paid sick leave were two times more likely to delay 

medical care and 1.6 times more likely to forgo needed medical care. The lowest income group 

of workers without paid sick leave were at the highest risk of delaying and forgoing medical care 

for themselves and their family members - making the most financially vulnerable workers the 

least likely able to address health care concerns in a timely manner” (Derigne, Stoddard-Dare, 

and Quinn 2016).  

The time people spend commuting further extends the length of the workday. The average 

commute time in the U.S. stands at 27 minutes each day and “more than 14 million people now 

spend an hour or more traveling to work in 2017” (Saldivia 2018). “Longer commutes are linked 

with increased rates of obesity, high cholesterol, high blood pressure, back and neck pain, 

divorce, depression and death. At the societal level, people who commute more are less likely to 

vote. They are more likely to be absent from work. They are less likely to escape poverty. They 

have kids who are more likely to have emotional problems” (Siddiqui 2018). Compounding the 

issue, commute times have consistently been increasing. On average, U.S. workers spend more 

time commuting than they do on vacation (U.S. Census Bureau n.d.; Longley 2017). 

Further contributing to long work hours, ubiquitous mobile technology has created a constant 

link between employers and their employees that has reduced the separation between work and 

non-work time. As noted by Jeffery Pfeffer, “One survey reported that 81 percent of respondents 
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said they checked email on weekends, 55 percent said they logged in after 11 p.m., and 59% said 

they looked at email while on vacation” (Pfeffer 2018, Kelleher 2013).   

Sense of Control and Job Demands 

Low sense of control, stress, job demands, and social isolation are all linked to poorer health 

outcomes and are heavily influenced by management policies and practices.   

Employees placed in highly demanding but low control work situations suffer from the greatest 

health consequences. Marmot completed seminal work in this area in the Whitehall Study (1967) 

of British civil servants. The study, “showed a steep inverse association between social class, as 

assessed by grade of employment, and mortality from a wide range of diseases”. Further research 

done in the Whitehall II study, which was completed from 1985 to 1988, demonstrated that 

lower employment grade is associated with higher prevalence of angina, electrocardiogram 

evidence of ischemia, and symptoms of chronic bronchitis (Marmot et al. 1991).  

The cause of this stress, or job strain, as described by Robert Karasek in his demand-control 

model (1979), is the interaction of demands of the job and decision latitude. Subsequent 

research, by Johannes Siegrist (1996) expands this to include evidence that an imbalance 

between effort and rewards are harmful to health and shows the prospect for job security and 

promotion as another aspect of control.  

More recent research shows that overall, “job demands . . . in terms of job expectations, 

multitasking, and interacting with clients, patients, or even other workers, have increased in 

intensity and that . . . sufficient evidence has accumulated to permit meta-analysis of job strain in 

relation to a variety of health outcomes” (Berkman, Kawachi, and Glymour 2014). As they show 
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in Social Epidemiology, key findings from this literature demonstrate a link with coronary heart 

disease. They also show that high-strain and passive jobs are associated with sedentarism; and 

the odds of becoming inactive are higher for those with high-strain jobs. While the direction of 

this effect remains unclear, cross-sectional analyses show an association between increased job 

strain and smoking and alcohol consumption, but longitudinal data does not show the same. 

Finally, a relationship is found between weight gain and loss associated with job strain, but this 

again is stronger cross-sectionally than longitudinally.  

Social Connections and Support  

Influences of management practices extend to social connections and support in the workplace. 

At work, low level of social support, both from supervisors and coworkers, is associated with 

increased rates of depression (Stansfeld et al 2012). Loneliness and social isolation are shown to 

be risk factors for early mortality. “The influence of both objective and subjective social 

isolation on risk for mortality is comparable with well-established risk factors for mortality” 

(Holt-Lunstad et al. 2015).   

Communities  

Management and business practices bleed over into the communities where businesses operate 

and distribute their goods and services. Historically, businesses have treated their impact on 

community as an externality rather than considering themselves as an integral part of the larger 

health ecosystem - one in which their success is tied to the health of those around them. As 

demonstrated in the research on SDOH, the social, economic, and environmental factors in a 

community shape health.  
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Increasingly, work in the overlapping fields of environmental, social, governance (ESG), social 

impact, and corporate responsibility are raising awareness about environmental sustainability. 

While this work does in some cases touch on the health and is certainly helping to create some 

momentum for companies considering their broader societal impacts, these initiatives typically 

do not include a comprehensive approach to “sustainable health” (Pfeffer 2018). 

The health of a business is demonstrably linked to the health of the communities where their 

employees (and families) and consumers live. Beyond typical “do no harm” strategies, business 

must look at how their products, services, and “way of being” either help or harm the health of 

the communities they serve. “At the end of the workday, employees and customers still return 

home to communities that may be food deserts, have poor infrastructure, or have limited access 

to good-quality healthcare” (Zellner and Bowdish 2017). As businesses acknowledge the 

importance of health in the workplace, they have also begun to recognize the relationship 

between their employees’ health and the communities where their employees (and their families) 

and their consumers live.  

Implications  

By adopting a lens which considers the SDOH, businesses have a major opportunity to influence 

the health of their employees, their organization, and the larger communities in which they 

operate: but beyond this they have an opportunity to improve the financial health of their 

business.   

Poor health of employees impacts them as individuals and measurably impacts the performance 

of the companies for which they work. A 2017 study from the Vitality Institute showed that U.S. 
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businesses lose more than $225B annually due to employee illness and absence (Oziransky et al. 

2015). The World Economic Forum has identified health as an “economic ecosystem” that 

affects employment, education, gross domestic product and competitiveness. As noted by Risa 

Lavizzo-Mourey (2015), President and CEO of the Robert Wood Johnson Foundation “healthy 

communities attract economic growth, and healthy products and practices build new market 

opportunities.”  

Investments in the SDOH yield a strong ROI and can create a virtuous cycle of health for 

employees, their families, and the larger communities in which they live. Businesses can realize 

direct and indirect benefits. Direct benefits include reductions in work-related illnesses and 

injuries, reduced healthcare costs, decreased absenteeism and presentism. The organization can 

also benefit from greater worker productivity, and decreases in stress, fatigue and depression 

among their workers.  

Investments in healthy communities can improve the local economy and business climate by 

reducing the drag of chronic disease on the economy and freeing up resources from health 

spending which can be spent on other things. Making this commitment and communicating this 

work can support a greater sense of purpose among employees and have a positive effect on the 

company’s reputation.   

Finally, due to the extensive connections and interdependencies that exist between businesses, 

the health of their employees, the health of the organization, and the health of the larger 

community there are opportunities to develop a portfolio of investments that achieves combined 

results which are greater than the sum of its parts. In the following two chapters, I explore the 
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application of these ideas and the potential to realize these impacts through my DELTA project 

with a large, regional bank.   
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Chapter 3 DELTA Project  

 

 

Introduction 

The objective for this DELTA project was to explore the role that businesses - an influential and 

largely untapped resource vis-a-vis health - can play in terms of investing in the social 

determinants of health to help create healthy communities. The project, completed in partnership 

with a large bank, aimed to explore the potential for expanding the scope and impact of their 

health-related investments. For the purposes of this thesis, the bank’s name has been redacted 

and will henceforth be referred to as “Community Bank”. This chapter introduces that work, 

describes the process for identifying investment opportunities, presents five opportunities for the 

bank to expand health-related investments, and discusses lessons learned. In the following 

chapter, the lessons from the project with the bank are applied to create some tools and resources 

aimed at getting business to think more broadly about health and their investments in health.   

Company Background 

Community Bank is a large bank headquartered in North Texas. Chartered in the early 20th 

century, the bank has its roots in the local community where it was founded. The bank is 

predominantly a commercial lender with core businesses that include: Real Estate and 

Commercial Lending, Financial Products, E-Services, Warehouse Lending, SBA Loans, Energy 

Lending, Treasury Management and Home Mortgage.  

Over the past six years, the bank has undergone tremendous growth - from under $2 billion in 

assets in 2014 to approximately $14 billion today. Including two recent acquisitions, the bank 
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now has more than 1,500 employees located in more than 112 branches. Forbes recently ranked 

Community Bank as one of the top twenty large banks in America (Badenhausen 2018).  

Prior Work Related to Healthy Communities 

In 2012, the bank made an initial investment as part of its commitment to healthy communities 

with the creation of a community grants program. This program dedicated approximately $250-

300K annually, which was distributed across three funding areas: Community Development, 

Health and Human Services, and Education. Grant awards typically ranged from $5,000 - 

$25,000. In addition to the grant program, over the past six years Community Bank has led a 

public-private partnership which established a Federally Qualified Health Center.   

In 2016, Community Bank went through a strategic planning (branding) process that formalized 

the organizational mission, stressing that its mission was to make an impact on the communities 

it serves.  It also adopted a set of guiding principles for the company, which included building 

strong and healthy communities. 

While this early work represented a significant commitment, the bank’s President and EVP 

Corporate Responsibility, both expressed an interest in looking at ways to embed the goal of 

healthy communities throughout the organization, and to deepen the impact the bank could have 

on the health of the communities it serves.   

Methods  

The aims for this project with Community Bank were to:  

 Gain a deeper understanding about the motivations, needs, and goals of a bank regarding 

investments in healthy communities. 
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 Identify healthy communities resources currently available.  

 Develop specific recommendations for increasing the impacts of investment in healthy 

communities which Community Bank could implement over a period of 3-5 years. 

 Develop recommendations for the design and development of resources and tools that 

banks and other businesses can use to increase their level of investment in healthy 

communities.  

The overall goal of the research is to deepen the understanding of business as a partner in 

building stronger, healthier communities and to shrink the gap in understanding of how to 

effectively translate research about health into active and effective investments.   

To accomplish this work, it was important to tap into the knowledge of the Executive Leadership 

Team at the bank - a diverse team of seven that represent fields from business, to law and 

corporate responsibility. It was also critical to engage the team in a way that would challenge 

rootedness in the status quo that 

could limit the group’s thinking 

about new ways to approach 

investment.   

Based on this, a set of tools were 

selected which were adapted from 

design thinking methodology as 

taught at the Hasso Platner Institute 

of Design (d.school) at Stanford University (Figure 4). This provided a methodological 

framework for project and supported rapid prototyping and testing of ideas.    

Figure 4: Design Thinking Framework  
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The iterative nature of this process was critical as it allowed ideas to be rapidly developed and 

shared in rough form with the Executive Leadership Team (ELT), which was done though 

regular, formal meetings with the whole group as well as through conversations with individual 

members. These conversations provided ELT members with specific ideas they could react to 

and were a rich source of additional information and knowledge about which ideas for projects 

and programs could work for the bank. The design thinking approach also allowed for the ELT 

to be actively engaged in the process, which was essential for establishing trust and buy-in. The 

following sections describe the project in detail.   

Initial Assessment and Observations  

In order to develop a comprehensive strategy for Community Bank to invest in healthy 

communities, it was important to gain a deeper understanding of the banking system as a whole 

to factor in the context in which the bank operates, the bank’s business portfolio, and its existing 

approach to investing in healthy communities.  

The Banking Industry  

Banks range tremendously in size and scope, the products and services they offer, and the 

communities they serve. In 2018, the assets held by the 100 largest banks in the United States 

ranged from JP Morgan at $2.6 trillion to First Financial Bancorp at $8.8 billion (Badenhausen 

2018).  

The banking industry in general has outperformed the market since 2016, though “Banks’ shares 

are trading at low multiples, suggesting that investors have concerns about future profitability.” 

Concerns are driven by a variety of factors, especially “pressure from digital competitors and 

customers’ deepening interest in digital banking…with two major effects from new digital 
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entrants: the loss of the customer relationship and margin erosion across retail segments.” 

Notably, there is significant variation in profitability and, according to an analysis completed by 

the consulting firm McKinsey, “more than 60 percent [of the variation]—is due to the business 

model and its execution, strategy, well-aligned initiatives, and the other levers that banks 

command” (Dietz et al. 2017).   

In part because of their significant impact on the economy, banks are heavily regulated. In the 

U.S. regulatory authority is distributed across several agencies, including the Federal Deposit 

Insurance Corporation (FDIC), the Federal Reserve System (FRS), the Comptroller of the 

Currency (OCC), and the Consumer Financial Protection Bureau (CFPB). Depending on their 

location, banks may also be subject to regulations at the state and local level. Regulations include 

laws on privacy, disclosure, fraud prevention, anti-money laundering, anti-terrorism, anti-usury 

lending, and the promotion of lending to lower-income populations.  

Over the past 100 years, there has been a cyclical pattern of macro-economic events (booms, 

recessions, stock market crashes, ethical violations) which disrupted the banking system and that 

led to reform and regulation (Federal Reserve Bank of Atlanta 2016). The most recent example is 

the creation of the CFPB following the 2008 mortgage crisis.  

Much of the work that banks undertake related to community development and reinvestment in 

low- and moderate-income communities is driven by compliance with these regulations. While 

the regulatory burden is significant, as noted by Dietz et al (2017) banking is still considered by 

consumers as a “most-trusted” sector which could be viewed as a competitive advantage, 

particularly when combined with local community engagement and social impact initiatives.  
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Community Bank 

While it is now considered a large bank1, Community Bank’s heritage is as a community bank - a 

term that still resonates with the leadership team today. Community banks are typically smaller 

institutions with strong ties to their local communities and are more likely to be privately owned 

and locally controlled than larger banks (Federal Deposit Insurance Corporation 2012). 

The Federal Deposit Insurance Corporation (FDIC) describes the differences between 

community banks and large banks as follows: “[Community Banks] obtain most of their core 

deposits locally and make many of their loans to local businesses. For this reason, they are often 

considered to be “relationship” bankers as opposed to “transactional” bankers. This means that 

they have specialized knowledge of their local community and their customers. Because of this 

expertise, community banks tend to base credit decisions on local knowledge and nonstandard 

data obtained through long-term relationships and are less likely to rely on the models-based 

underwriting used by larger banks . . . This means that community banks may weigh the 

competing interests of shareholders, customers, employees, and the local community differently 

from a larger institution with stronger ties to the capital markets” (Federal Deposit Insurance 

Corporation 2012). 

While Community Bank is now a publicly traded company, key leadership retained a controlling 

interest and their focus remains on relationship driven banking and serving their local 

communities.  

The bank’s employees work in a wide variety of roles ranging from front line tellers working in 

                                                           
1 As defined by the Federal Deposit Insurance Corporation, “A large institution is generally defined as an institution with assets 

of $10 billion or more.” (Deposit Insurance Assessments 2017). For comparison, in 2018 the four largest banks in the U.S. 

JPMorgan Chase & Co., Bank of America, Wells Fargo, and Citibank (Citigroup Inc.) each held assets from $1 trillion to over $2 

trillion (Badenhausen 2018). 
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local branches to the tech-ops and lending officers. Most employees work onsite during 

traditional business hours and are employed full-time.  

More than two-thirds of the employees are female (Figure 5) and most full-time workers earned 

less than $50,000 annually (Figure 6). The vast majority of employees working for the bank earn 

less than $75,000 annually. Among employees earning less than $75,000 annually, there are 

many more women than men represented, while this relationship reverses for employees earning 

more than $75,000 annually.    

                       Figure 5: 2017 Salary - Full-Time Employees, Male / Female 

 

 

 

 

 

 

 

Figure 6: 2017 Salaries for Full-time Employees at the Bank 
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Existing Investments in Health 

The bank currently offers a range of traditional health insurance benefits and a wellness program, 

Invest in Your Health, which provides participants with reductions in health insurance cost as an 

incentive. The plans and range of benefits offered are selected and managed by a benefits 

committee in consultation with a benefits consulting firm that provides expertise and aids in plan 

selection, planning and management. The focus of these programs is to: (1) offer a competitive 

set of benefits which aid in recruiting; (2) manage costs; and (3) improve the health of 

employees.  

While the benefits consulting firm that Community Bank uses does track health metrics, 

especially those related to chronic disease, they did not have the ability to dissect the data by 

income or geography.  

Existing Community Engagement 

Like many businesses, Community Bank has oriented their community-focused initiatives 

towards sponsorships and philanthropy rather than integrating those commitments with core lines 

of business. The bank has dedicated 15 basis points2 of their assets to community giving. This 

fund includes community grants as well as sponsorships, matches for employee donations and 

volunteering, and their house accounts3 (Figure 7).  

                                                           
2 One basis point is equal to 1/100th of 1%, or 0.01%. 
3 House accounts are maintained for high priority relationships with non-profit partners; these are typically handled by the 

corporate office or an executive of the company.  
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Figure 7: 2017 Corporate Giving by Category  

 

The grant program is broadly oriented to support non-profits working towards healthy 

communities objectives, with funding priorities including:  

 Community Development  

 Health and Human Services 

 Education 

As noted previously, the bank is also a key lead partner in a public-private partnership which 

founded a Federally Qualified Health Center. The bank initiated this project in response to an 

unmet need for primary healthcare for those who are unserved and underserved in the county. 

Their contributions have included being the lead financial donor, fundraising, and facilitating key 

partnerships for the project.  

The bank offers a matching gift for employee donations to non-profits or a contribution made 

based on volunteer service, and nonprofit sponsorships through the marketing department. While 

these contributions are significant, estimated to total over $2M in 2018, they have largely 

operated separately from core business activities and to a lesser extent from each other. The 
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primary outcome of these activities is to enhance the company’s image, reputation and social 

standing in the communities where the bank operates.  

Other community-oriented work has a regulatory compliance focus. The bank makes investments 

based on the requirements of the Community Reinvestment Act (CRA) and monitors lending to 

ensure compliance with The Home Mortgage Disclosure Act (HMDA), and Fair Lending laws. 

This cluster of laws were put in place in the mid-70s to ensure financial institutions were not 

discriminating and were fairly providing access to credit: 

 CRA - As described by the Board of Governors of the Federal Reserve System, the CRA, 

enacted in 1977, was put in place to “encourage financial institutions to help meet the 

credit needs of the communities in which they do business, including low- and moderate-

income (LMI) neighborhoods” (Board of Governors of the Federal Reserve System n.d.).   

 HMDA - Enacted in 1975, HMDA was developed based on credit shortages in certain 

urban neighborhoods; these were thought to have contributed to “the decline of some 

geographic areas by their failure to provide adequate home financing to qualified 

applicants on reasonable terms and conditions” (Federal Deposit Insurance Corporation 

2018). Thus, one purpose of HMDA and Regulation C is to provide the public with 

information that will help show whether financial institutions are serving the housing 

credit needs of the neighborhoods and communities in which they are located. A second 

purpose is to aid public officials in targeting public investments from the private sector to 

areas where they are needed.   

 Fair Lending Laws, also known as Equal Credit Opportunity Act (ECOA), were enacted 

in 1974 to “prohibits discrimination based on race, color, religion, national origin, sex, 

marital status, age, source of income” (Federal Deposit Insurance Corporation 2015). 
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Beyond this, the bank has just begun to build out specific Environment, Social, and Governance 

(ESG) initiatives; to date these have focused primarily on diversity at the Board level and in 

hiring practices.  

Key Observations  

In a series of semi-structured interviews with members of the ELT, several themes emerged. 

These included that there is a limited understanding about health (especially the social 

determinants of health), there are significant opportunities to expand investment, and that 

structural changes within the organization will be necessary to support this work. 

Organizational Understanding of Health-Related Investments: 

 Definitions and understanding about both the terms health and community varied 

considerably and largely did not reflect an understanding of evidenced-based 

research about the social determinants of health.  

The seven members of the ELT held varied ideas about health. The group demonstrated an 

understanding of key health behaviors that relate to health - especially nutrition, physical 

activity, and smoking but not larger social and environmental factors. Community was 

described in various ways and was recognized by many members of the ELT to exist at 

different levels - for example the workplace was characterized as a community as were 

communities at church and in the city more generally.  

 Members of the ELT demonstrated an intuitive understanding of the connections 

between individuals and the communities in which they live.  
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Concepts of community were frequently rooted in their faith, especially in the idea of 

“serving the least of these” 4 which was broadly interpreted as those in need. Need was seen 

to extend beyond conditions of physical poverty to include things like lack of connection and 

family issues. Examples brought forward included employees who had lost family members.  

In some cases, it was also informed by service on the local school board, city council and the 

boards of local non-profit. It also seemed to reflect the nature of banking as a business, the 

success of which is deeply connected to the economic well-being in a community and is 

heavily relationship driven.  

 Conversations revealed that ELT understood that the benefits from many health-

related investments are realized on a longer time-horizon.  

One of the challenges in generating investments in the social determinants of health is that 

dividends are realized over periods of years. Bankers, perhaps because they are frequently 

making loans on 5, 10 and 20 + year terms, seemed to understand this relationship and were 

not deterred based on this reflection. 

Potential for Expanding the Impact of Health-Related Investments: 

 Current health-related investments are limited to grants and employee benefits but 

there is potential to expand the scope and impact of these investments.     

The fact that Community Bank  has indexed their community giving to asset size means that 

the pool of funds for grants, employee giving matches, and sponsorships has grown with the 

                                                           
4 This is a reference to a passage in the New Testament, Matthew 25:40-45 (King James Version) which reads:  

And the King shall answer and say unto them, Verily I say unto you, In as much as ye have done it unto one of the least of these 

my brethren, ye have done it unto me.   
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expansion of the business. In addition, as a larger bank, they have increased capacity for 

lending and investment, they employee more people, have a presence in more communities.   

 Community Bank serves a wide range of communities across Texas and Colorado – 

major cities include Dallas, Houston, Austin, Waco as well as Denver and Ft. 

Collins. The bank also has branches in many smaller communities. Thus, 

community resources and needs vary but a majority of communities face challenges 

when it comes to the social determinants of health.  

The need for healthy communities investments exists across the bank’s footprint. 

Communities across the United States face a high burden of chronic disease, and these are 

even higher in lower-income communities. There is a near universal need for affordable 

housing located in high opportunity areas, and economic development is an ongoing 

challenge in many traditionally underserved communities. Other commonly cited areas of 

need include education, food insecurity, and financial stability. One challenge will be that 

because they operate across diverse geographies, defining and prioritizing local community 

needs may be more difficult.  

Organizational Readiness to Implement Additional Health-Related Investments: 

 The bank is motivated to invest in healthy communities; this is driven by both push 

and pull factors. 

Forces that motivate investment in healthy communities are myriad: regulatory requirements 

and interest from investors are frequently cited and these are factors pushing leadership at the 

bank to act. Interviews with ELT, however, revealed two factors pulling the bank to act: (1) 

beliefs, underpinned by faith, that building a successful business enabled work in the 
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community and (2) that thoughtful approach to investment in communities reflected sound 

management practice and leadership.  

 The company has not explicitly adopted any non-financial goals, including in the 

area of health, and has limited infrastructure and data to measure performance in 

non-financial areas.  

Across the board, the data that the bank has about health is limited in availability, quality and 

granularity. This appears to reflect the focus of the company in financial services rather than 

health and seems related to the fact they have grown quickly and are just building out the 

infrastructure to collect and analyze data. Accordingly, none of the company’s management 

systems incorporate non-financial goals or incentives.   

 Adoption of healthy communities goals will require both programmatic and 

management changes.   

Interest, enthusiasm, and support from both the bank President and EVP of Corporate 

Responsibility for this project was very helpful to gathering information and in speaking with 

key staff. It helped ensure that key team members were available and was especially 

important in gathering the data required to develop a thorough and accurate assessment of the 

company’s activities related to healthy communities. However, it is clear that change efforts 

have relatively shallow roots and adoption of healthy communities goals will require not just 

programmatic changes but changes in management practices.  

 Resilience to change within the organization appears to vary considerably 

The bank has grown very rapidly over the past five years as a result many employees have 

experienced significant changes due to: process and consequences of acquisitions, changes to 
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their job responsibilities and expectations as well as overall needs of the business. A 2018 

survey of culture and engagement shows substantial differences between work groups with 

some indicating high levels of engagement and satisfaction with others indicting very high 

levels of dissatisfaction. To date, the bank’s response to these conditions mainly includes 

providing catering during the extra hours that employees are working to support conversion 

of the customers from the acquired banks and providing financial bonuses to key employees 

involved in those efforts.  

 The Executive Leadership Team (ELT) demonstrates an interest in health but 

expressed a range of thoughts on the role they wish to play.  

In a series of semi-structured interviews with the ELT at Community Bank, the majority of 

the team expressed an interest in exploring ways to improve health for both employees and in 

the communities they serve. Among the range of responses, the bank President expressed his 

view that running a successful business increased their ability to help “the least of these” in 

the communities they serve. While most members of the team expressed similar sentiments, 

one member of the team did express the view that, given the choice, he would eliminate 

current philanthropic giving in favor of delivering a greater return to shareholders.  

In analyzing the quantitative and qualitative data collected and these key observations, 

opportunity areas were mapped. This work supported the development of a comprehensive 

strategy for the bank in its investment in healthy communities. 
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Opportunity Areas  

Based on the above observations, opportunity areas were identified by applying what is known 

about healthy communities and the social determinants of health as they align with the bank’s 

needs and core skills (Figure 8). From these, a set of five prototypes were developed and tested: 

 

 

 

 

 

 

Figure 8: Map of Opportunity Areas 
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Opportunity Area # 1: Corporate Giving 

Under the current community grants program funding priorities are quite broad. Narrowing the 

focus of grant-based giving could increase both impact on health and alignment with core 

business strengths. It would also support tighter communications about the impact the bank is 

having in local communities. For example, grants could focus on access to primary and 

preventive health care (Stepanek et al. 2017), early childhood education (Center for High Impact 

Philathropy 2015), and financial stability which all have strong, proven associations with 

positive health outcomes. This could be accomplished in a way that maintains the values of the 

bank as a community-oriented organization by structuring grants in two channels: small grants 

and impact grants (Figure 9).  

Small grants could be awarded through local bank branches to fund small-scale actions which 

support community health and well-being. These $5,000-7,000 grant awards could support a 

variety of initiatives from health fairs and community fitness events to community gardens. In 

addition to deploying funds to the community, this initiative could be structured to educate and 

Figure 9: Proposal for Creating Two Channels for Grant-based Giving 
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engage employees in healthy communities work which would connect them with opportunities to 

make a positive change in their community and support a sense of purpose.5 

Impact grants could be a pool of funds that support active partnership in healthy communities 

initiatives. This work would not just involve financial support but would engage the expertise of 

leaders in the organization in healthy communities investments. These grants could be applied to 

a wide-range of opportunities. One example would be to focus on goals for improving financial 

stability in low-income communities. This could include coupling a grant to provide financial 

coaching for small-business entrepreneurs in underserved communities with lines of credit which 

support the growth of those businesses.  

Opportunity Area #2: CRA Investment 

The Community Reinvestment Act (CRA) requires banks to engage in community development 

activities. Qualified investments are defined as an investment, deposit, membership share or 

grant that has community development as its primary purpose. This includes:  

 Affordable housing (including multifamily rental housing) for low- and moderate-income 

individuals 

 Community services targeted to low- and moderate-income individuals 

 Activities that promote economic development by financing small businesses or small 

farms (gross annual revenues of $1 million or less) 

 Activities that revitalize or stabilize low- and moderate-income geographies 

                                                           
5 Adapted from City of Santa Monica’s Wellbeing Microgrants (City of Santa Monica 2019). 
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Community Bank has targeted 4% of tier one capital6 for CRA qualified investments. In 2017, 

this pool of funds was approximately $33 million. Currently, the threshold for this portfolio is 

simply whether the investment is 

CRA eligible. Due to the close 

alignment with the social 

determinants of health, this 

portfolio could be leveraged to 

increase healthy communities 

impact (Figure 10). An initial step would be to shift a portion of the portfolio to engage best-in-

class organizations - such as Local Initiatives Support Corporation and Enterprise Community 

Partners who operate in areas served by the bank and are actively incorporating healthy 

communities goals into their projects.  

These organizations pursue a wide-variety of community development initiatives that focus on 

health and are experienced in creating evidenced-based, investments in projects like affordable 

housing, access to healthy food, education, and financial stability.   

Opportunity Area #3: Community Giving Coupled with CRA Investment  

Philanthropic, grant-based giving could be combined with CRA Investment to create a pool of 

what is called “catalytic first-loss capital” for CRA Investments. A common challenge is that 

investments in socially oriented projects are more complicated, take more time to put together, 

and can be higher risk. Catalytic first-loss capital can be used to address some of these barriers. 

                                                           
6 Tier 1 Capital is core capital that includes equity capital and disclosed reserves. This figure is commonly used to determine 

capital adequacy of a bank.  

Figure 10: Steps for Increasing the Impact of the CRA Portfolio  
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The term “catalytic first-loss capital refers to socially- and environmentally-driven credit 

enhancement provided by an investor or grant-maker who agrees to bear first losses in an 

investment in order to catalyze the participation of co-investors that otherwise would not have 

entered the deal” (Global Impact Investing Network 2013). “Some investment opportunities that 

have strong potential for social or environmental impact are perceived as having high financial 

risk. Catalytic credit enhancement tools, such as first-loss capital, can encourage the flow of 

capital to these opportunities by improving their risk-return profiles [for investors] and, thus, 

incenting others to invest” (Global Impact Investing Network 2013).  

In essence, the bank could make a small investment from the pool of impact grant funds which 

would absorb the higher reputational or financial 

risk inherent to many socially-driven projects 

(Figure 11). This investment improves the risk 

profile for the project which makes it possible for 

the project to attract funding.  

Benefits to this approach for Community Bank  

include that by having a pool of first loss capital 

available, they can:   

 Build key relationships with best-in-class organizations 

 Attract better quality projects 

 Improve project quality 

 Increase healthy communities impact by supporting quality projects 

Figure 11: Catalytic First-loss Capital can be Leveraged to 
Support Healthy Communities Investments. 
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 Build a specialty in this space which differentiates the bank as a partner for healthy 

communities 

A project completed by The California Endowment (TCE) illustrates how catalytic capital can 

work. TCE wanted to generate financing “to increase access to healthy, affordable food in 

underserved communities, spur economic development, and drive innovation in healthy food 

retailing”. The JPMorgan Chase Foundation provided a third of the catalytic first loss capital 

pool, essentially writing down some risk for JPMorgan Chase, which invested $30 million in the 

senior debt pool. The catalytic first-loss capital lowered the investment risk for JP Morgan Chase 

which allowed them to make an investment in underserved communities which otherwise may 

not have had access to the capital required for these projects. (Global Impact Investing Network 

2013) 

These opportunities shift the bank’s work in healthy communities investments away from pure 

philanthropy to the beginnings of a portfolio with a double bottom line - i.e. they have financial 

and social goals. By taking a more structured approach, targeting investments with evidenced-

based outcomes and strong cross-over between the bank’s core business and social goals, the 

bank can increase the impact of their investments and generate completely new opportunities to 

expand their healthy communities portfolio.  

Testing these Ideas for Viability 

These opportunity areas were presented and discussed at a meeting of the Executive Leadership 

Team on January 22, 2019. By focusing on high-level ideas, concepts could be tested before a 

terrific amount of time was invested in scoping out details of the respective programs. Sharing 

these prototypes was a useful way to illustrate these ideas and gather expertise on whether they 
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were viable for the business. In addition, valuable ideas were gathered about how the programs 

could be structured.  

Examples of insights that came from the conversation include that having a small grant program 

that connects the organization to the local community and provides opportunities for employees 

to participate in community giving is very important to ELT. The conversation stimulated 

additional ideas and highlighted opportunities that were not previously identified. For example, 

sponsorship dollars were thought to be unavailable for this project as they are more of a 

marketing initiative. However, one member of the group proposed that more than $1 million 

currently allocated to sponsorship would be more valuable to both the company and the 

community if it were to be reallocated to the grant program. Thus, the iterative nature of design 

thinking enabled the conversation and supported development of a broader set of investments 

than may have otherwise been considered.    

In addition to those presented above, several additional opportunities were identified, two of the 

most promising are discussed in more detail below. These will be presented to ELT for their 

input in the coming months.  

Opportunity Area #4: Employee Health  

The relationship between health and income is well-established. People with lower income are at 

greater risk for a wide range of diseases and chronic conditions, have poorer mental health, and 

reduced life expectancy (Woolf et al. 2015). Thus, Community Bank programs that seek to 

improve financial security and reduce costs for lower income workers could have a 

disproportionate impact on employee health. This includes programs that (1) relieve cost burdens 

of health insurance, (2) ensure access to needed medicine, and (3) ensure fair wage practices.    
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Also related to employee health, Community Bank operates a number of wellness programs, but 

data were not available to analyze these programs in detail. However, research about the efficacy 

of wellness programs in general has found mixed results and suggests an opportunity to 

investigate the efficacy of these investments (Mattke et al. 2013). In addition, consideration 

should be given to coupling investments in wellness programs with policy changes to support a 

healthier environment at work. For example, employees are offered education in nutrition 

through the wellness program, but typical lunches catered by the bank for employees include 

several unhealthy options. Bringing these efforts into alignment, could increase the impact of 

both investments.  

Opportunity Area #5: Organizational Environment 

Improvements to the workplace environment at Community Bank could be instrumental in 

reinforcing the impact of other employee health initiatives. Research has found that rapid 

changes in workplaces are creating psychosocial environments that adversely affect worker 

health. Recent employee surveys show that there is high variability in employee satisfaction and 

experience, suggest there may be opportunities to improve the psychosocial conditions in which 

employees operate especially as they relate to: sense of control and job demands, workplace 

stress, social support and connection. 
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Implications 

Stepping back from these specific recommendations, working with Community Bank to identify 

opportunity areas and associated investments uncovered five key points that are frequently not 

addressed in the literature on healthy communities:  

#1 - When making the case for health investments, it’s important to speak to both 

the evidence base and to the emotions that compel people to act.  

Community Bank wants to have meaningful and measurable impact on healthy 

communities. They are motivated by many factors and, in many ways, the connections 

they have to their faith and personal experiences were stronger motivators than pushes 

from regulators or even from investors. These are the factors that appear to motivate them 

to go “above and beyond” as well as to open their thinking to embrace a broader 

approach to healthy communities. 

#2 - Businesses can do more to invest in healthy communities but may not know how 

to identify opportunity areas.  

The literature about health is voluminous and generally written for medical and public 

health professionals. While the banking team at Community Bank is interested in 

expanding their investments, assembling a cross-disciplinary team was instrumental to 

identifying opportunity areas. Further, social impact work and translating research to 

action is a unique skill set and many organizations do not have this expertise in house.  
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#3 – Tools and services are needed both to translate data and to facilitate cross-

sector work to develop ideas for investment customized to particular businesses.  

In working with Community Bank, one significant challenge was combing through the 

literature to identify actionable strategies for investment. A framework to guide 

organizations in identifying investments would be useful, as would a regular forum for 

exchanging ideas and experience.  

#4 - Investments that are tailored to the organization may be more likely to be 

adopted and embedded in the work of the organization.  

Linking these activities: helps embed the work in the culture of the organization; 

significantly expands the potential pool of investments; helps to ensure these investments 

are not cut during economic downturns; and shifts the perception about how this work is 

valued. 

#5 - Social impact work tends to focus on external investments but there are major 

opportunities internal to organizations.  

At the beginning this project focused on community almost as another entity.  Learning 

about Community Bank as an organization highlighted that, in addition to the 

communities served, there is real need among employees at the bank as well. The direct 

impact that the organization can have on the lives of employees and their families should 

not be overlooked.  
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Next Steps 

The overall goal for this work was to build on findings about the bank’s philosophy, motivations, 

abilities and resources with respect to investment in healthy communities and show business can 

be more effectively engaged in investing in healthy communities.  

In the final chapter, I introduce a framework developed for Community Bank to help guide them 

in identifying additional opportunities for investments and to support them identifying mutually 

supportive investments within their portfolio which have the potential to amplify the impact they 

have on health.  
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Chapter 4 Healthy Communities Portfolio Investment Approach 

 

 

The project with Community Bank identified several key opportunities for the bank to expand 

the scope of its investments in healthy communities. These spanned investments at the 

community, organization, and individual level. While these projects focus in different areas, 

there is value in managing them as a portfolio of investments, the goal of which is to support 

healthy communities. This chapter lays out five aspect to an investment approach that 

Community Bank can rely on to maximize the health impacts and business benefits from its 

portfolio.   

1. Defining a Goal for the Portfolio   

As noted previously, leadership at Community Bank expressed a strong desire to serve the “least 

of these”. Learning about what this 

meant to leadership at the bank, it 

became clear that it was broadly 

interpreted to mean helping 

members of the community in need 

- not just due to financial poverty, 

but also those suffering because 

other needs were unmet.   

This particular definition of the goal was a key finding of the project, in part because it aligns 

with much of the spectrum of influences that businesses have on healthy communities as 

described in Chapter 2. A framework for flourishing (Figure 12), as presented by Tyler 

Figure 12: Pathways to Human Flourishing Outcomes 
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VanderWeele in On the Promotion of Human Flourishing (2017) was used to translate this goal 

to more specific “domains” of health and well-being: 

A Healthy Community is one that provides its members with the foundational elements that 

support human health and well-being, which include:  

 Physical and Mental Health 

 Financial and Material Stability  

 Close Social Relationships 

 Meaning and Purpose 

 Character and Virtue 

 Happiness and Life Satisfaction 

These domains cover a terrific amount of territory and it is not possible to name every activity 

that a business could pursue. To screen for opportunities the following criteria should be applied 

to investments in the portfolio. Investments should be: 

1. Aligned with the goals of the portfolio (as described above) 

2. Material to the business 

3. Mutually reinforcing  

4. Explicit about expected returns 

5. Grounded in evidenced-based research  

2. Materiality  

A primary consideration for investments is whether they are material - relevant or significant - to 

core business activities and goals. This is a somewhat subjective evaluation based on the goals 

the company has set forth, both in terms of financial and social returns. In terms of business 
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investments in healthy communities, the possibilities for material investments fall into three 

areas of impact: individual, organization, and community.   

As described in Chapter 2: 

 Individual investments largely relate to compensation and benefits for the work force, but 

may also include leave policies and issues related to work-life balance;   

 Organization level investments focus on the physical and psychosocial conditions in 

which workers spend their time; and  

 Community investments relate to the broader conditions in which people live, work and 

play. 

A focus on materiality is supported by research about investments in environmental, social and 

governance (ESG) and sustainably which demonstrates that making social investments that are 

relevant to the business is key to realizing benefits in business performance. Many ESG factors 

have been shown to have positive correlations with corporate financial performance and value. 

Portfolios that have integrated “material” ESG metrics have provided average returns to their 

investors that are superior to those of conventional portfolios, while exhibiting lower risk 

(Kotsantonis, Pinney, and Serafeim 2016). While ESG measures typically address a limited 

number of criteria related to health, the evidence that exists covers a sufficiently large range of 

social impact activities to support its relevance.  

Companies that pursue major sustainability initiatives and publicize them in integrated reports 

and other communications with investors, have also generally succeeded in attracting 

disproportionate numbers of longer-term shareholders. Along with lower risk and a lower cost of 
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capital, companies with high ESG scores have also experienced increases in operating efficiency 

and expansions into new markets (Kotsantonis, Pinney, and Serafeim 2016). 

In conversations with the bank, materiality was translated as a north star, which defined the value 

proposition for each investment:  The greatest 

opportunities for investment in healthy 

communities are found where the strengths of the 

organization intersect with the greatest needs of 

the community (Figure 13).  

The analysis of materiality supported 

identification of the opportunities for the bank 

that are most relevant to their business. Once these were identified, a more detailed investment 

plan could be developed which would also incorporate a critical analysis of potential investments 

based on research-based evidence.  

3. Mutually Reinforcing Investments  

Investments in the portfolio should not be considered in isolation but rather as a complement of 

investments that have the potential to be mutually reinforcing. Social science and behavioral 

economics research speak to the fact that the health of an individual is not dependent solely on 

the physical and psychosocial conditions in which they live but is also interdependent with the 

health of the organization and community to which they belong.  

Based on these so-called network effects, it is unrealistic to expect that investments in individual 

health could be fully realized without complementary investments in the organizations and 

communities in which that individual lives and works.  Illustrating this point, if an individual is 

Figure 13: North Star for the Project 
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found to be pre-diabetic a common intervention is nutrition counseling.  If that person receives 

that counseling but then spends their days in a work environment with an unhealthy nutrition 

culture, they would arguably be less likely to succeed than if they are in an environment that 

supports healthy choices.  

Thus, the investment approach should consider both the range of conditions which support 

individual health and well-being as well as the relationships and channels of influence that 

connect individuals to the communities to which they belong. The Table 2 (above) presents 

additional examples of linkages between investments; each will span at least two levels of 

investment but may include all three – individual, organization, and community.  

Table 2: Examples of Mutually Supportive Investments 
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4. Clarity Around Expected Returns  

Community Bank’s portfolio of healthy communities investments can be expected to span a 

range of activities and asset types. As described by Nancy Yin at The Miller Center for Social 

Entrepreneurship (2017) the spectrum of investments can range from traditional investments that 

prioritize profit to philanthropic investments which are driven exclusively by social goals.   

Community Bank was seeking to maximize their impact, so opportunity areas were identified 

that addressed philanthropy, as well as opportunities for commercial growth that is in alignment 

with healthy communities goals, such as CRA-related investments. The specific opportunities 

that were developed in this project are discussed in detail in Chapter 3 of this paper.  

The expectation for returns naturally varies depending on where each opportunity falls on the 

spectrum for investments. Grant-based giving will typically focus on social benefits while CRA-

investments will balance social benefits with financial returns. Investments in employee health 

will balance program costs with cost savings, employee performance as well as overall portfolio 

goals.  

Expected returns will also vary depending on the mindsets people hold about business 

investments in health. One common perspective is that investments in health decrease profits and 

detract from core business activities. There is significant evidence from the fields of ESG and 

impact investing that this is wrong and, for some, showing them this evidence will motivate them 

to act. A second perspective is that these investments are the right thing to do for employees and 

the larger community and that this work does not compromise profit-driven objectives. 

Understanding and addressing these two different perspectives is useful to clarifying expected 

returns from the portfolio.  
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5. Measuring the Portfolio’s Performance 

The bank sincerely wants to know if their investments are making a difference. When managing 

investments with a social goal, it can be very difficult to know if a change in a given indicator 

results from a given investment. In identifying key metrics for Community Bank’s portfolio, two 

challenges surfaced. First, the bank does not have a lot of infrastructure or in-house expertise to 

complete regular data collection. Second, traditional measures follow a narrow concept of health 

and focus on those things that we can measure with biomedical testing and focused treatment on 

interventions.  

As a greater body of evidence has emerged about social determinants of health, the limitations of 

current measures for health have become apparent. Dimensions like environmental quality, 

mental health, and socioeconomic status are slowly being adopted but are not thoroughly 

integrated with other health data. The data don’t speak to the underlying, upstream causes of 

mortality, or the common chronic conditions in the United States, which are often preventable 

(McGinnis and Foege 1993).   

Additionally, work to develop measurements that encompass a broader set of human health and 

wellbeing is relatively new. In their review of Subjective Measures of Wellbeing (SMB), Lindert 

et al (2015) found dozens of measures aimed at assessing cognitive or other measures of well-

being yet concluded that they could not recommend a single scale as a measure of SMB. They 

noted that “Given the importance of SMB to healthy living and fulfilling ageing, we need to 

bridge research traditions, such as those which focus on understanding the dimensional structure 

of SWB and its relationship to health, and those which focus chiefly on practical application of 

SWB measures in evaluating the outcomes of healthcare policy”. 
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The lack of existing metrics that the bank can rely on to measure outcomes means that it will be 

especially important to clearly identify programs and approaches with a solid evidence base 

which logically link a given investment to the desired health outcome.  

Specific data will generally be easier to collect within the organization than across the 

communities they serve. As a starting place, the bank should begin to measure its own 

performance across the domains of flourishing as described in their portfolio goal.  

To do this, they can utilize a new set of metrics which was presented by Tyler VanderWheele in 

his paper, On the Promotion of Human Flourishing (2017). The twelve-question tool has been 

tested for validity and reliability in measuring individual flourishing; and, it is simple to 

administer either electronically or on paper (See Appendix for the tool). 

Variations of the instrument have been developed and are currently being validated to measure 

workplace, neighborhood, and community flourishing. These survey instruments have the 

potential to provide a nice set of complementary surveys that would be very useful to the bank. 

In addition to these broad measures, the bank will want to explicitly identify goals for each 

project within the healthy communities portfolio. These measures will support the bank in 

assessing how well their investments are performing relative to the expectations for each 

investment.   

Beyond portfolio management, metrics about healthy communities also provide an important 

gauge for how well the organization as a whole is functioning.  
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Ongoing Management 

This portfolio of investments is not static and will be developed over time. The information 

described above has been synthesized into a matrix (Table 3, next page) which maps domains of 

health described above to a range of evidence-based investments that the bank might undertake 

as they build their portfolio. The programmatic and policy investments listed in the matrix are 

not exhaustive but are meant to be illustrative and thought provoking. In addition to providing 

guidance on areas of investment, the matrix maps the range of things that people need to be well 

onto measures of flourishing which can be used as one indicator of performance.  

To allocate capital the business or portfolio manager must identify opportunities and make 

decisions about where to invest. Assessing the wide-range of possible health-related investments 

can be challenging and hard to execute. It is hoped that this tool will support Community Bank in 

building out their portfolio of investments related to community health, identifying additional 

opportunity areas, and in maximizing the impact of their work by linking those opportunities to 

evidenced based research.   
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Communicating the Portfolio Performance 

In addition to materiality being linked to business performance, employee beliefs in a strong 

corporate purpose are also associated with superior financial performance. Firms with employees 

that maintain strong beliefs in the meaning of their work experience better performance.  

Organizations where middle managers and salaried professionals feel a strong sense of purpose 

and have clarity about their job responsibilities and tasks experience superior future financial 

performance (Gartenberg, Prat, and Serafeim 2016). Thus, connecting employees to this 

signature initiative and communicating the results is also critical to maximizing the benefits of 

the portfolio. This can be achieved through initiatives such as: 

 Providing opportunities for employees to work directly on healthy communities 

initiatives through volunteering and participation in the community-oriented giving 

programs.  

 Involving the Marketing and Communications team in communicating the impact of 

the portfolio internally and externally.  

Next Steps for Community Bank  

Community Bank has taken a critical first step in engaging in this project to establish a goal of 

expanding the scope and impact of the healthy communities investments. The opportunity areas 

identified provide the bank with three immediately actionable investments to create some 

momentum for this work. The portfolio structure provides critical guidance which can support 

the bank in identifying additional investments.  

Overall this work has demonstrated how the bank can align healthy communities investments 

with internal priorities, expand beyond grant-based giving, and that a business such as 
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Community Bank has great potential for supporting broader national priorities for improving the 

health of communities.   

The project garnered buy-in from the Executive Leadership Team and other senior leaders within 

the organization. However, ensuring the long-term success of this work will require 

transformation of organizational culture. This will need to address:  

 Developing programs that support healthy communities investments goals across the 

organization  

 Developing Key Performance Indicators that link employee performance incentives to 

both business and healthy communities goals and objectives 

 Dedicating sufficient team capacity and the financial resources necessary to supporting 

the healthy communities portfolio.   

Broader Take-aways from the Project Include:  

 Most business executives are not experts in health. The process of developing a project 

such as this necessarily involves a significant educational component on SDOH as well 

as evidence-based research on healthy communities. 

 Engaging business leadership through an iterative process such as design thinking is a 

useful way to facilitate conversations and share information and expertise, as well as to 

build trust.  

 There are many avenues through which business can influence health at the individual, 

organization, and community level.  

 Businesses have the potential to not just partner in health-based initiatives but to lead 

them. Organizations such as banks that are highly connected and influential in the 
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community may serve as key anchors to support and advocate for broader engagement in 

healthy communities work.  

Conclusion 

The challenge of improving health in the United States will require engagement from not just the 

healthcare system but actors throughout our communities. In the United States today the majority 

- more than 90 percent - of the $3.3 trillion spent annually goes to medical services (Centers for 

Medicare and Medicaid Services 2018), yet, only a small fraction of our health and well-being 

can be attributed to medical care.  

The social, physical and economic environments where we spend our time play a much larger 

role in driving health outcomes - especially those related to chronic disease - than does medical 

care. Upstream factors including “influences as diverse as early childhood development, 

employment opportunities, food availability, air and water quality, transportation, educational 

attainment, public safety, housing, and a myriad of others” account for as much as 60 percent of 

health outcomes (Artigia and Hinton 2018).  

Generating investments in health from sectors beyond healthcare is critical to creating healthy 

physical and social environments which support people in living their healthiest and fullest lives 

possible. This project demonstrates it is possible to make a business case for employers to think 

about making more and different types of investments in healthy communities.  

By applying the SDOH to identify the full-range of mechanisms by which employers can 

influence health, this project shows that businesses not only influence health outcomes for 

employees and their families through compensation and benefits but also through broader factors 
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as varied as financial stability, access to health care, access to healthy food, opportunities for 

physical activity, social connections, management practices and psychosocial conditions. 

There are many avenues through which businesses influence health at the individual, 

organization, and community level and many investments have the potential to be mutually 

supportive. While some of the opportunities developed in the project with Community Bank are 

unique to their organization or to banking as an industry, this work clearly supports the idea that 

any business has the potential to do more to improve the health of their employees.  

Implementation of this work requires us to understand that most business executives are not 

experts in health. The process of working with a business to develop a project such as this 

necessarily involves a significant educational component and requires that we translate terms 

familiar in the realms of public health and medicine to terms that lay persons can understand and 

relate to.   

We cannot expect that most businesses will pick up and implement off-the-shelf solutions.  

Community Bank has significant capacity to do more in terms of healthy communities 

investments but they need hands-on guidance to unlock it. 

Building trust is essential and efforts need to be thought of as a partnership, not an arm’s length 

conversation. Engaging business leadership through an iterative process such as design thinking 

is a useful way to facilitate conversations, reduce bias, share information and expertise as well as 

to build trust. It also supports the two-way exchange of information through which opportunities 

material to the business can be identified.  

Businesses have the potential to not just partner in health-based initiatives but to lead them.  

Organizations such as banks that are highly connected and influential in the community, may 
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serve as key anchors to support and advocate for broader engagement in healthy communities 

work. 

Finally, and perhaps most importantly, the things that connect us as human beings matter. While 

much of the literature focuses on the financial returns, Community Bank was motivated more by 

their faith and the ideas of caring for others, than by cost savings, regulations or investor 

preferences. Making these connections can be a powerful tool for connecting across sectors to 

create a healthier future.  

 

 



69 
 

Appendix 

 

The “Secure Flourish” measure is obtained by summing the scores from each of the six domains. 

Each question is assessed on a scale of 0-10.  

Domain 1: Happiness and Life Satisfaction. 

Overall, how satisfied are you with life as whole these days?  

0 = Not satisfied at All, 10 = Completely Satisfied 

In general, how happy or unhappy do you usually feel?  

0 = Extremely unhappy, 10 = Extremely Happy 

Domain 2: Mental and Physical Health.  

In general, how would you rate your physical health?  

0 = Poor, 10 = Excellent 

How would you rate your overall mental health?  

0 = Poor, 10 = Excellent 

Domain 3: Meaning and Purpose.  

Overall, to what extent do you feel the things you do in your life are worthwhile?  

0 = Not at all worthwhile, 10 = Completely Worthwhile 

I understand my purpose in life. 

0 = Strongly Disagree, 10 = Strongly Agree 
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Domain 4: Character and Virtue.  

I always act to promote good in all circumstances, even in difficult and challenging 

situations.  

0 = Not true of Me, 10 = Completely True of Me 

I am always able to give up some happiness now for greater happiness later.  

0 = Not True of Me, 10 = Completely True of Me 

Domain 5: Close Social Relationships 

I am content with my friendships and relationships.  

0 = Strongly Disagree, 10 = Strongly Agree.  

My relationships are satisfying as I would want them to be.  

0 = Strongly disagree, 10 = Strongly Agree.  

Domain 6: Financial and Material Stability  

How often do you worry about being able to meet normal monthly living expenses?  

0 = Worry All of the Time, 10 = Do Not Ever Worry 

How often do you worry about safety, food, or housing?  

0 = Worry All of the Time, 10 = Do Not Ever Worry
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