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Executive Summary 
Twenty years ago, the Institute of Medicine, now the National Academy of Medicine, published a 

landmark report. Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare revealed that 

racial and ethnic health disparities were deep and pervasive in the US, even after controlling for various 

socioeconomic factors (IoM 2003). Since then, little has changed nationally and in Texas. Home to the 

world’s largest medical center and more hospitals than any state, Texas has poorer outcomes and wider 

disparities than the nation on many markers of health and well-being. This reality underscores what 

research has long shown: health care alone is not sufficient to guarantee health.  

This report identifies how the Texas health system has advanced health equity over the last two 

decades by moving upstream to address the nonmedical drivers of health. The Robert Wood Johnson 

Foundation defines health equity as “everyone has a fair and just opportunity to be as healthy as 

possible. This requires removing obstacles to health such as poverty, discrimination, and their 

consequences, including powerlessness and lack of access to good jobs with fair pay, quality education 

and housing, safe environments, and health care” (Braveman et al. 2017, 2). 

Drawing on secondary data, a systematic literature scan, and in-depth interviews with health 

leaders and experts in Texas, this report highlights the following topics: 

◼ The state of racial and ethnic disparities in health and the nonmedical drivers of health in 

Texas over time.

◼ Promising programs and strategies through which health system players in Texas address

midstream and upstream nonmedical drivers of health as a pathway to health equity.

◼ Perspectives and recommendations on what it will take to achieve health equity and realize

the vision of a healthier Texas for all. 

We define the health system as all organizations, institutions, resources, and people whose primary 

purpose is to improve health. Our intended audience includes a range of players in the broader health 

ecosystem, including leaders and practitioners at hospitals, health centers, health plans, and public 

health agencies, as well as researchers, policymakers, and advocates committed to promoting equitable 

health conditions and outcomes for their communities.  
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Key Takeaways 

Our review of data and initiatives over the last two decades indicates a stark reality of the Texas health 

landscape today: On the one hand, racial and ethnic disparities in health and the nonmedical drivers of 

health remain deeply entrenched. On the other hand, players across the health ecosystem are shifting 

upstream to improve health, not just health care. While this shift is promising, its impact is yet to be 

seen in health outcomes.  

Racial and Ethnic Health Disparities Are Deep, Persistent, and Affect All in Texas 

On average, infants, mothers, and adults in Texas live in poorer health and lead shorter lives than peers 

in most states. Black adults and infants face some of the most pervasive disparities. A Black person at 

birth can expect to live five fewer years than a white person. Black pregnant women and infants face 

mortality rates two times higher than white pregnant women and infants—a disparity that has persisted 

for decades. Other groups also face disparities—Hispanic adults have higher rates of fair or poor health 

status, obesity, and diabetes, and white adults have among highest rates of any cancer and depression in 

the state. 

Health disparities carry a hefty price tag for the state’s economy, affecting large and small 

businesses through lost job productivity, lost earnings from premature deaths, and excess health care 

spending that increases costs for patients, health care providers, and payers. In 2018, Texas had the 

highest cost burden attributable to health disparities in the nation—$40.6 billion for racial and ethnic 

health disparities (2.2 percent of state GDP) and $70.1 billion for education-related health disparities 

(3.9 percent of state GDP) (LaVeist et al. 2023).  

Taken together, these data paint a grim reality of the state today: Texas is not reaching its full 

health potential. From longevity to quality of life to economic prosperity, Texas falls short of the 

outcomes many states are achieving.  

Health Disparities Reflect Inequities in the Nonmedical Drivers of Health 

Research demonstrates that outcomes in health and longevity reflect the conditions in which people are 

born, live, learn, work, and age—the nonmedical drivers of health. Similarly, racial and ethnic health 

disparities are driven by complex factors, including underlying inequities in the nonmedical drivers of 

health. Many of these drivers are rooted in a legacy of structural racism. For example, racial residential 

segregation, enforced by historical laws and policies, has left a lasting impact that has contributed to the 
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concentration of poverty and disinvestment in communities of color over generations, shaping today’s 

inequitable access to quality neighborhoods, housing, schools, jobs, income, wealth, and health 

insurance coverage (Williams and Collins2001). 

Building on this context, we found that Texas consistently ranks low among states on many 

measures of the nonmedical drivers of health, such as income, poverty, education, food insecurity, and 

housing. Communities of color in particular face great challenges. Black households, for instance, have a 

three times higher rate of food insecurity and severe housing problems than white households. Black 

children are also three times more likely to live in poverty than white children. For Hispanic households 

and children, rates of food insecurity, severe housing problems, and child poverty are two times higher 

than for white households and children. Hispanic adults are also six times less likely to have a high 

school education and three times more likely to be uninsured compared with white adults. These racial 

and ethnic disparities in the nonmedical drivers of health play out profoundly in health disparities 

previously described. 

Health System Players across Texas Have Made Some Strides to Address the 

Nonmedical Drivers of Health and Health Equity 

In the absence of robust state policy action supporting health in Texas, health system players have 

stepped up over the last two decades to innovate and address health disparities. Whereas early efforts 

had a predominantly downstream focus (e.g., improving quality of clinical care), the passage of the 

Affordable Care Act in 2010 incentivized a new wave of initiatives to move upstream and address the 

nonmedical drivers of health. Table ES1 summarizes programs and strategies that have recently 

emerged to address the nonmedical drivers of health at the midstream and upstream levels.
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TABLE ES.1 

Midstream and Upstream Strategies for Addressing the Nonmedical Drivers of Health and Advancing 

Health Equity in Texas, by Health System Player 

Health system player Midstream strategiesa Upstream strategiesb 

Hospitals 

For-profit, nonprofit, and 
governmental 

◼ Screening and addressing social 
needs: 9 in 10 general acute care 
hospitals in Texas screen and 
address social needs of patients. 

◼ Hospital-food partnerships: Food Is 
Medicine programs (e.g., medically 
tailored meals and groceries, food 
prescriptions, and “farmacies”), on-
site and mobile food distribution, 
and pop-up events are examples. 

◼ Medical-legal partnerships: Lawyers 
are included in care teams to address 
substandard housing conditions, 
unstable guardianship, lack of 
coverage, and similar problems. 

◼ Community health needs assessments
and community health improvement 
plans: conducted collaboratively and 
regionally with multiple hospitals and 
community partners to identify and 
tackle upstream NMDOH and health 
disparities. 

◼ Anchor institutions: Large urban 
hospitals hire and invest in economically 
distressed communities. 

◼ Multisector collaboratives: Some 
hospital systems participate in large-
scale multisector systems change 
efforts, such as Collective Impact and 
ACH. 

Health centers 

Federally qualified 
health centers and other 
community health 
centers 

◼ Screening and addressing social 
needs: Texas Association of 
Community Health Centers partners 
with Unite Us for a statewide 
coordinated care network. 

◼ Health center–food partnerships, 
medical-legal partnerships, and 
other clinical-community linkages: 
Health centers partner with social 
services and other community 
partners to address their patient’s 
social needs. 

◼ Community-centered health homes: a 
cohort of centers expand the patient-
centered medical home model to 
address NMDOH in neighborhoods. 

◼ Multisector collaboratives: Some 
health centers participate in Collective 
Impact, ACH, and other collaboratives. 

Health payers 

Private, public, and 
managed care 
organizations 

◼ Federal incentives: CMS funded 
three accountable health 
communities in Texas to screen and 
address social needs of Medicaid and 
Medicare patients. 

◼ Managed care organizations: 14 of 
16 MCOs in Texas screen and 
address members' social needs. 

◼ Community investments, such as
supporting training for community 
health workers and population health, 
expanding affordable housing, and 
addressing economic mobility of the 
community. 

◼ Multisector collaboratives: Some 
health plans participate in and/or 
provide financial support for Collective 
Impact, ACH, and other collaboratives. 

Health philanthropy 

State, regional, and local 
health-focused 
philanthropy 

◼ Coordinated care networks: 
Supporting local and regional care 
coordination infrastructure for 
screening and referrals. 

◼ Learning collaboratives: 
Supporting Texas MCO Non-
Medical Drivers of Health Learning 
Collaborative. 

◼ Multisector collaboratives: Supporting 
ACHs, Communities of Solutions, 
Collective Impact, and others. 

◼ Learning collaboratives for equity-
centered community capacity building, 
such as Prosperemos Juntos/Thriving 
Together. 

◼ Participatory grantmaking with 
communities, such as a pilot launched by 
St. David’s Foundation. 
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Health system player Midstream strategiesa Upstream strategiesb 

Local health 
departments 

Local public health 
agencies 

◼ Coordinated care networks:
Implementing local and regional 
coordination of whole-person care. 

◼ Community health assessment and 
improvement plan, conducted every five 
years, used to address community 
NMDOH. 

◼ Multisector collaboratives: local health
agencies serving as a backbone entity 
and/or partner in collaboratives. 

◼ Federal/state grants include $19.5 
million in CDC COVID-19 funds for 
community engagement and health 
equity. 

State health agencies 

HHSC and DSHS 

◼ State NMDOH action plan sets 
steps and goals for Texas Medicaid 
and CHIP to address food insecurity, 
housing, and transportation through 
health care providers and MCOs. 

◼ Federal grants include $45.2 million
from CDC for Health Disparities 
Improvement Initiative to design and 
test community interventions. 

◼ Multisector collaboratives: such as the 
Healthy Families Initiative. 

Academic 
organizations 

Health education and 
research institutions 

◼ Coordinated care networks: serve 
as bridge/backbone entity.  

◼ Research and evidence on the range 
of midstream strategies, including 
social needs screening and clinical-
community partnerships. 

◼ Medical/health professional 
training on social needs, screenings, 
and referrals. 

◼ Multisector collaboratives: serve as
bridge/backbone entity.  

◼ Community-based participatory 
research to build evidence to drive 
structural and systemic change. 

◼ Strengthen the community health
workforce through training and 
systemic changes. 

Nonprofit 
organizations 

Think tanks, community, 
and advocacy 
organizations 

◼ Coordinated care networks: serve 
as bridge/backbone entity.  

◼ Research and evidence on the range 
of midstream strategies. 

◼ Neutral convener: for systems change
initiatives, community health needs 
assessments, and multisector 
collaboration. 

◼ Advocate and champion for policy 
change at legislature. 

Source: Authors’ analysis of secondary Texas health system data, literature review, and interviews with health leaders. 

Notes: ACH = Accountable Communities for Health; CDC = Centers for Disease Control and Prevention; CHIP = Children’s 

Health Insurance Program; CMS = Centers for Medicare & Medicaid Services; DSHS = Texas Department of State Health 

Services; HHSC = Texas Health and Human Services Commission; MCO = managed care organization; NMDOH = nonmedical 

drivers of health. 
a Midstream strategies advance health equity by addressing NMDOH at an individual level (i.e., social needs). 
b Upstream strategies advance health equity by addressing NMDOH at a community level (i.e., community conditions for health). 

Recommendations for Moving Forward 

Interviews with health leaders and experts across Texas provide insight into the ongoing challenges 

that impede health system efforts toward health equity and what it will take to progress. Below, we 

summarize the interviewee’s considerations and recommendations for realizing the vision of better and 

equitable health in Texas.  
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Frame Health Equity in Ways That Are Inclusive, Data-Driven, and Solutions-

Oriented 

Nearly all the interviewed health leaders discussed the challenges surrounding the term health equity in 

Texas and the need to reframe how we talk about it to garner broader understanding and support for 

critical policy and action. The following are recommendations to consider when framing health equity: 

◼ Move away from words and jargon to using data, maps, visuals, and storytelling to 

demonstrate health inequities—who is impacted, how, and why.

◼ Make a business case or value proposition for why achieving better and equitable health 

matters for different health system players.

◼ Use a solutions-oriented approach that moves beyond discussing problems to identifying

innovative and evidence-based solutions for closing gaps between populations in the

nonmedical drivers of health and health outcomes.

◼ Ground health equity in shared American values, such as advancing liberty and justice for all 

and promoting conditions that enable everyone to make healthful personal choices.

◼ Be inclusive in messaging. Disparities exist across intersectional identities and diverse 

communities, some enduring long-standing inequities based on historical systemic policies and 

others facing marginalization based on more recent policies or circumstances.

Apply a Multilevel Systems Change Approach to Advancing Health Equity 

The consensus among the health leaders we interviewed is that addressing the nonmedical drivers of 

health presents a pathway for achieving health equity in Texas. However, leaders recognized that in 

doing so, health system players could serve as leaders, partners, and advocates in all levels of 

intervention—downstream (within health care), midstream (through clinical-community linkages), and 

upstream (by addressing community conditions for health). The following are key recommendations 

provided by interviewed leaders: 

◼ Leverage the momentum of midstream progress to move farther upstream. In doing so, health 

system leaders can ask, which upstream actions would have the greatest impact on the health 

of the communities we serve? Which health, nonhealth, and community partners are needed to 

make a collective change?
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◼ Address the interconnections of nonmedical drivers of health. Strategies may include 

screening and resolving multiple social needs; leading or participating in multisector 

collaborative initiatives that tackle multiple determinants of health; or colocating resources 

(food, housing, transportation, health care) in community resource hubs.

◼ Explore the root causes of inequities in the nonmedical drivers of health. Identify the role of 

structural factors in shaping uneven conditions and access to the nonmedical drivers of health

in the community. Organizations may need to acknowledge their own systems of bias and the 

role and impact of historical laws and policies.

◼ Expand health insurance coverage for low-income individuals. All health leaders identified 

Medicaid expansion as a critical driver of health in Texas. They suggested that any systemic 

approach to achieving better and equitable health for everyone must push for coverage 

expansions for low-income individuals.

Authentically Engage Communities as Partners in Advancing Health Equity 

Health leaders identified the importance of engaging communities in upstream efforts to achieve better 

and equitable health. The following are their points for consideration: 

◼ Recognize that community engagement is not a one-time activity but a long-term, ongoing 

process of building relationships and trust. 

◼ Move from transactional to transformative partnerships that engage community members as 

experts and partners in long-term solutions. 

◼ Remember, there is no one-size-fits-all approach. Depending on the community, issues of 

focus, and scope and nature of work, the level of partnership and engagement will vary. 

◼ Value community expertise by adequately paying community members for their time, similar 

to paid staff or consultants. Make community participation easy and accessible.

Value and Invest in Achieving Better and Equitable Health 

Health leaders identified the importance of valuing and investing in long-term sustainable solutions for 

health equity and aligning financial incentives across the health ecosystem. In doing so, they offered the 

following recommendations: 
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◼ Reestablish a state office of health equity. Several health leaders discussed the need for a 

permanent, sustainable office of health equity that could pave the way for more sustainable

funding, investment, and support of health equity priorities statewide.

◼ Leverage philanthropic funding, hospital community benefits, and other support to invest in 

longer-term, systemic solutions. This may involve support for cross-sector collaborative and 

place-based initiatives that address community conditions for health or building the capacity of 

community-based organizations to design and lead change in their communities.

◼ Build on federal and state momentum to incentivize the health system to address nonmedical

drivers of health. Recent federal and state movements toward value-based care, including the 

Non-Medical Drivers of Health Action Plan (Texas HHSC 2023), serve as important leverage 

points for incentivizing health care providers and health plans to address and pay for the 

nonmedical drivers.

◼ Generate an evidence base for what works to compel financial investment. Some health 

leaders recognized the need for more evaluations to identify what works, in what contexts, and 

how to drive long-term systemic change. Without more research into upstream solutions to 

health equity, the leaders said, “there may not be adequate evidence to put money behind it.”

Conclusion 

Twenty years ago, Unequal Treatment provided groundbreaking scientific evidence for the long-standing 

racial and ethnic health disparities in the US. The report galvanized a movement to close gaps in health 

nationally and in Texas. Yet, two decades later, the disparities remain firmly entrenched. Our report 

glimpses into the state of racial and ethnic health disparities in Texas and the health system's role in 

promoting better health and health equity through upstream community-centered initiatives. While 

still too early to see the impact, Texas health leaders are cautiously optimistic that by addressing the 

root structural and nonmedical drivers of health through evidence-based strategies and the authentic 

engagement of communities in solutions, the state can come closer to realizing the vision of health 

equity.  



Moving Upstream to Achieve Better 

and Equitable Health in Texas:  

Health System Strategies and 

Perspectives 
In 2003, the Institute of Medicine, now the National Academy of Medicine, published a landmark report. 

Unequal Treatment: Confronting Racial and Ethnic Disparities in Healthcare revealed that disparities are 

“remarkably consistent,” even after controlling for socioeconomic factors such as income, education, 

and insurance status (IoM 2003, 5). The report sought to uncover the extent of racial and ethnic 

disparities in health care, evaluate potential sources of disparities such as bias and discrimination, and 

recommend interventions to eliminate the disparities. 

Commissioned by a Republican-led Congress with bipartisan support during the Clinton 

administration, Unequal Treatment received significant national attention and prompted new programs 

and policies. Yet, the nation has made little progress on eliminating racial and ethnic health disparities in 

the 20 years since its release. The unequal impact of the COVID-19 pandemic is a case in point, 

underscoring how much work is left in the nation, in Texas, and in other states where health disparities 

remain deep and persistent.  

In Texas, on average, people lead shorter lives and live in poorer health than in the US, with 

communities of color and low-income and rural populations facing the poorest outcomes. Before the 

COVID-19 pandemic, the average life expectancy in Texas was lower than the national average and 

varied by as much as 30 years by zip code (UT Southwestern 2019). During the pandemic, the state 

experienced one of the nation’s largest declines in life expectancy.1 Texas has consistently ranked in the 

bottom half in state rankings of health and well-being over the last two decades. During this period, it 

remained the state with the highest uninsured rate while performing poorly on health care access 

(America’s Health Rankings 2002, 2022). 

At the same time, Texas is often seen as the “vanguard” of the nation’s unfolding demographic and 

economic transformation.2 The growth in its population and diversity, coupled with steep economic 

gains over the last few decades, have placed Texas as the 9th largest economy globally.3 Texas is also 

home to the Texas Medical Center, the world’s largest medical center, leading in health care innovation, 

research, and delivery. The state has more hospitals than any in the nation and the second-largest 

health care workforce nationwide.4  
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Unequal Treatment at 20 

This work is part of a series of publications that commemorates the 20th anniversary of the 2003 

Institute of Medicine report Unequal Treatment: Confronting Racial and Ethnic Disparities in Health Care. 

This report found that people of color received lower-quality health care than white patients, even 

when access-related factors were held constant. Two decades later, we still observe the same 

inequities, which has motivated thought leaders to imagine how to redesign the health care system so it 

works equitably. 

Yet, despite this abundance of resources and health care, people in Texas lag on health and well-

being. This is because health outcomes are shaped by factors beyond health care. Research shows that 

over 80 percent of health is shaped by the conditions in which people are born, live, learn, work, and 

age—commonly referred to as the social determinants of health or, more formally, as the nonmedical 

drivers of health (Hood et al. 2016). Nonmedical drivers include quality housing, a livable income, and 

access to nutritious foods. Racial and ethnic disparities in health are driven by inequities in the 

nonmedical drivers of health—both of which are deeply rooted in structural racism. 

This report identifies how the Texas health system is advancing health equity by moving upstream 

to address the nonmedical drivers of health. Through a review of the last 20 years of health disparities 

data and health equity initiatives, we reflect on progress and promising practices for better and 

equitable health in Texas. Building on this progress, we share insights from health leaders and 

changemakers across the state on how health system players can continue bolstering community-

centered upstream actions for health and health equity.  

The Robert Wood Johnson Foundation defines health equity as “everyone has a fair and just 

opportunity to be as healthy as possible. This requires removing obstacles to health such as poverty, 

discrimination, and their consequences, including powerlessness and lack of access to good jobs with 

fair pay, quality education and housing, safe environments, and health care” (Braveman et al. 2017, 2). 

For this report, we define health system according to the World Health Organization: 

A health system consists of all the organizations, institutions, resources, and people 
whose primary purpose is to improve health. This includes efforts to influence 
determinants of health as well as more direct health-improvement activities (2010, vi). 

Why focus on the health system perspective in Texas? As a $43 billion and rising industry in Texas, 

the health system serves as a major economic engine in communities across the state. The industry has 

the power, influence, and resources to drive systemic change toward achieving better health for all.5 
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Furthermore, with the state’s history of less robust state political action to support health and well-

being, the health system is helping to transform how health is valued and delivered to achieve better 

and more equitable health outcomes and cost savings.  

This report intends to inform, educate, and inspire upstream, community-centered action for health 

and health equity across various health system players in Texas and other states with a similar political 

landscape. This readership includes leaders and practitioners at hospitals, health centers, and public 

health agencies, as well as policymakers, payers, philanthropists, researchers, and advocates. 

Methods 

We used a multipronged approach to understand the state of racial and ethnic health disparities in 

Texas over the last two decades and to identify promising practices, lessons, and perspectives on 

upstream, community-centered actions for achieving better and equitable health. This approach 

involved the following three steps: 

1. A review and analysis of secondary data was conducted to identify the context and the state of 

health disparities in Texas over time. Data were extracted from public sources for a subset of 

measures of health, health care, and the nonmedical drivers of health across the life course by 

race and ethnicity at the state and local levels, as available. While the intent was to capture data 

over the last 20 years coinciding with the release of Unequal Treatment, there were several 

limitations: the availability, reliability, and comparability of state disparities data over time. As

such, point-in-time estimates for the most recent period and prior periods (as available) were 

extracted for selected measures.

2. A review of peer-reviewed and grey literature was conducted to identify the evolving 

landscape of upstream, community-centered programs and initiatives led by health system 

players in Texas to improve health and achieve health equity. We developed criteria for the

inclusion of identified articles, papers, reports, and other content. Published literature and 

content meeting the following criteria were included for review:

» Published over a 20-year period between March 2003 to March 2023.

» Highlighted Texas-based initiatives and programs led by various health system players (e.g.,

hospitals, health centers, health plans, philanthropy, public health, academia, and 

nonprofits). 
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» Addressed health disparities or promoted health equity through efforts to address the

midstream health-related social needs (individual level) or the upstream nonmedical 

drivers of health (community level). 

» Demonstrated partnership or engagement with communities.

The literature search was conducted using a two-step process. First, we developed 

a list of keywords to systematically search for and identify relevant content through 

PubMed, Google Scholar, and Google. Keyword searches included a combination of 

various terms that built on the inclusion criteria. We reviewed titles and abstracts or 

other summary information for relevant results returned by search engines for various 

combinations of keyword searches. Literature and content meeting the criteria were 

included for a full review.  

Second, we used a snowballing method to identify additional upstream community-

centered health initiatives mentioned in the reviewed literature or in-depth interviews 

with health system leaders. More than 50 articles, reports, and other content were 

selected for inclusion. We extracted and categorized relevant initiatives by health 

sector and how far upstream they were in focus and reach. Initiatives addressing 

individual nonmedical or social needs were categorized as midstream, whereas 

initiatives addressing community-level nonmedical drivers of health were categorized 

as upstream.  

3. In-depth interviews were conducted with health leaders to capture perspectives on the 

current and future role of the health system in Texas in achieving better and equitable health

through upstream community-centered initiatives. Interviewees were identified by an initial 

scan of health equity initiatives focused on upstream approaches across the state combined 

with snowball sampling based on recommendations from other interviewees and Episcopal 

Health Foundation. Participants represented a range of sectors, geographies, communities, and 

perspectives, including health care, health payers, public health, academia, nonprofits, rural 

health, maternal health, mental health, and community health. 

We developed an interview protocol in collaboration with the Episcopal Health Foundation 

team. Questions asked health leaders to share their broad perspectives on health equity; 

reflect on promising ways in which the health system in Texas is promoting health equity by 

engaging communities and addressing the upstream drivers of health; discuss barriers and 

challenges to promoting health equity; and recommend actions to realize the vision of better 

and equitable health for all in Texas.  
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Fifteen interviews were conducted with a diverse group of 16 health leaders across the 

state between February and April 2023. Interviews were conducted virtually by two 

researchers (one based in Texas and the other in Washington, DC) using Zoom video 

conferencing. All interview participants verbally consented to their participation. The 45–to 

60-minute interviews were recorded, transcribed using Otter.ai, and cleaned for data accuracy.

Cleaned transcripts were coded and analyzed using ATLAS.ti 23 through a multistage process. 

In the first stage, two researchers independently coded one transcript using an inductive (open 

coding) approach. They met to reconcile differences in coding and reach consensus to generate 

an initial codebook of key topics and subtopics. In the second stage, the two researchers 

independently coded seven additional transcripts, deductively applying codes from the 

codebook and making additions or modifications where needed. The two researchers met to 

reconcile the coding of the second set of transcripts and update the codebook accordingly. 

Recognizing the strong agreement between the two researchers, the final stage of coding the 

remaining transcripts was completed deductively by one researcher. All qualitative data were 

thematically analyzed, identifying patterns and clusters of codes that ultimately generated the 

final themes discussed in this report.  

Our research has some limitations: 

◼ First, it is not an exhaustive review of health disparities data or health system strategies 

advancing health equity across Texas over the last two decades. It reflects data, initiatives, and

work readily available in the public domain. 

◼ Second, in some cases, data by race and ethnicity were limited to four groups: Black, Hispanic, 

other, and white. This was often attributed to small sample sizes or unreliable estimates for 

racial and ethnic groups with smaller population sizes. This posed a significant limitation to 

understanding the disparities affecting the Asian population, a rapidly growing group in Texas. 

When the Asian population was included in the data, this group typically performed better than 

others when taken as a whole. However, the Asian population is diverse and comprises varying 

needs, circumstances, and cultural customs not reflected in the findings. 

◼ Finally, this report includes perspectives from a subset of leaders and stakeholders across a 

much larger health ecosystem in Texas. While interviewees represented a range of 

perspectives, sectors, and communities, most were concentrated in urban areas. 
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Despite these limitations, this report sheds light on where the health system has been, where it is 

now, and where it needs to go to move upstream, engage communities and cross-sector stakeholders, 

and achieve better and equitable health.

Racial and Ethnic Health Disparities Persist in Texas 

According to America’s Health Rankings (2002, 2022), Texas has ranked toward the bottom on overall 

health and well-being for the last two decades, ranking 34 in 2002 and dropping to 38 by 2022. A 

deeper dive into the state’s data shows that the “breadth, depth, and persistence” of health disparities in 

Texas underlie these poor rankings nationally (America’s Health Rankings 2021, 1). Although some 

people face far greater challenges than others, health disparities affect all people in Texas in some 

way—be it in terms of longevity, health outcomes, or economic costs.  

The Pulse of Health Disparities 

This section highlights the pervasive nature of racial and ethnic health disparities in Texas for select 

markers of population health and discusses the economic costs of these disparities. 

LIFE EXPECTANCY  

Based on the latest data from the Centers for Disease Control and Prevention (CDC 2022), Texas 

ranked 30—the bottom half of the nation—in average life expectancy at birth in 2020. The average life 

expectancy at birth in Texas was 76.5 years in 2020. People in Texas could expect to live almost three 

fewer years than people in Washington (79.2 years), Minnesota (79.1 years), California (79.0 years), and 

Massachusetts (79.0 years). 

People in Texas also face wide gaps in longevity depending on where they live and who they are. A 

2019 report showed that life expectancy at birth could vary by as much as 30 years by zip code, ranging 

from 66.7 years in Fort Worth to 97.0 years near Austin (UT Southwestern 2019). Life expectancy also 

varied by race and ethnicity: a Black person (72.1 years) could expect to live five and seven fewer years 

at birth, respectively, compared with white (77.2 years) and Hispanic persons (79.1 years). 

Furthermore, zip codes in Texas with a higher concentration of poverty had lower life expectancies. The 

COVID-19 pandemic further exacerbated these gaps in life expectancy: Texas experienced one of the 

nation’s largest declines, dropping two years between 2019 and 2020 (CDC 2022). 
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INFANT HEALTH 

Infant mortality is measured as the number of deaths that occur among infants before the age of 1 per 

1,000 live births. The infant mortality rate in Texas was 5.4 per 1,000 births in 2019–20, which remains 

similar to the national rate (5.5 per 1,000 births).6 Yet, Texas made some progress in reducing racial 

disparities in infant mortality. Among Black infants, the infant mortality rate decreased 20 percent from 

12.2 per 1,000 births in 2003–06 to 10.1 per 1,000 births in 2015-18.7 However, Black infants 

continued to have the highest infant mortality rate in the state, roughly two times higher than 

Asian/Pacific Islander, Hispanic, and white infants (figure 1).  

In 2019, preterm birth and low birth weight were the leading causes of infant mortality in Texas 

(Texas DSHS 2021). In 2016-19, Black babies (13.6 percent) had a two times higher prevalence of low 

birth weight than white (7.1 percent) and Hispanic (7.9 percent) babies—a trend that has remained 

stagnant since 2003–06 (figure 2). 

Black babies in Texas have an infant mortality rate and a low birth-weight rate two times 

higher than white and Hispanic babies. 

FIGURE 1 

Infant Mortality in Texas by Race and Ethnicity, 2003–06 to 2015–18 

Number of deaths before age 1 per 1,000 live births 

URBAN INSTITUTE

Source: “Infant Mortality,” America’s Health Rankings, https://www.americashealthrankings.org/.  

Note: API = Asian/Pacific Islander. Data are from Centers for Disease Control and Prevention, National Vital Statistics System 

Linked Birth-Death Records, 2003–06 to 2015–18. 
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FIGURE 2 

Low Birth Weight in Texas by Race and Ethnicity, 2003–06 to 2016–19 

Percentage of infants weighing less than 2,500 grams at birth 

URBAN INSTITUTE

Source: “Low Birth Weight,” America’s Health Rankings, https://www.americashealthrankings.org/.  

Note: API = Asian/Pacific Islander. Data are from Centers for Disease Control and Prevention, National Vital Statistics System 

Public Use Natality Records, 2003–06 to 2016–19. 

MATERNAL HEALTH 

Maternal health is an important marker of the health and well-being of a society (Crear-Perry et al. 

2021). Yet, the US has unacceptably poor maternal health when compared with other developed 

countries (Kassebaum et al. 2014). Texas performs even more dismally. It has a significantly higher 

maternal mortality rate than both the nation and more than 30 high-income countries.8 In 2018–21, the 

maternal mortality rate in Texas was 28.1 per 100,000 live births compared with a national rate of 

23.5.9 Maternal health has declined nationally over the last two decades—a trend also reflected in 

Texas.  

Racial disparities in maternal health remain deep and persistent as well. According to the Texas 

Maternal Mortality and Morbidity Review Committee’s 2022 report, Black women had a four times 

higher rate of pregnancy-related mortality (47.6 per 100,000 live births) than Hispanic women (10.8) 

and a two times higher rate than white women (20.3) in 2013 (Texas DSHS 2022). A newly released 

addendum shows a decrease in pregnancy-related mortality ratios in Texas in 2019, though disparities 
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persist (Texas DSHS 2023). The report identified that 90 percent of pregnancy-related deaths were 

preventable and documented complex structural and systemic factors that contributed to these deaths 

(e.g., poor quality of care, lack of health care access, discrimination, community, and housing conditions), 

reinforcing national findings (Texas DSHS 2022; Valerio et al. 2023). Black mothers also had nearly 

double the rate of severe maternal morbidity than white mothers—a trend that has persisted for at least 

the last decade in Texas (Texas DSHS 2021; figure 3). 

FIGURE 3 

Severe Maternal Morbidity in Texas by Race and Ethnicity, 2011–20 

Cases per 10,000 delivery hospitalizations 

 

URBAN INSTITUTE  

Source: Texas Department of State Health Services, 2021 Healthy Texas Mothers and Babies Data Book, Austin: Texas DSHS, 2021. 

PHYSICAL AND MENTAL HEALTH 

Self-reported health status is a measure of health-related quality of life, and it captures how adults 

perceive their own health. Self-reported health status is an important predictor of various health 

outcomes, including mortality, morbidity, and functional status (DeSalvo 2006).10 According to the 

2022 America’s Health Rankings, Texas ranked 40th nationally on self-reported “high” health status 

(United Health Foundation 2022). With respect to self-reported “fair or poor” health status, Hispanic 

(23.3 percent) and Black (18.0 percent) adults had higher rates compared with white adults (14.8 
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percent) and adults of another race (9.5 percent). These disparities have persisted over at least the last 

decade (figure 4).  

FIGURE 4  

Fair or Poor Health Status in Texas by Race and Ethnicity, 2011–21 

Percent 

 

URBAN INSTITUTE  

Source: Texas Behavioral Risk Factor Surveillance System, Texas Department of State Health Services, 2011–21. 

CHRONIC ILLNESS  

Though Black and Hispanic adults reported poorer health status than white adults in Texas, 

disparities among specific chronic conditions varied (table 1). Black and Hispanic adults experienced 

significantly higher rates of obesity than white adults, and the overall rate of obesity increased over 

time. Similarly, the rate of diabetes in Texas increased significantly over time, with the highest rates 

among Black and Hispanic adults. These disparities have also been consistent over time, from 2011 to 

2021.  

White adults fared worse than other groups for some chronic illnesses (table 1). Rates of any cancer 

were three times higher for white Texas adults than all other groups in 2021, and their risk of 

cardiovascular disease was high as well. Rates of depression increased slightly in Texas overall from 

2011 to 2021, but white adults had higher rates of depression than adults in Texas overall.  
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TABLE 1 

Chronic Illness Prevalence in Texas by Race and Ethnicity, 2011–21 

Percent 

Chronic Illness Population 
2011 

Prevalence 
95% Confidence 

Interval, 2011 
2021 

Prevalence 
95% Confidence 

Interval, 2021 

Depression Total 16.6 [15.6, 17.7] 18.6 [17.3, 19.9]  
Black  14.9 [11.9, 18.6] 15.5 [12.0, 19.8]  
Hispanic 13.4 [11.7, 15.2] 16.2 [14.1, 18.7]  
Other or 
Multiracial 

14.5 [10.7, 19.3] 11.3 [8.1, 15.5] 

 
White 19.6 [18.0, 21.2] 23.0 [21.1, 25.0] 

Obesity Total 30.4 [29.1, 31.8] 36.1 [34.4, 37.8]  
Black  39.5 [34.7, 44.6] 43.5 [38.1, 49.1]  
Hispanic 34.4 [31.8, 37.2] 42.5 [39.2, 45.9]  
Other or 
Multiracial 

18.7 [12.5, 27.1] 16.5 [11.9, 22.3] 

 
White 27.0 [25.4, 28.8] 31.5 [29.4, 33.7] 

Diabetes Total 10.2 [9.4, 11.0] 11.5 [10.5, 12.5]  
Black  12.1 [9.5, 15.3] 13.8 [11.0, 17.2]  
Hispanic 11.8 [10.4, 13.3] 12.5 [10.7, 14.5]  
Other or 
Multiracial 

7.8 [5.1, 11.9] 7.6 [4.4, 13.1] 

 
White 8.8 [7.9, 9.7] 10.6 [9.4, 12.0]      

[0.0, 0.0] 

Cardiovascular 
disease 

Total 7.5 [6.9, 8.1] 7.3 [6.6, 8.0] 

 
Black  9.5 [7.2, 12.5] 6.7 [5.0, 9.0]  
Hispanic 5.1 [4.2, 6.2] 5.1 [4.0, 6.3]  
Other or 
Multiracial 

5.9 [4.0, 8.6] 2.5 [1.4, 4.4] 

 
White 8.7 [8.0, 9.6] 10.1 [8.9, 11.4] 

Any cancer Total 10.4 [9.6, 11.2] 9.9 [9.0, 10.8]  
Black  6.5 [4.4, 9.5] 5.1 [3.7, 7.0]  
Hispanic 3.7 [3.0, 4.5] 4.5 [3.2, 6.2]  
Other or 
Multiracial 

6.9 [4.9, 9.7] 5.1 [3.0, 8.4] 

 
White 16.4 [15.1, 17.7] 17.1 [15.6, 18.7] 

Source: Texas Behavioral Risk Factor Surveillance System, Texas Department of State Health Services, 2011–21. 

The Economic Cost of Health Disparities 

Health disparities pose a substantial economic burden to society in the form of excess medical spending 

for patients, health care providers, and health payers; lost job productivity in the labor market; and 

earnings lost from premature (and preventable) deaths. Over at least the last decade these costs have 

risen sharply across the nation.  

Estimates for 2018 show that the economic cost of racial and ethnic health disparities across the US 

was $421 billion, compared with 2006, when it was $309 billion (LaVeist et al. 2011, 2023). In 2018, the 
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cost of education-related health disparities was $940 billion for the nation—a cost more than double 

that of race-based disparities. Texas had a higher cost burden of health disparities than any state. In 

2018, racial and ethnic health disparities cost the state $40.6 billion (2.2 percent of the Texas GDP), and 

education-related health inequities cost $71.1 billion (3.9 percent of the Texas GDP) (LaVeist et al. 

2023). 

In 2018, Texas had the highest cost burden of racial, ethnic, and educational health 

disparities nationally. 

Health Disparities Reflect Inequities in the Nonmedical 

Drivers of Health 

Research demonstrates that outcomes in health and longevity reflect the conditions in which people are 

born, live, learn, work, and age—the nonmedical drivers of health (Weinstein et al. 2017). Racial and 

ethnic disparities in health are driven by a complex interplay of inequities in the nonmedical drivers of 

health, which are rooted in our nation’s legacy of structural racism—from past slavery and Indian 

removal to Jim Crow segregation, immigrant exclusion policies, and more.  

Discriminatory housing policies are an example of structural racism that intentionally segregated 

communities along racial and ethnic lines for decades. While such policies were outlawed roughly 50 

years ago, the impact of these policies continues to shape uneven opportunities today. Specifically, 

discrimination has contributed directly to the intergenerational concentration of poverty and 

disinvestment in communities of color, which in turn has shaped inequitable conditions and access to 

quality neighborhoods, housing, schools, jobs, income, wealth, health insurance coverage, and medical 

care, serving as a “fundamental cause” of racial health disparities (Williams and Collins 2001). About 

three in four neighborhoods that were redlined and racially segregated several decades ago continue to 

struggle economically today (Mitchell and Franco 2019). 

Nationally, a robust body of research demonstrates that populations facing systemic 

marginalization have both poorer life opportunities and poorer health outcomes (Williams and Collins 

2001). We found this to be true in our review of data. For instance, Texas’s poor ranking on health 

reflects its poor ranking on myriad social and economic factors. Texas ranks toward the bottom 
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consistently on measures of income, poverty, education, food insecurity, and housing. Black and 

Hispanic people, in particular, face great challenges on these measures that translate to poorer health 

outcomes in a variety of ways. This section highlights the disparities people in Texas face on key 

nonmedical drivers of health.  

Housing 

Housing—including quality, affordability, stability, and ownership—is an important nonmedical driver of 

health and well-being (Rolf et al. 2020). Research shows that housing is a “critical pathway” by which 

people achieve good health (Swope and Hernandez 2020, 2). It determines the quality of resources 

individuals and families can access, including schools, jobs, safety, food, transportation, and medical 

care.11 Yet, Texas lags on many housing measures nationally, ranking in the bottom 10—specifically 

40th on severe housing problems and 46th on homeownership in 2022.12  

Racial disparities have also remained wide and persistent across measures of housing. For example, 

in 2015–19, Hispanic (23. 2 percent) and Black (22.2 percent) occupied housing units had almost two 

times the rate of severe housing problems (e.g., lack of kitchen or plumbing facilities, overcrowding, or 

severely cost-burdened) as white occupied housing units (12.1 percent; figure 5).13 This disparity has 

remained consistent for more than a decade. Similarly, in 2021, white-occupied housing units in Texas 

had a markedly higher likelihood of being owned by the occupant than Black- and Hispanic-occupied 

housing units, with disparities remaining persistent over time (figure 6).14 These disparities have strong 

roots in historical and current policies that have barred communities of color from owning homes, 

accumulating wealth, and moving to thriving communities (Williams and Collins 2001). 
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FIGURE 5 FIGURE 6 

Percentage of Occupied Housing Units in Texas 

with Severe Housing Problems, by Race and 

Ethnicity, 2015–19 

Percent 

Percentage of Housing Units Owned by the 

Occupant in Texas, by Race and Ethnicity, 2021 

Percent 

Source: “Severe Housing Problems,” America’s Health Rankings,  

https://www.americashealthrankings.org/.  

Note: API = Asian/Pacific Islander. Data are from US 

Department of Housing and Urban Development, 

Comprehensive Housing Affordability Strategy, 2015–19.  

Source: “Homeownership,” America’s Health Rankings, 

https://www.americashealthrankings.org/.  

Note: Data are from US Census Bureau, American Community 

Survey, 2021. 

URBAN INSTITUTE

Income and Poverty 

Income and poverty are inextricably linked with health and well-being. Individuals and families with 

lower incomes, especially those below the federal poverty level, struggle to meet basic needs such as 

food, housing, and health care. As research shows, “the United States has among the largest income-

based health disparities in the world: Poor adults are five times as likely as those with incomes above 

400 percent of the federal poverty level to report being in poor or fair health” (Khullar and Chokshi 

2018, 1).  

Texas performs worse than the nation and most states on measures of income and poverty, ranking 

in the bottom quartile in 2022.15 For example, over the last decade, child poverty rates have been 

consistently higher in Texas than in the nation.16 Notwithstanding some progress, disparities have also 

65.6%

41.3%

58.7%

71.3%

Asian Black Hispanic White

17.7%

22.2%
23.2%

12.1%

API Black Hispanic White

https://www.americashealthrankings.org/
https://www.americashealthrankings.org/


M O V I N G  U P S T R E A M  T O  A C H I E V E  B E T T E R  A N D  E Q U I T A B L E  H E A L T H  I N  T E X A S  1 5  

persisted over time. In 2022, Black (28 percent), Hispanic (25 percent), and Multiracial (22 percent) 

children faced a poverty rate three times higher than white (9 percent) children (figure 7).17  

In 2022, Black, Hispanic, and multiracial children faced a poverty rate three times higher 

than white children in Texas.  

FIGURE 7 

Child Poverty in Texas by Race and Ethnicity, 2012 to2022 

Percentage of children birth to age 17 living in poverty 

URBAN INSTITUTE

Source: Kids Count Data Center, “Children in Poverty by Race and Ethnicity in Texas,” Annie E. Casey Foundation, 2012–22, 

https://datacenter.aecf.org/data/tables/44-children-in-poverty-by-race-and-ethnicity.  

Note: API = Asian /Pacific Islander. 

Education 

Education has a lifelong impact on health. Research shows that educational attainment increases access 

to good jobs with health insurance coverage, neighborhoods with health-promoting resources, and 
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knowledge of healthful behaviors (Center on Society and Health 2014). Individuals with lower levels of 

education have significantly poorer health than those with higher levels of education. In the 2018–19 

school year, 90 percent of Texas high school students graduated with a regular high school diploma 

within four years of starting 9th grade, a higher graduation rate than the national average of 85.8 

percent.18 However, 14.6 percent of Texas adults had less than a high school education in 2021, higher 

than the national rate of 10.6 percent.19 In 2021, Texas ranked 49th on this measure. According to 

America’s Health Rankings 2021 Health Disparities Report (America’s Heath Rankings 2021), racial and 

ethnic disparities were particularly wide and persistent on this measure in Texas. Specifically, in 2015–

19, Hispanic adults (34.4 percent) had less than a high school education at a rate nearly six times higher 

than white adults (6.1 percent) (figure 8). 

FIGURE 8 

Adults with Less Than High School Education in Texas by Race and Ethnicity, 2005–09 to 2015–19 

Percent  

URBAN INSTITUTE

Source: “Less Than High School Education,” America’s Health Rankings, https://www.americashealthrankings.org/.  

Notes: API = Asian /Pacific Islander. Data are from US Census Bureau, American Community Survey PUMS, 2005–19. 

Food Insecurity 

Food insecurity is defined as an economic and social condition in which a person has limited or 

uncertain access to food.20 Food insecurity leads to considerable stress for individuals and families. 

Inability to afford nutritious food is linked to diet-related chronic diseases such as high blood pressure 
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and diabetes, as well as depression, anemia, and behavioral problems in children. Food-insecure families 

often face difficult trade-offs between affording food, medical care, or housing.21 

According to 2019–21 data, Texas had a higher rate of food insecurity than the national average, 

13.7 percent compared with 10.4 percent, placing Texas in the bottom fifth of states nationally.22 

Disparities data from 2003–07 to 2015–19 show that rates of food insecurity were consistently higher 

for Black (23.1 percent) and Hispanic (17.7 percent) households than for Asian/Pacific Islander (6.6 

percent) and white (8.2 percent) households (figure 9).  

FIGURE 9 

Households Experiencing Food Insecurity in Texas by Race and Ethnicity, 2003–07 to 2015–19 

Percent  

URBAN INSTITUTE

Source: “Food Insecurity,” America’s Health Rankings, https://www.americashealthrankings.org/.  

Notes: API = Asian /Pacific Islander. Data from US Census Bureau, Current Population Survey Food Security Supplement, 2003–

19. 

Health Care 

The Commonwealth Fund ranked Texas 48th overall on the 2023 State Health System Performance 

Rankings. People in Texas faced significant barriers to receiving health care despite some 

improvements owing to the Affordable Care Act (ACA). In 2021, one in four nonelderly adults in Texas 

(24.3 percent of adults 19–64 years old) were uninsured, compared with the US average of 12.1 percent 

(figure 10). In the same year, one in six (16.1 percent) Texas adults reported forgoing needed health 
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care because of cost compared with the US average of 10 percent.23 Health care access was especially 

difficult for Hispanic adults (37.8 percent), who faced a rate of uninsurance nearly three times higher 

than white adults (14.1 percent).24 

FIGURE 10 

Adults Ages 19–64 Uninsured in Texas, by Race and Ethnicity, 2012–21 

Percentage 

URBAN INSTITUTE

Source: “Percent of adults ages 19–64 without health insurance coverage,” State Health Data Center, The Commonwealth Fund, 

https://www.commonwealthfund.org/datacenter. 

Notes: Data are from US Census Bureau, American Community Survey PUMS, 2012–21. 

The Health System Is Increasingly Addressing the 

Nonmedical Drivers of Health 

Addressing the nonmedical drivers of health is a pathway toward achieving health equity. Our review 

sought to understand the role the health system in Texas has played over the last two decades to 

advance health equity by addressing the nonmedical factors that shape health. We were particularly 

interested in promising programs, strategies, and lessons at two levels:  

• Midstream initiatives addressing individual drivers of health, often referred to as health-

related social needs or simply social needs. 

• Upstream initiatives addressing community drivers of health or the broader community

conditions for health.
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These definitions build on the framework developed by the de Beaumont Foundation and Trust for 

America’s Health in 2019 to guide health organizations and leaders in moving toward more 

transformative, upstream actions for achieving better and equitable health (figure 11). 

FIGURE 11 

Moving Upstream from Health Care to Achieve Better and Equitable Health 

Source: Brian Castrucci and John Auerbach, “Meeting Individual Social Needs Falls Short of Addressing Social Determinants of 

Health,” Health Affairs blog (Millwood), January 16, 2019, https://doi.org/10.1377/forefront.20190115.234942. Copyright © 

2019 Health Affairs by Project HOPE – The People-to-People Health Foundation, Inc. 

Our review found that the Texas health system’s role in advancing health equity has evolved over 

the last two decades. Whereas early efforts had a predominantly downstream focus (e.g., improving 

quality of clinical care), more recent efforts have shifted upstream to address the nonmedical drivers of 

health and disparities and have sought to engage communities in solutions. Table 2 synthesizes and 

summarizes findings from our literature review of the health system’s strategies to achieve health 

equity, organized by various health players at the forefront of transformation: hospitals, community 

https://doi.org/10.1377/forefront.20190115.234942
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health centers, health plans and payers, health philanthropy, public health departments, other 

government organizations, academia, and nonprofits. Strategies and programs that move health 

systems beyond downstream (health care) tactics are categorized and described at midstream and 

upstream levels.  

TABLE 2 

Midstream and Upstream Strategies for Addressing the Nonmedical Drivers of Health and Advancing 

Health Equity in Texas, by Health System Player 

Health system player Midstream strategiesa Upstream strategiesb 

Hospitals 

For-profit, nonprofit, and 
governmental 

◼ Screening and addressing social 
needs: 9 in 10 general acute care 
hospitals in Texas screen and 
address social needs of patients. 

◼ Hospital-food partnerships: Food Is 
Medicine programs (e.g., medically 
tailored meals and groceries, food 
prescriptions, and “farmacies”), on-
site and mobile food distribution, 
and pop-up events are examples. 

◼ Medical-legal partnerships: Lawyers 
are included in care teams to address 
substandard housing conditions, 
unstable guardianship, lack of 
coverage, and similar problems. 

◼ Community health needs assessments 
and community health improvement 
plans: conducted collaboratively and 
regionally with multiple hospitals and 
community partners to identify and 
tackle upstream NMDOH and health 
disparities. 

◼ Anchor institutions: Large urban 
hospitals hire and invest in economically 
distressed communities. 

◼ Multisector collaboratives: Some 
hospital systems participate in large-
scale multisector systems change 
efforts, such as Collective Impact and 
ACH. 

Health centers 

Federally qualified 
health centers and other 
community health 
centers 

◼ Screening and addressing social 
needs: Texas Association of 
Community Health Centers partners 
with Unite Us for a statewide 
coordinated care network. 

◼ Health center–food partnerships, 
medical-legal partnerships, and 
other clinical-community linkages: 
Health centers partner with social 
services and other community 
partners to address their patient’s 
social needs. 

◼ Community-centered health homes: a 
cohort of centers expand the patient-
centered medical home model to 
address NMDOH in neighborhoods. 

◼ Multisector collaboratives: Some 
health centers participate in Collective 
Impact, ACH, and other collaboratives. 

Health payers 

Private, public, and 
managed care 
organizations 

◼ Federal incentives: CMS funded 
three accountable health 
communities in Texas to screen and 
address social needs of Medicaid and 
Medicare patients. 

◼ Managed care organizations: 14 of 
16 MCOs in Texas screen and 
address members' social needs. 

◼ Community investments, such as
supporting training for community 
health workers and population health, 
expanding affordable housing, and 
addressing economic mobility of the 
community. 

◼ Multisector collaboratives: Some 
health plans participate in and/or 
provide financial support for Collective 
Impact, ACH, and other collaboratives. 
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Health system player Midstream strategiesa Upstream strategiesb 

Health philanthropy 

State, regional, and local 
health-focused 
philanthropy 

◼ Coordinated care networks: 
Supporting local and regional care 
coordination infrastructure for 
screening and referrals. 

◼ Learning collaboratives: 
Supporting Texas MCO Non-
Medical Drivers of Health Learning 
Collaborative. 

◼ Multisector collaboratives: Supporting 
ACHs, Communities of Solutions, 
Collective Impact, and others. 

◼ Learning collaboratives for equity-
centered community capacity building, 
such as Prosperemos Juntos/Thriving 
Together. 

◼ Participatory grantmaking with 
communities, such as a pilot launched by 
St. David’s Foundation. 

Local health 
departments 

Local public health 
agencies 

◼ Coordinated care networks:
Implementing local and regional 
coordination of whole-person care. 

◼ Community health assessment and 
improvement plan, conducted every five 
years, used to address community 
NMDOH. 

◼ Multisector collaboratives: local health
agencies serving as a backbone entity 
and/or partner in collaboratives. 

◼ Federal/state grants include $19.5 
million in CDC COVID-19 funds for 
community engagement and health 
equity. 

State health agencies 

HHSC and DSHS 

◼ State NMDOH action plan sets 
steps and goals for Texas Medicaid 
and CHIP to address food insecurity, 
housing, and transportation through 
health care providers and MCOs. 

◼ Federal grants include $45.2 million
from CDC for Health Disparities 
Improvement Initiative to design and 
test community interventions. 

◼ Multisector collaboratives: such as the 
Healthy Families Initiative. 

Academic 
organizations 

Health education and 
research institutions 

◼ Coordinated care networks: serve 
as bridge/backbone entity.  

◼ Research and evidence on the range 
of midstream strategies, including 
social needs screening and clinical-
community partnerships. 

◼ Medical/health professional 
training on social needs, screenings, 
and referrals. 

◼ Multisector collaboratives: serve as
bridge/backbone entity.  

◼ Community-based participatory 
research to build evidence to drive 
structural and systemic change. 

◼ Strengthen the community health
workforce through training and 
systemic changes. 

Nonprofit 
organizations 

Think tanks, community, 
and advocacy 
organizations 

◼ Coordinated care networks: serve 
as bridge/backbone entity.  

◼ Research and evidence on the range 
of midstream strategies. 

◼ Neutral convener: for systems change 
initiatives, community health needs 
assessments, and multisector 
collaboration. 

◼ Advocate and champion for policy 
change at legislature. 

Source: Authors’ analysis of secondary Texas health system data, literature review, and interviews with health leaders. 

Notes: ACH = Accountable Communities for Health; CDC = Centers for Disease Control and Prevention; CHIP = Children’s 

Health Insurance Program; CMS = Centers for Medicare & Medicaid Services; DSHS = Texas Department of State Health 

Services; HHSC = Texas Health and Human Services Commission; MCO = managed care organization; NMDOH = nonmedical 

drivers of health. 
a Midstream strategies advance health equity by addressing NMDOH at an individual level (i.e., social needs). 
b Upstream strategies advance health equity by addressing NMDOH at a community level (i.e., community conditions for health). 
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Hospital and Health Care Systems 

Texas hospitals and health care systems have made important progress within the past 20 years to 

address racial and ethnic health disparities.25 In the wake of the Unequal Treatment report, some large 

urban hospitals launched quality improvement programs focused on identifying and addressing 

disparities in health care delivery and outcomes. For example, in 2006, Baylor published a 

“comprehensive strategy for equitable care” that involved increasing awareness among medical 

providers and hospital decisionmakers of the importance of equity, integrating equity in quality 

improvement, developing a tracking system to document patient disparities, creating tailored 

interventions, and building a culturally competent health care system (Mayberry et al. 2006, table 1.A). 

Much of this early work at Baylor and other hospitals focused on addressing health disparities 

downstream, though recognition of the need to move “beyond the bricks and mortar” was also 

emerging (Mayberry et al. 2006, 117). 

Below is a summary of hospital-led strategies to address midstream and upstream divers of health, 

with examples of programs provided in appendix table A.1.  

MIDSTREAM STRATEGIES 

◼ Screening and addressing social needs. Similar to national rates, 9 out of 10 general acute care 

hospitals across Texas systematically screen and address the social needs of patients. Texas 

hospitals screen and address an average of 5 out of 9 key social needs (housing, food 

insecurity/hunger, utility needs, interpersonal violence, transportation, employment/income,

education, social isolation, and health behaviors) (Harvard 2023). Screening and resource

referral approaches vary depending on community needs, funding and funder requirements, 

tools, and community resource platforms. 

◼ Hospital-food partnerships. Many hospitals are forging new partnerships with the food system 

across Texas (Poulos 2022). This includes food insecurity screening using the standardized two-

item Hunger Vital Sign screening tool and referring patients to food bank resources such as 

food pantries, education classes, and Supplemental Nutrition Assistance Program benefit 

enrollment. Some hospitals have launched Food is Medicine programs, which connect food-

insecure patients who have diet-related health conditions to healthful food options (Sharma et 

al. 2023). Benefits include medically tailored meals and groceries, “food prescriptions” or 
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vouchers for free or reduced-cost healthful foods, and access to on-site “food farmacies” that 

provide fresh produce and healthful foods (Poulos et al. 2022). Other models involve bringing 

hospital and food partners together for pop-up events in community settings, providing both 

food distribution and health-related screenings.  

◼ Medical-legal partnership is a health care delivery model that includes lawyers as part of the 

care team to address legal issues that contribute to poor health and health disparities. Medical-

legal partnerships have proven successful in improving health outcomes, such as reducing 

asthma exacerbations and hospitalizations in vulnerable children facing substandard housing 

conditions with greater asthma triggers (e.g., pests, mold, and utility insecurity) (Mainardi et al., 

2023). 

UPSTREAM STRATEGIES 

◼ Nonprofit community benefits, community health needs assessment, and improvement plans. The 

ACA strengthened the community benefit obligation of nonprofit, tax-exempt hospitals, 

requiring that they conduct a community health needs assessment every three years and adopt 

an implementation strategy to address health broadly, including the nonmedical drivers of 

health, and to engage community partners in the process. Early efforts across Texas were 

largely siloed check-the-box exercises. However, hospitals are now collaborating regionally 

with other health care sites, public health agencies, social services, and community partners to 

leverage the assessment process for broader community change (Austin Public Health 2022; 

Health Collaborative 2019).26 National data show that regions with joint community health 

needs assessments are more proactive in catalyzing collaborative and transformative change 

across sectors and within communities (Carlton and Singh 2018). At the same time, there is 

room for nonprofit hospitals to do more. Based on 2017–20 tax filings, nonprofit hospitals in 

Texas spent less than 1 percent ($20.5 million per year) of total community benefit funds ($4.1 

billion per year) to address the nonmedical drivers of health (Harvard 2023).  

◼ Anchor institutions are place-based, mission-driven entities that leverage their economic power 

with their human and intellectual resources to improve the long-term health and well-being of 

their communities. Many hospital systems, such as CHRISTUS Health and Memorial Hermann 

Health System, have adopted anchor missions, hiring, purchasing, and investing locally in their 

communities.27 Several hospitals are also part of the national Healthcare Anchor Network, 

comprised of more than 70 health care systems building more inclusive and sustainable local 

economies by addressing underlying economic and racial disparities and structural 

determinants of health in communities.28 
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◼ Multisector collaborative initiatives. Some hospitals also participate in transformative 

multisector collaborative initiatives, leveraging models such as Collective Impact, Accountable 

Communities for Health (discussed further under Health Philanthropy), and the BUILD Health 

Challenge.29 Multisector collaborative initiatives bring together health and nonhealth partners 

to address multiple nonmedical factors and advance health equity through systems change 

efforts. 

Community Health Centers 

Community health centers are the cornerstone of community-based primary health care in Texas and 

nationally, working to bridge gaps in health care and health. They have a long history of serving as 

neighborhood health centers and, as such, have led efforts to advance health equity for decades. While 

many of their early initiatives were focused downstream, health centers are increasingly addressing 

individual social needs and broader community conditions for health. Below are highlights of ways 

community health centers advance health equity through community-centered midstream and 

upstream initiatives. A detailed inventory of examples of programs is provided in appendix table A.2.  

MIDSTREAM STRATEGIES 

◼ Social needs screening, referral, and navigation programs. Nationally, almost three in four 

federally qualified health centers screen and refer patients for social needs (Cole et al. 2022). 

Many health centers across Texas also systematically screen patients for health-related social 

needs and link them to resources for food access, housing, financial support, and other 

nonmedical needs.30 Texas Association of Community Health Centers recently launched a 

partnership with Unite Us, a technology company connecting health care with social services, 

to expand a statewide coordinated care network to address unmet social needs and advance 

health equity.31 

◼ Clinic–social service partnerships. Community health centers are also forging partnerships with 

the social service sector to deliver joint programming. Partnerships include working with the 

food system, including Food is Medicine programs, medical-legal partnerships, and those 

addressing other nonmedical drivers of health, such as transportation and housing services.32 

UPSTREAM STRATEGIES 

◼ Community-centered health homes. Originally developed by Prevention Institute, the 

Community-Centered Health Homes (CCHH) model extends and expands patient-centered 
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medical homes into communities. Launched in 2016 with support from Episcopal Health 

Foundation, Texas’s Community-Centered Health Homes initiative comprises 13 health 

centers and clinics, addressing nonmedical drivers such as food access, nutrition, and safe 

active living in neighborhoods; implementing clinical-community linkages such as social needs 

screening and referral, medical-legal partnerships, and home visiting programs; and organizing 

collective impact for broader systems change (Mikkelsen and Baumgartner 2019).33 

◼ Multisector collaborative initiatives. Health centers and clinics are leading or partnering in 

multisector collaborative initiatives such as Collective Impact and Accountable Communities 

for Health. Many are also forging partnerships with academic health centers and nonhealth 

partners to bridge health gaps in rural and underserved communities.34 

Health Payers 

The US health care system is financed by a complex web of public payers (federal, state, and local), 

private insurance, and individual payments. In Texas, these payers include Medicare, Medicaid, private 

insurers, and benefit programs for state employees, retirees, and individuals in the criminal justice 

system. The health payer landscape has evolved considerably, propelled by the ACA, which set forth 

new mechanisms and incentives to transform how health is valued and paid. Health payers are 

increasingly moving away from traditional fee-for-service models (that pay for volume of services) to 

more capitated and value-based payment models (that pay for better health outcomes). As part of this 

transition, many are moving farther upstream to address social needs and, to some extent, the broader 

community conditions for health that affect their members. Midstream and upstream health payer 

initiatives addressing nonmedical drivers of health and health equity are summarized below, with a 

detailed inventory of programs provided in appendix table A.3.  

MIDSTREAM STRATEGIES 

◼ Investing in social needs screening and referral demonstrations. Health payers, including 

commercial payers and state and federal agencies, are testing new models to address health-

related social needs. For example, in 2017, the Centers for Medicare & Medicaid Services 

launched the Accountable Health Communities (AHC) initiative, a five-year pilot to test 

whether “systematically identifying and addressing health-related social needs of Medicare and 

Medicaid beneficiaries through screening, referral, and community navigation services will 

impact health care costs and reduce health care utilization.”35 The Centers for Medicare & 

Medicaid Services awarded three sites in Dallas, Houston, and San Antonio to serve as 
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community bridge organizations for AHCs. Following the five-year pilot, the Dallas AHC 

demonstrated improved health care outcomes for participating patients, including reduced 

emergency department visits, and a positive return on investment of 1.3 to 1, with gross 

savings exceeding $1.25 million (Naeem et al. 2022). 

◼ Managed care’s investment in addressing social needs. Managed care organizations (MCOs) are 

private insurers that provide Medicaid health benefits and services through contracts with 

state Medicaid agencies. In Texas, MCOs provide services for over 95 percent of Medicaid 

beneficiaries—a large majority of whom are children and Hispanic. In 2018, 11 of the 16 MCOs 

were screening their members for nonmedical needs. By 2022, this increased to 14 of 16 MCOs 

(Vanhoose et al. 2023). Biennial surveys of MCOs in 2018, 2020, and 2022 reveal a strong 

commitment to and progress toward addressing the nonmedical needs of members, including 

food, housing, utilities, and transportation (Vanhoose et al. 2023). 

UPSTREAM STRATEGIES 

◼ Investing in community health. Fourteen of the 16 MCOs in Texas are investing in their 

communities to address nonmedical drivers such as education, employment, and housing 

(Vanhoose et al. 2023). Examples of community programs include funding community members 

to pursue community health worker training and certification to broaden their skills for future 

employment opportunities; expanding access to affordable housing; supporting grassroots 

community-based organizations focused on economic mobility and workforce development in 

their communities; and making social investments in nonmedical drivers such as food security, 

housing, transportation, and education.  

◼ Multisector collaborative initiatives. Many health plans actively participate in transformative 

systems change efforts, including community-wide collective impact initiatives. Commercial 

payers are increasingly sponsoring and providing grant awards or gifts focused on addressing 

the nonmedical drivers of health and health equity in communities. While some are one-time 

awards, others are longer-term investments, such as supporting training in population health, 

advancement of value-based payment models, and multiyear support for community-based 

organizations serving individuals and families experiencing food insecurity, social isolation, and 

behavioral health challenges.36 
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Health Philanthropy 

The role of health philanthropy in promoting health equity has evolved extensively. With growing 

research documenting the profound role that nonmedical drivers play in shaping health and health 

disparities, health funders are increasingly focused on upstream strategies for health alongside their 

ongoing downstream work to improve health care (Mitchell 2016). Many are moving away from a 

charity mindset to promoting transformative change across communities.37 Others are collaborating to 

pool their resources in shared place-based grantmaking. This is true of health funders in Texas, where 

the shift gained momentum at the height of the dual pandemic of COVID-19 and racism. This section 

highlights some ways philanthropic funders across Texas invest in midstream and upstream strategies 

for health. An inventory of specific health philanthropy programs is provided in appendix table A.4. 

MIDSTREAM STRATEGIES 

◼ Coordinated system of health and social services. Many health funders are providing critical 

support to develop and enhance local and regional care coordination and infrastructure for 

seamless health care and social services. For example, in Greater Austin, three funders—the 

Michael & Susan Dell Foundation, Episcopal Health Foundation, and St. David’s Foundation—

have joined forces to support the creation of a model community—a person-centered and 

equity-focused framework that brings together various agencies, community clinics, and 

education institutions to offer more holistic delivery of social services.38 

◼ Contributions to the evidence and practice base. Health funders are also supporting research, 

evaluation, and learning to help address social needs. For example, Episcopal Health 

Foundation in 2018 launched a survey to understand the commitment of Texas health plans in 

addressing social needs and the nonmedical drivers of health. In 2019, the foundation launched 

the Texas MCO Social Determinants of Health Learning Collaborative (now in its fourth year) 

to share resources to support Medicaid MCOs and other stakeholders in improving members’ 

health while advancing health equity and health care transformation.39 

UPSTREAM STRATEGIES 

◼ Community improvement demonstrations and investments. Several health funders have launched 

strategic frameworks that explicitly commit to achieving health equity. In doing so, funders 

have established requirements to address the nonmedical drivers of health, collaborate with 

multisector partners, and meaningfully engage communities. For example, in 2018, the Hogg 

Foundation for Mental Health awarded $4.5 million to six communities to “transform the 

environments where people live, learn, work, play, and pray, bringing a population health 
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approach to support resilience, mental health, and well-being.”40 In 2020, Episcopal Health 

Foundation launched the Texas Accountable Communities for Health Initiative, an $8 million 

multiyear investment to support the development of financially sustainable multisector 

community health collaboratives in six urban, suburban, and rural communities. Similarly, in 

2021, Methodist Healthcare Ministries launched the Communities of Solutions initiative in 

South Texas, “a framework that supports communities in cultivating behaviors, processes, and 

systems that, over time, result in a culture of health and sustainable improvements in health, 

well-being, and equity.”41 

◼ Learning collaboratives for community capacity building. As philanthropy is investing in large 

systems change efforts, it is also supporting learning collaboratives and technical assistance to 

build capacity among partners. For example, in late 2022, Methodist Healthcare Ministries 

launched Prosperemos Juntos/Thriving Together to support coalitions in Bexar County and 

South Texas to engage in community transformation in a way that advances equitable 

processes and outcomes, addresses the underlying nonmedical drivers of health, and develops 

and implements strategies to address the root drivers of intergenerational poverty and 

exclusion.42 The program is designed explicitly to build capacity and accelerate coalitions 

toward equity. 

◼ Community engagement in grant decisionmaking. Some health funders are piloting initiatives to 

empower and engage community members in grantmaking. For example, in 2021, St. David’s 

Foundation supported a new shared gifting program for rural communities, recognizing that 

rural communities are dramatically underrepresented in philanthropic investments across the 

state. Shared gifting is participatory grantmaking that allows community residents, rather than 

funders or local decisionmakers, to decide funding priorities. This process is a strategy “to 

democratize giving, empower residents to tackle their community’s needs, and transform the 

power dynamics that typically exist in the current system of philanthropy.”43 

Local Health Departments 

According to the American Public Health Association, the fundamental purpose and role of public 

health is to promote and protect the health of people and communities where they live, learn, work, and 

play.44 Local health departments advance this mission by preventing the start and spread of diseases 

and outbreaks; promoting healthy communities; and protecting community health and vitality through 

partnerships, advocacy, and policy. By their historical roots and the nature of their work, local health 

departments have focused on health farther upstream than most other health system players.  
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Recent calls by public health leaders for implementing a Public Health 3.0 approach have further 

galvanized local health departments as the “chief health strategist” in collaborating with health care and 

multisector partners, engaging communities, and catalyzing action to improve the conditions for health 

in communities (DeSalvo et al. 2017). Following is a summary of midstream and upstream strategies led 

by local health departments, with an inventory of specific programs provided in appendix table A.5.  

MIDSTREAM STRATEGY 

◼ Coordinated health care and social services. Local health departments are increasingly 

coordinating whole-person care, bridging the health and social needs of community members. 

For example, in 2021, Harris County Public Health launched ACCESS Harris County, an 

integrated care coordination program. ACCESS (Accessing Coordinated Care and Empowering 

Self Sufficiency) seeks to improve outcomes for low-income and underserved members of the 

community through a holistic approach, addressing co-occurring challenges with physical and 

mental health, financial hardship, housing needs, substance abuse, and other inequities.45  

UPSTREAM STRATEGIES 

◼ Community health assessment. The Public Health Accreditation Board requires health 

departments to complete a community health assessment and community health improvement 

plan every five years. Many health departments collaborate with hospitals and other partners 

on regional assessment and implementation to leverage limited resources and increase shared 

impact. For example, the Williamson County and Cities Health District led a collaborative effort 

with their hospital and health care partners in 2016, establishing Health Equity Zones—or 

census tract areas in the county with higher-than-average health risks and burdens—to direct 

targeted efforts for community health improvement.46 

◼ Multisector collaborative initiatives. Local health departments are either leading or partnering in 

transformative, multisector collaborative initiatives. For example, in 2015–17, Harris County 

Public Health served as the lead backbone organization, collaborating with the Houston Food 

Bank and MD Anderson Cancer Center on the BUILD Health Challenge to improve health 

through a sustainable food system in North Pasadena (BUILD Health Challenge 2018). 

◼ Federal and state-funded initiatives. Local health departments receive federal and state grants 

to address the nonmedical drivers of health and health equity. Federal funding dedicated to 

closing health gaps accelerated during the COVID-19 pandemic. For example, the Texas 

Department of State Health Services (DSHS) received over $45 million from the CDC to engage 

communities disproportionately affected by COVID-19 and build sustainable relationships 
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with local health departments.47 Of this funding, $19.5 million was available for 54 local health 

departments to develop partnerships and engage targeted communities facing the greatest 

health disparities. 

State Health Agencies 

Texas Health and Human Services leads the state’s programs and initiatives to promote health through 

two agencies—the Texas Health and Human Services Commission (HHSC) and DSHS. Texas HHSC 

administers programs such as Texas Medicaid and Children’s Health Insurance Program, Supplemental 

Nutrition Assistance Program benefits, and the Women, Infants, and Children nutrition program, among 

many others addressing health, food, safety, and disaster services. Texas DSHS serves as the state 

public health agency, focusing on the core functions and essential services of public health.  

Texas’s state health agencies have long addressed health disparities, with a history of efforts dating 

back to 1993. In 2010, the state established the Center for the Elimination of Disproportionality and 

Disparities in HHSC. The center was built on seminal work that started in 2005, revealing racial 

disparities in Child Protective Services. These findings prompted the state to develop dedicated 

programs to address institutional racism and advance health equity that ultimately demonstrated 

progress in closing racial gaps in services.48 The center built on this success and, in 2011, was designated 

as the state’s Office of Minority Health, dedicated to studying and solving racial disparities—including 

addressing systemic bias and racism—across various Texas state agencies with a focus on juvenile 

justice, child welfare, mental health, education, and health.49  

However, despite heightened attention to persistent disparities, including the black maternal 

mortality crisis in Texas, the Office of Minority Health was defunded by the 85th Legislature, shutting 

its doors in 2018. Since then, the Texas legislature has not funded the creation of a new office dedicated 

to tracking and addressing health disparities in the state. State agencies are working through a 

patchwork of other mechanisms to address health disparities and the nonmedical drivers of health, as 

summarized below. An inventory of programs is provided in appendix table A.6.  

MIDSTREAM STRATEGY 

◼ State nonmedical drivers of health action plan. Texas HHSC has recently made strides to 

incentivize organizations to address the health-related social needs of Medicaid beneficiaries 

across Texas. Early in 2023, Texas HHSC released the Non-Medical Drivers of Health Action 

Plan, outlining steps and goals for Texas Medicaid and Children’s Health Insurance Program to 
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coordinate activities that address nonmedical drivers through the health care providers and 

MCOs providing Medicaid services to low-income individuals (Texas HHSC 2023). The Health 

Action Plan focuses on three drivers—food insecurity, housing, and transportation at a 

midstream level. The plan intends to help state health agencies build data infrastructure, 

coordinate services, develop policies to incentivize MCOs, and foster collaboration across 

partners and community-based organizations, moving the state toward cost savings, reducing 

preventable utilization of medical services, and improving health outcomes, particularly among 

those facing the greatest challenges. 

UPSTREAM STRATEGIES 

◼ Health disparities improvement initiative. Within Texas DSHS, the Center for Public Health 

Policy and Practice focuses explicitly on efforts to address health disparities through more 

upstream and community-centered initiatives. The center played a critical role in the absence 

of a statewide health disparities center and at the height of the pandemic when COVID-19 

disparities were especially pronounced. Notably, Texas DSHS received $45.2 million in funding 

from the CDC during the pandemic to “authentically engage targeted communities 

disproportionately impacted by COVID-19 and build sustaining relationships in those targeted 

communities, leading to improved health among vulnerable populations.”50 As part of this 

funding, the center dedicated support for the Health Disparities Improvement Initiative to 

design and test community interventions that address the root drivers of COVID-19 disparities 

(e.g., food insecurity, housing, chronic disease).51 Other funding was dedicated to establishing 

infrastructure for tracking, reporting, and leading initiatives on addressing health disparities.  

◼ Multisector collaborative initiatives. Texas health agencies have also served as partners in cross-

sector health initiatives. For example, in 2016, HHSC launched the state-community-academic 

partnership Healthy Families Initiative to understand multilevel contextual factors influencing 

pregnancy outcomes. The initiative also developed programs to reduce health disparities in 

low-access regions, such as Hidalgo County on the southern border of Texas and Smith County 

in rural East Texas (Patel et al. 2021). 

Academic Health Institutions  

Academic health institutions, including schools of public health, medicine, and nursing, train the next 

generation of health professionals and lead on innovation, research, and evidence that expands the 

understanding of health, its drivers, and interventions. In doing so, academia is building curricula and 
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experiential learning related to the drivers of health, testing new innovations and models, conducting 

research and evaluation to measure the impact and return on investment of potential solutions, serving 

as backbones and neutral facilitators for cross-sector collaboratives, and advocating for policy and 

systemic change. Below, we summarize academia’s role in midstream and upstream efforts for health 

equity. An inventory of programs is provided in appendix table A.7.  

MIDSTREAM STRATEGIES 

◼ Screening and addressing social needs. Academic institutions are playing several roles in 

advancing social screening and referral programs. Some serve as bridge or backbone entities 

coordinating social screening and referral programs. For example, the University of Texas 

School of Public Health was the bridge entity for the five-year AHC initiative in Houston funded 

by the Centers for Medicare & Medicaid Services.52 Some are also measuring the impact of 

social needs screening and referral programs, helping to build an evidence base on their reach, 

effectiveness, and return on investment. 

◼ Medical and health professional training to address social needs. The University of Texas Rio 

Grande Valley was the first to develop the Community Engaged Lifestyle Medicine curriculum 

in residency programs for physicians earning a General Preventative Medicine/Public Health 

degree. The model curriculum emphasizes community engagement, intersectoral partnerships, 

and cultural responsiveness (Krishnaswami, Sardana, and Daxini 2019). Physicians who 

graduate from these programs are better equipped to address the social needs of their patients. 

Dell Medical School also strives to address nonmedical drivers. Its Department of Population 

Health is an example of how academic institutions can engage the community, as the strategic 

plan for the department was heavily informed by focus groups with the community (Tierney 

2018). The school also hosts a two-year clerkship for medical students, during which each 

student works in a community clinic and engages with community organizations.53 The 

University of Texas Medical Branch also launched a novel initiative, Hospital to Home, a 

medical student–led clinical experience connecting hospitalized patients at high risk for unmet 

social and medical needs with the appropriate community resources.54 Hospital to Home seeks 

to improve patient health outcomes and reduce future hospitalization.  

UPSTREAM STRATEGIES 

◼ Leading multisector collaborative initiatives. Academic partners lead several cross-sector 

collaborative initiatives to address upstream drivers of health. For example, UT Health School 

of Public Health serves as the backbone organization for the Health Equity Collective—a large 
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collective impact initiative in Greater Houston to advance health equity through systemic and 

policy solutions that address nonmedical needs and drivers of health (John et al. 2021). Guided 

by an equity-centered framework, the collective operates at all levels—downstream, 

midstream, and upstream—establishing initiatives such as a community information exchange 

to screen and connect patients in a closed-loop referral, advancing system and policy change to 

strengthen the regional community health workforce, and other actions.  

◼ Community-based participatory research is considered a “transformative research paradigm that 

bridges the gap between science and practice through community engagement and social 

action to increase health equity” (Wallerstein and Duran 2010, S40). Academic institutions are 

key players in advancing community-based participatory research in ways that build trust and 

authentic engagement with communities to identify needs, develop and implement effective 

interventions, redress power imbalances, and drive systemic change. For example, in Hearne, 

REACH (the Researching Equity and Community Health project) uses a human-centered 

approach to investigate the structures contributing to substance abuse and identify effective 

community interventions in rural areas. The program “will help build leadership, outreach, and 

skills within the community.”55 

◼ Community Health Workers: As health system players increasingly address the nonmedical 

drivers of health at individual and community levels, the role and importance of community 

health workers, promotores, and other professionals with similar roles has also grown. 

Community health workers, often from the communities they serve, play critical roles as 

connectors and change agents in promoting health and equity for patients and communities. 

Academic institutions serve as training grounds for community health workers, and some are 

taking explicit steps to strengthen and sustain this critical workforce. 

Nonprofit Health Organizations  

Nonprofit health organizations are essential partners in promoting health. These organizations range in 

size, scope, and reach from small grassroots community-based organizations to larger research, 

advocacy, and service-oriented entities. Depending on their mission, size, and scope, the role of 

nonprofits in midstream and upstream community-centered initiatives varies but is essential. Below is a 

summary of nonprofit health organizations, with an inventory in appendix table A.8. 
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MIDSTREAM STRATEGIES 

◼ Serving as backbone or bridge for coordinated care. In some communities, nonprofit organizations

serve as the backbone or bridge organization for health and social service coordination. For 

example, the Health Collaborative in San Antonio is implementing the Pathways Community 

HUB Institute model, which helps communities build a sustainable, outcome-based, 

community-centered care coordination network with community health workers to screen for 

and complete 21 pathways (e.g., education, food security, housing, transportation, medical 

adherence). Similarly, Parkland Center for Clinical Innovation served as the bridge organization 

for the Dallas AHC initiative, coordinating social needs screening and referral across clinical, 

social service, and community partners. 

◼ Building an evidence and practice base. Many nonprofits are serving as catalysts to accelerate

progress on health-related social needs screening by conducting objective impact evaluations,

facilitating learning collaboratives or communities of practice, and convening multisector 

partners to share and exchange knowledge, experiences, and best practices.

UPSTREAM STRATEGIES 

• Convener for community health improvement. Nonprofit organizations help facilitate dialogue, 

collaboration, and consensus to drive transformative change across communities. Some lead 

and facilitate local and regional community health needs assessment and improvement. Others 

convene statewide partners in learning collaboratives to advance equity-centered knowledge 

and best practices. For example, Texas Health Institute has served as a statewide convener for 

the Texas Primary Care Consortium for over a decade, creating a forum for the exchange of 

lessons and best practices for addressing systemic inequities in primary care.56 

◼ Champion for policy and systems change. Some nonprofits are vocal and trusted champions, 

advocates, and leaders for policy change. Meadows Mental Health Policy Institute, a 

nonpartisan think tank, has been critical to addressing mental health disparities in Texas. The

Maternal Health Equity Collaborative of grassroots nonprofits has helped advance the 

maternal health equity agenda in Texas, centering the voices and needs of directly affected 

birthing persons.
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Health Leaders across Texas Have Ideas on How to Move 

Forward 

The release of Unequal Treatment 20 years ago was 

groundbreaking in providing scientific evidence for the long-

standing racial and ethnic health disparities in the US. The report 

alerted health leaders across the country and in Texas to the root 

structural drivers of inequities, galvanizing action to close gaps in 

health. Yet, two decades later, the disparities remain firmly 

entrenched.  

Our review of data and initiatives over the last 20 years 

indicates a stark reality of the Texas health landscape today: On 

the one hand, racial and ethnic disparities in health and the 

nonmedical drivers of health are deep, pervasive, and persistent. 

On the other hand, players across the health ecosystem are shifting upstream to improve health and 

achieve health equity. While this shift is promising, its impact is yet to be seen in health outcomes. 

Interviews with health leaders and experts across the state provide insight into the ongoing challenges 

that impede health system efforts toward health equity and what more it will take to progress and have 

an impact. 

This section summarizes the interviewees’ considerations and recommendations for realizing the 

vision of better and equitable health in Texas. Interview participants represented a range of sectors, 

geographies, communities, and perspectives, including health care, health payers, public health, 

academia, nonprofits, rural health, maternal health, mental health, and community health. Leaders 

shared challenges facing the state and offered their insights and considerations for moving forward: 

◼ Frame health equity in ways that are inclusive, data-driven, and solutions-oriented. 

◼ Apply a multilevel systems change approach to advancing health equity. 

◼ Authentically engage communities as partners in advancing health equity.  

◼ Value and invest in achieving better and equitable health. 

In a lot of places in Texas, 

[you] can’t even say the word 

equity, you can’t say racism, 

you can’t talk about our 

history. And so that is a 

major barrier when there’s a 

lack of acknowledgement. 

—Texas health leader 
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Frame Health Equity in Ways That Are Inclusive, Data-Driven, and Solutions-

Oriented  

Nearly all health leaders discussed the challenges surrounding the term health equity and the need to 

reframe how we talk about it to garner broader understanding and support for action. They reflected 

that the term has become politically “charged” and “triggering” for several elected officials, citing it as a 

“conversation ender,” the cause for “[the] door to be slammed on your face,” and for policies and actions 

being “voted against.”  

Interviewees reflected on several reasons for this pushback. Some explained that health equity and 

social determinants of health are often equated with concepts of socialism. Others explained that the 

term has become jargon, often used without grounding in data, evidence, and framing to explain what it 

means and why it matters. Also discussed was the lack of shared language for and understanding of 

health equity across government officials, health administrators, health practitioners, and community 

leaders: “The folks that hold power are not always speaking the same language as the folks that are 

doing the work. And when we can’t agree on basic definitions of problems and/or shared sets of facts 

about what’s happening and why, that makes it really hard to advance the goals that we have. And for 

people that do hold power to trust that they are better off sharing, or ceding some of that power to 

others.” 

You have to figure out how to talk about this in a non-threatening way that brings it down to 

a real personal level…not getting too theoretical, not getting too partisan, where it’s really 

just about people and making community stronger and healthier. 

—Texas health leader 

Following are recommendations we identified from our conversations with health leaders on framing 

health equity in inclusive ways, grounded in data, evidence, and solutions-: 

◼ Move away from words and jargon to using data, maps, visuals, and storytelling to 

demonstrate who is affected by health inequities, how they are affected, and why. Several 

health leaders discussed the importance of granular data at both patient and community levels. 

Data documenting health outcomes and disparities by geography, income, race, ethnicity, 

language, and other demographic factors could be leveraged along with storytelling to identify 
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people and communities with the greatest need. As one leader explained, “Data does not 

lie…these are the demographics of the populations that are disproportionately impacted…here 

are the outcomes for populations that are disproportionately impacted.”  

◼ Make a business case for achieving better and equitable health. Health leaders spoke about 

creating a shared value proposition across sectors and for the business community, exploring 

and communicating “what’s in it for them” to value health equity. Many also emphasized the 

importance of communicating the cost savings of better and equitable health and, conversely,

the cost of inaction to businesses, health care, and society at large. 

◼ Use a solutions-oriented approach. Health leaders discussed the importance of moving beyond 

talking about disparities and deficits in communities to framing the conversation around 

solutions that identify and address root causes. The interviewees recommended pairing data on 

disparities with concrete solutions grounded in evidence-based practices demonstrated to 

improve conditions for health and create opportunities for everyone to thrive.

◼ Ground health equity in shared beliefs and values. Health leaders also emphasized the 

importance of making explicit that equity is a core American value. As one leader shared, “when 

you’re able to weave in things that are supposed to be well understood common values of our 

society, when you’re able to talk about these things in the context of shared beliefs and shared 

understandings, then you’re able to get more work done.” 

◼ Be inclusive. Health leaders encouraged an “inclusive” framing that recognizes the work of 

equity as lifting all people and communities, with targeted efforts to address the needs of those

most marginalized. Several interviewees emphasized approaching equity through an 

intersectional lens, recognizing that disparities can exist for any group of individuals and 

communities, with some enduring long-standing impacts caused by factors such as 

intergenerational poverty and structural racism and others facing marginalization based on 

recent policies.

While there was agreement on the need to find new, inclusive, and compelling ways to talk about 

health equity “to get things done,” some health leaders questioned whether it was the right thing to do. 

In doing so, they cautioned that reframing health equity should not undo progress or minimize the work 

required at the most upstream level to dismantle the causes of the causes, including systems of power 

and structural racism that continue to shape people’s lives and health opportunities. 
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Apply a Multilevel Systems Change Approach to Advancing Health Equity 

Health leaders agreed that addressing the nonmedical drivers of health presents a pathway to advance 

health equity in Texas. Leaders emphasized a multilevel “systems change” approach that compels health 

system players to move farther upstream while operating at midstream and downstream levels, work 

across sectors, and engage directly affected communities in collaborative solutions.  

The COVID-19 pandemic was a clarion call to build more holistic and integrated systems of health 

(not just health care) in Texas. As one interviewee explained, “COVID didn’t create the problems, but it 

definitely demonstrated that we need holistic, integrated approaches because people that were 

disproportionately impacted, Black and Brown folks, needed housing, needed food assistance, needed 

economic assistance, working in the lowest paying jobs…” The following are recommendations 

discussed by health leaders for applying a multilevel systems change approach: 

◼ Leverage the momentum of midstream progress to move farther upstream. Health leaders 

acknowledged the promise and momentum of recent initiatives led by health system players to 

address individual social needs (e.g., social needs screening and clinical-community linkages for 

food, legal, housing, and other services). While midstream initiatives are essential, many 

cautioned that they alone are insufficient to improve community health and equity. Thus, 

interviewees encouraged the health system to push farther upstream. Health system players 

can ask, which upstream actions would have the greatest impact on the health of the

communities we serve? Which health, nonhealth, and community partners are needed to drive 

collective action? Interviewed leaders identified the current housing crisis as a critical 

upstream priority, encompassing chronic homelessness, housing instability, and displacement

caused by rising housing costs, gentrification, and other factors. Addressing food insecurity was 

also discussed as a priority, including ongoing health–food system partnerships, policy change, 

and investments in communities to improve access to affordable, healthful foods.

You can’t solve food insecurity with a box of food. Nor can you expect that people who have 

food insecurity only have food insecurity, and they don’t also have issues or challenges with 

transportation, housing, and all the stuff that goes with it. It really kind of needs a 

comprehensive approach to the whole person, and not a singular issue. 

—Texas health leader 



M O V I N G  U P S T R E A M  T O  A C H I E V E  B E T T E R  A N D  E Q U I T A B L E  H E A L T H  I N  T E X A S  3 9  

◼ Address the interconnections of nonmedical drivers of health. Health leaders emphasized the

need for holistic approaches that acknowledge the complex interrelations across various 

nonmedical drivers of health. At a midstream level, social needs screening and referral 

programs—especially those anchored in interoperable data systems between health and 

community organizations—were recognized as offering promise for addressing interconnected 

individual needs. At an upstream level, multisector collaborative initiatives and coalitions were 

discussed as important strategies. Some leaders also discussed neighborhood or community 

hubs that co-locate resources for residents, including affordable quality housing, education, 

healthful foods, health care, and others.

◼ Address the root causes of inequities in the

nonmedical drivers of health. Several health 

leaders emphasized that a systems approach 

should address the nonmedical drivers of health 

and the root causes that have created uneven 

access to these drivers. A systems approach 

might include raising awareness and 

understanding among institutional leaders and 

practitioners of the legacy of structural racism, 

including policies like redlining, that to this day 

profoundly shapes neighborhood conditions such 

as poverty concentration and access to quality housing, education, healthful foods, and health 

care. Others discussed the importance of addressing systemic and implicit bias within 

institutions that may impede equity efforts. As one health leader recommended, “Start with 

things like undoing racism, groundwater analysis, training…and after that, do an intense 

analysis of the systems that you’re in, that you’re leading, and making decisions [for].” In 

reflecting on the Office of Minority Health that once existed in Texas and was later dismantled 

by the state legislature, one health leader shared, “Our state agencies were able to reduce the 

disparity in African American child removals for CPS in Texas…They did it through undoing 

racism workshops. They did it through mental model shifts…like getting people to think about 

systems, systems of oppression, how systems work.” Others discussed the importance of 

sharing power and redistributing resources in ways that center communities most directly 

affected by inequities (discussed in greater detail in the next section). 

◼ Expand health insurance coverage for low-income individuals. Every health leader 

interviewed for this report discussed the importance of expanding Medicaid coverage for low-

In a nutshell, systems have to 

change. Dismantling inequities 

means power has to be shared. And 

power being shared means 

resources have to be redirected, 

redistributed to invest in 

addressing them. 

—Texas health leader 
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income people, echoing public sentiment. A recent poll found that nearly 7 in 10 Texans (69 

percent) support expanding Medicaid, yet the state has not done so (Episcopal Health 

Foundation 2021). Texas has ranked rock bottom on health insurance coverage for the last two 

decades, with Hispanic and Black individuals having the lowest rates of coverage and the 

greatest barriers to accessing timely and quality care. An abundance of research has 

documented the positive effects of ACA Medicaid expansion, including increasing coverage, 

improving health care access and utilization, improving health care affordability, and improving 

self-reported health. At least 20 studies have also confirmed the positive effects of Medicaid 

expansion on state budgets and economies (Guth, Garfield, and Rudowitz 2020). A systemic 

approach to achieving better health for everyone in Texas would address both the 80 percent 

of nonmedical drivers of health and the 20 percent of medical drivers of health, including health 

insurance coverage (Hood et al. 2016). 

Authentically Engage Communities as 

Partners in Advancing Health Equity 

Health leaders acknowledged the importance of 

engaging communities in upstream efforts to achieve 

better and equitable health. However, they noted 

challenges in doing so meaningfully and authentically. 

For example, some health leaders felt that community 

engagement by health system players can be tokenizing, 

a check in the box, or “window dressing,” serving the 

interest and purpose of the health system yet not fully 

benefiting the community.  

One health leader acknowledged that while health systems will engage communities for input, the 

solutions they implement often do not reflect what the community asked for, similar to the analogy of a 

square peg in a round hole. Building on this idea, some health leaders felt that health system players 

need to better recognize, engage, and empower community members who have the expertise of lived 

experience. Interviewees said that even when communities are consulted, their “voice is still small.” One 

health leader questioned, “so how do you make that voice louder?” While several health leaders 

acknowledged they were not community engagement experts, they offered considerations based on 

their perspectives and experiences: 

Frankly, underrepresented 

communities that are impacted by 

disparities and inequities, they’ve told 

us over and over again…“we don’t 

need a circle, we don’t need a square, 

we need an oval,” yet [the system] 

continues to provide squares and 

circles. 

—Texas health  leader 
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◼ Acknowledge and listen to community 

expertise. Many health leaders discussed the 

importance of “listening” and bringing community 

members’ “voices to the table” to understand 

their needs, strengths, resources, and aspirations 

for improving their health and well-being. One 

health leader emphasized, “I think it comes down 

to listening to who you’re trying to serve first and 

having that be your guidepost.” Another leader 

emphasized the importance of listening because 

“the solutions are in the community.” 

Community engagement [can be] an agent of capacity building and investment in the 

neighborhood because community engagement shouldn’t just be this transactional thing, but 

an opportunity for you to build leaders, for you to create sustainability and human capacity, 

and new skills in the community.  

—Texas health leader 

◼ Recognize community engagement is not a one-time activity but a long-term, ongoing process 

of building relationships and trust. One health leader said that community engagement requires 

“a paradigm shift.” As this individual explained, “You have to dismantle old ways of thinking and 

move forward, which is not easy. It takes time.”  

◼ Move from transactional to transformative partnerships that engage community members as 

experts and partners in long-term solutions. As one leader acknowledged, to build community 

leadership capacity, health system players must invest in training and support. For example, 

when communities are engaged in programs, research, and evaluation, health system leaders 

“can empower community to be able to use that data” by offering data workshops and creating 

a platform so the community can access the data. Building on experience doing this, the health 

leader went on to share, “we taught [the community] how to use [data], we taught them how to 

advocate for it. And they have been able to use that data to advocate for themselves at city 

council, and they’ve had some wins there.” Beyond building skills and capacity, empowering 

How do we not just survey and get 

input from people, but really get to 

know people in their spaces, and 

enhance their capacity to help build 

solutions for their spaces? 

—Texas health leader 
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communities to lead collaborative health solutions also means sharing power. While not 

discussed extensively, a few leaders reflected on the importance of addressing power dynamics 

in relationships between health system players and the community, working to build inclusive 

spaces for voices, opinions, and expertise to be heard equitably. 

◼ Remember, there is no one-size-fits-all approach. Some health leaders emphasized that there 

is no one-size-fits-all approach to engaging communities. Depending on the community, issues 

of focus, and scope and nature of work, the level of engagement and the strategies will vary. 

However, there was an acknowledgment of core principles that apply to any level of 

engagement—recognizing the value and expertise of community, being honest and authentic in 

engagement, and building lasting bidirectional relationships on mutual trust and respect.  

◼ Value community expertise. Some health leaders discussed the importance of valuing and 

investing in community engagement; paying community members for their time, expertise, and 

participation; and making participation accessible.  

You pay them! The same way we’re all getting paid …We treat them like this is a legitimate 

job, like a consultant. We have to stop treating communities as if somehow they have this 

moral obligation to help us do our jobs better… they need to be paid, that is how you engage 

communities. That’s the number one solution. If you start paying them, they will show up 

because, guess what, you’ve demonstrated the value of commitment for their time. 

—Texas health leader 
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Value and Invest in Achieving Better and Equitable Health 

Health leaders identified the importance of valuing and 

investing in health equity and aligning financial 

incentives across the health ecosystem. However, they 

discussed challenges in doing so, identifying barriers 

such as limited sustainable funding, misalignment 

between health system payment and equity priorities, 

and the need to build a case for long-term investment in 

equity work. Several health leaders offered input on 

how to sustainably support and finance health equity 

initiatives: 

◼ Reestablish a state office of health equity. 

Several health leaders discussed the need for a 

permanent, sustainable version of the state 

Office of Minority Health that existed before 

2018. The office was critical in tracking and supporting programs to address state health 

disparities and dismantle systemic bias within and across agencies. The prior office 

demonstrated success in prioritizing equity, improving structures, and closing gaps. 

Reestablishing the office could encourage more permanent funding, investment, and support of 

health equity initiatives (especially midstream and upstream) in local communities and across 

Texas.  

◼ Leverage philanthropic funding, community benefits, and other support to invest in longer-

term, systemic solutions. Many health leaders acknowledged the need to address the chronic 

underfunding of community health and equity initiatives. Some recommended that 

philanthropy, hospital community benefits, health plan foundations, and others invest or pool 

resources for longer-term systemic support. Examples include multisector collaborative 

initiatives focused on upstream community conditions (e.g., housing, food justice), evidence-

based clinical-community linkages, coordinated care systems, and community-based 

organizations that can lead or partner on systems change initiatives.  

 

Having a clear vision about what 

equity really means…not just in the 

social or philosophical context, but 

operationally, what does it mean? In 

the payment system, what does it 

really mean? How do we 

operationalize this as an extension 

of the care delivery?  

—Texas health leader 
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We need to do a much better job as a health care industry to work together and work 

together with other community partners and other sectors. Quite frankly, our providers need 

to not be so siloed either. A lot of it is just a resource issue, and so that puts us in a 

competitive position sometimes. I don’t think it has to be like that. We really are all in this 

together. So, I think we just need to become a lot more coordinated and collaborative and 

keep working together to tackle this. 

—Texas health leader 

◼ Build on federal and state momentum to incentivize health care players to address 

nonmedical drivers of health. Health leaders identified recent federal and state movement 

toward value-based care. At a state level, they were particularly encouraged by the Non-

Medical Drivers of Health Action Plan. They also acknowledged state policy wins to address the 

nonmedical drivers of maternal health—particularly systematic screening of nonmedical needs 

of pregnant women and their babies, Medicaid reimbursement for community health workers 

and doulas addressing those needs, and the extension of postpartum Medicaid and Children’s 

Health Insurance Program coverage from two to 12 months. They also recognized national 

actions, such as the Centers for Medicare & Medicaid Services’ requirement for reporting social 

drivers of health for inpatient care.  Such government actions serve as leverage, incentivizing 

health care providers and health plans to address and pay for the nonmedical drivers of health.  

◼ Generate an evidence base for what works to compel financial investment. Some health 

leaders recognized the need for more evaluations to identify what works, in what contexts, and 

how to drive long-term systemic change. Without more research into upstream solutions to 

health equity, the leaders said, “there may not be adequate evidence to put money behind it.” 

Conclusion 

Twenty years ago, Unequal Treatment provided groundbreaking scientific evidence for the long-standing 

racial and ethnic health disparities in the US. The report galvanized a movement to close gaps in health 

nationally and in Texas. Yet, two decades later, the disparities remain firmly entrenched. Our report 

glimpses into the state of racial and ethnic health disparities in Texas and the health system's role in 

promoting better health and health equity through midstream and upstream community-centered 
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initiatives. While still too early to see the impact, Texas health leaders are cautiously optimistic that by 

addressing the root structural and nonmedical drivers of health through evidence-based strategies and 

the authentic engagement of communities in solutions, the state can come closer to realizing the vision 

of health equity. 
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