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Abstract

Social determinants of health (SDOH)—the root causes of health disparities—often fall outside the

scope of traditional clinical care. In this discussion, we argue that financial interventions,

particularly cash assistance programs, can play a role in improving health outcomes by addressing

SDOH. Drawing on lessons from established public health approaches, we explore the concept of

"Money as Medicine," which reframes cash assistance as both economic relief and a meaningful

healthcare intervention, directly impacting physical and mental well-being. To build healthier

communities, we recommend integrating targeted cash assistance programs into healthcare



systems. We explore key evidence, highlight successful models, and propose pathways for

integration.

Introduction

Social determinants of health (SDOH) refer to non-medical factors that shape health outcomes,

such as economic stability, education, social and community contexts, healthcare access, and

neighborhood environment. Research demonstrates that addressing these factors, for instance,

through targeted cash assistance or “Money as Medicine” initiatives, prevents chronic disease,

improves mental health, and reduces reliance on healthcare services [1] [2] [3].

Federal assistance programs, such as the Supplemental Nutrition Assistance Program (SNAP),

Home Energy Assistance Program (HEAP), Temporary Assistance for Needy Families (TANF),

and Lifeline Program, create a social safety-net for families and individuals across the United

States (U.S.). These assistance programs target key SDOH, including food security, the

affordability of utility services, financial stability, and digital connectivity, respectively. Evidence

demonstrates that addressing these factors improves health by providing families the resources

needed to meet their basic needs [4] [5]. Yet, traditional healthcare approaches rarely integrate

financial assistance into care delivery, missing a critical opportunity to address underlying causes

of health disparities. Moreover, eligible individuals face barriers to accessing these benefits, such

as complex enrollment processes, lack of awareness, and digital literacy gaps [6]. Ultimately,

healthcare systems can integrate benefit enrollment as an intervention for achieving health equity.

The Assistance Program Landscape

Discussion on the state and federal levels about investing in financial assistance programs

sometimes centers on concerns about their effects on labor force participation. There is some

evidence to back the claim that subsidies reduce labor participation. For instance, survey data from

2000-2013 showed that Medicaid eligibility in a Medicaid-expansion state was associated with

about a 7 percentage point decreased likelihood of being employed among low-income women

with a high school degree; the effect was greater for older low-income women with a high school

degree (17 percentage points less likely to be employed in expansion states) [7]. However, another

study looked at changes in employer-sponsored insurance (ESI) following the 2014 Medicaid

expansion, and found that during this time, Medicaid coverage increased substantially while there

was little decrease in ESI, suggesting employment participation may have been stable over the

study period [8].

When evaluating assistance programs such as SNAP, the Center on Budget and Policy Priorities

argues that SNAP may actually incentivize work. In the mid-2000s, an estimated 96% of

households that worked in the year prior to receiving SNAP continued to work after starting to

receive SNAP, though this finding was derived from a small sample [9]. But in recent years, the

share of recipient households with earnings has declined, which researchers have attributed to an

aging U.S. population [10].

Historically, economic assistance and voucher programs are deliberate government mechanisms

to efficiently allocate resources, and when implemented effectively, they may increase consumer

willingness to engage in the economy. This increases demand in specific markets, benefiting

sellers, manufacturers, and producers [11]. This is referred to as the economic multiplier effect–that

every dollar transferred and spent, rather than saved, can increase total income in the economy

[12].



The Commonwealth Fund explains the multiplier effect in the context of the 2025 Congressional

Budget Reconciliation Plan’s cuts to Medicaid and SNAP. In short, cuts to Medicaid result in

reduced budgets for the states to spend on the associated healthcare services. Subsequent losses

of insurance coverage lead to lost revenue for healthcare providers, including hospitals,

pharmacies and nursing homes. Indirectly, these organizations reduce their spending, resulting in

decreased compensation or lay-offs [13]. In the case of SNAP, the transactions made at

supermarkets and other stores that accept SNAP dollars would be lost, harming would-be

customers, the businesses, and their employees [13].

The economic context for various political views on assistance programs is helpful in

understanding their public spotlight, but these conversations tend to neglect the health benefits

derived from enrollment in these programs. In this article, we argue that financial assistance is a

form of medicine and use examples from the literature to illustrate its flexibility in addressing

SDOH.

Money as Medicine: Financial Stability as a Health Intervention

The concept of "Money as Medicine" challenges conventional boundaries of healthcare, presenting

cash assistance as a potent health intervention. Financial support has the power to provide

economic relief, which in turn has been shown to reduce stress, improve mental health, and

facilitate access to essential resources like food, shelter, and healthcare [1].

Research shows that financial well-being (FWB), which refers to an individual’s subjective sense of

financial security [14], and socioeconomic status (SES) are tied with health outcomes, including

chronic conditions such as hypertension [15], diabetes [16], and mental illness [17]. Individuals

with lower FWB are less likely to engage in regular health services; they report poorer general

health and experience higher rates of physical and mental health challenges [14]. Enhancing FWB

through cash assistance can reduce financial stress, enabling individuals to seek necessary

medical care, prioritize healthier behaviors, and improve their overall quality of life [14]. Moreover,

various programs demonstrate how financial stability can prevent health crises before they require

costly medical intervention, ultimately reducing strain on the healthcare system.

This connection between financial support and improved health outcomes ultimately underscores

the potential of integrating financial interventions into healthcare. Cash assistance programs are

thus a promising yet underutilized tool in improving population health. By directly addressing

economic instability, these programs enhance both short- and long-term health and reduce

healthcare utilization. This paradigm shift empowers individuals to achieve better health outcomes

while redefining healthcare as a holistic system that recognizes the impact of SDOH.

Cash Assistance Programs: Case Studies and Health Impacts

Several public health initiatives demonstrate the impact of cash assistance programs. These efforts

operate under two different models: conditional transfers are based on requirements or eligibility

criteria. They usually involve money being given to people with stipulations (i.e., the expectation

that providing the money will result in a behavioral change) [18]. Unconditional transfers, on the

other hand, are free from restrictions–there are no conditions or rules about their use [18]. The

following initiatives fall into these categories and demonstrate how financial stability translates into

improved health and well-being.

Selection Criteria for Case Studies



We selected case studies based on public availability of health-related outcomes data, diversity of

implementation models, and relevance to U.S. healthcare integration efforts. We sought programs

that addressed a variety of SDOH and that impacted individuals of varying demographics. Both

conditional and unconditional cash transfer programs were selected to create opportunities for

qualitative comparison.

Stockton Economic Empowerment Demonstration

The Stockton Economic Empowerment Demonstration (SEED), in Stockton, California, was a

guaranteed income project organized by a mayoral administration, funded philanthropically, and

administered by a non-profit. This randomized controlled trial operated using an unconditional cash

transfer model, providing $500 per month to 125 participants during an 18-month period [19] [20].

Qualifying characteristics for recipients were age of at least 18 years, residence in Stockton, and

living in a neighborhood with a median income at or below $46,033 [21]. After one year, there were

improvements in employment, mental health, and financial stability. Participants in the treatment

group obtained full-time employment at more than twice the rate compared to the control group and

reported reduced depression, anxiety, and fatigue levels [22]. The project was discontinued after

the initial study period and with a change in Stockton’s mayor [23]. Still, SEED challenges the

notion that cash assistance discourages work, instead showing that financial stability promotes

psychological well-being and job-market participation [24].

Alaska Permanent Fund Dividend

Alaska’s Permanent Fund Dividend (PFD) is another unconditional cash transfer program, which

provides annual dividends averaging $1,600 per resident with the goal to distribute a share of the

state’s oil revenues. Over three years of follow-up, the program led to a 9.6% reduction (p<0.01) in

unsubstantiated child maltreatment referrals and a 15% reduction (p<0.01) in substantiated

neglect referrals [25]. They also find that an additional $1,000 in PFD funds by the age of four

reduces childhood mortality by around 30% (p<0.01), with this effect seen through age five [25].

These findings illustrate that cash assistance can have far-reaching effects on family stability and

child welfare, underscoring the long-term social benefits of financial security.

Eastern Band of Cherokee Indians’ Casino Revenue Dividend

The Eastern Band of Cherokee Indians implemented the Casino Revenue Dividend as part of a

broader strategy to enhance economic well-being and community resilience [26] [27]. Analyses of

this program found that providing unconditional transfers of approximately $4,000 annually to adult

tribal members is correlated with a 15 percentage point increase in high school graduation rates.

They also found fewer depressive symptoms (RR 0.51, 95% CI 0.42-0.62) and anxiety symptoms

(RR 0.33, 95% CI 0.25-0.44) among participants whose families received cash transfers during

childhood [26] [27]. This model demonstrates that unconditional cash assistance initiatives may

impact both educational and mental health outcomes, fostering a cycle of generational health and

well-being.

Chelsea Eats Program

The Chelsea Eats Program in Massachusetts offered up to $400 per month for nine months in 2020

to 2,000 households. After six months, recipients of these unconditional cash transfers reported

improvements in financial and food security and no negative impact on their willingness to work

[28]. The program also led to a 27% reduction in overall ED visits (87 fewer visits per 1000

persons, [95% CI -160.2 - -13.8, p=0.02]), a 62% reduction in behavioral health-related ED visits

(21.6 fewer visits per 1000 persons, [95% CI -40.2 - -3.1]), and an 87% reduction in substance



use-related ED visits (12.8 fewer visits per 1000 persons, [95% CI -25.0 - -0.6]) when compared to

a control group that did not receive a cash benefit and was matched based on distance to nearby

hospitals [29]. These striking positive outcomes and reductions in healthcare utilization, particularly

in mental health crises and substance use, demonstrate the impact that financial support can have

on individual and community health.

Opportunity NYC–Family Rewards Program

Opportunity NYC, the first conditional cash transfer program in the U.S., linked financial assistance

to specific educational, health, and work outcomes for low-income families. By the end of its three-

year implementation period, the program resulted in a reduced percentage of families living in

poverty from 68.2% to 56%, a relative reduction of 17.9% (p< 0.001). The percentage of families in

severe poverty (50% below the federal poverty line) declined from 27.4% to 16.3%, a 40.5%

relative reduction (p< 0.001). However, the study showed mixed results in terms of health and

children’s school outcomes [30]. Despite this, the program’s success in poverty alleviation

highlights a broader debate: while conditional programs aim to promote specific behaviors like

school attendance or health checkups, unconditional cash transfers offer support without

requirements, emphasizing autonomy.

Progresa: An International Cash Assistance Program

While the programs and policies discussed have predominantly been those that are U.S. based,

healthcare systems can also draw on similar programs within international settings. Progresa was

a conditional cash transfer program established in Mexico in 1997. The eligibility was based on

school attendance of children and participation in preventive health check-ups for members of the

household. Additional conditions were added later to account for attendance at health and nutrition

classes by the mother. Cash assistance in the 1990s was set at 125 Mexican Pesos for health and

nutrition with education stipends varying between 90–255 Mexican pesos according to student

grade level and sex. Initial evaluations of the program found an increase in middle school

enrollment of 5–6% (p<.05) among males, and 7–9% among females (p<.01) [31]. Improvements

to health and nutrition outcomes were also present: Preventive health visits increased by 18%, and

infants ages 12–36 months were an average of 1 centimeter taller than the control group (p<.05)

[32]. The incidence of infant anemia fell by 10% (p=.03) between 1997 and 2000 [33]. In 2019, the

program was rebranded to Becas Benito Juárez (BBJ), at the time of the transition, the program’s

payment format shifted to a direct transfer to students. Attendance was no longer monitored. The

only remaining conditions for the BBJ were that students were enrolled in the public school system

and were of low income households. This transition was met with a decline in school enrollment.

The notable drop was among males aged 15–17 years at 12.3% (p<.01), followed by males 12–14

years of age with a 6.1% drop (p<.01) and males 6–11 with a 1.9% decrease with marginal

significance [34]. The Progresa program, from its beginning to its final transition in 2019, has been

a longstanding feature of cash assistance policy in Mexico and has had positive outcomes for the

people in rural areas, especially those with limited resources.

Insurance and Nonprofit Programs’ Impacts on Health Promotion

The Oregon Health Insurance Experiment

The previous initiatives support the use of targeted conditional and unconditional cash assistance

initiatives as means to promote psychological wellbeing, better outcomes for children, and to

reduce ED visits and poverty. A complete appraisal requires discussion of Medicaid and the

successes and failure of expanded enrollment in the program. This is important to frame



conversations on cash assistance, as many of those who are signed up for assistance programs

are also beneficiaries of public insurance.

Data from the Oregon Health Insurance Experiment has been used to better categorize the impacts

of Medicaid enrollment on health outcomes and mixed results have been reported. In 2008, Oregon

conducted random lottery drawings over 7 months to allow individuals between 19 to 64 years old

and who were state residents to apply for the Oregon Health Plan Standard–a Medicaid program

for uninsured, low-income adults ineligible for other public insurance [35].

Researchers found increases in ED visits over 1.5 years, including for “non-emergent,” and

“primary care treatable” cases, while there was no statistically significant effect on diagnoses of or

medication use for hypercholesterolemia or hypertension. Additionally, no significant changes in

measures of physical health, such as blood pressure, cholesterol, glycated hemoglobin, or 10-year

cardiovascular risk were observed [36].

An evaluation of the Experiment was published in the New England Journal of Medicine and looked

at survey results from 6387 adults randomly selected to apply for Medicaid versus 5842 adults not

selected. Respondents reported increases in preventive care, including an increase in cholesterol

monitoring by 14.57 percentage point (95% CI, 7.09-22.03, p<0.001) and increased mammograms

by 29.67 percentage points (95% CI 11.96-47.37, p=0.001) [37].

Link Health: Bridging Healthcare and Cash Assistance

Nonprofit organizations have recognized the impact that cash assistance and insurance coverage

can have on communities. Link Health, a Boston-based nonprofit, demonstrates how cash

assistance can be effectively integrated into healthcare settings to address SDOH [38] [39]. Link

Health partners with federally-qualified health centers to provide benefit enrollment services to

underserved groups, including families with low incomes, low digital literacy, complex health and

social statuses, and immigrant backgrounds. Its model embeds cash assistance and insurance

enrollment into patient visits, combining clinical care to address immediate health needs with

interventions to tackle SDOH and reduce access barriers. From November 2022 to November

2024, the organization screened over 27,000 individuals for eligibility and enrolled 3,086,

distributing over $3 million in financial assistance to a largely Hispanic, non-English-speaking, and

publicly-insured demographic [39].

Programs like SNAP, Lifeline, HEAP, and the Special Supplemental Nutrition Program for Women,

Infants, and Children (WIC) form the backbone of Link Health’s interventions. For instance, SNAP

helps alleviate food insecurity, a key factor in chronic disease prevention [40]. The Lifeline Program

provides low-income individuals access to telehealth services and educational resources [41].

Families enrolled in WIC benefit from improved nutritional outcomes, which, in turn, reduce the

prevalence of conditions such as hypertension and diabetes [42]. HEAP ensures safe home

environments by offsetting energy costs and reducing the health risks associated with extreme

temperatures, particularly for vulnerable populations such as the elderly [43]. By directly

addressing these economic obstacles, Link Health creates a foundation for long-term health

improvement, from reducing food insecurity to preventing chronic illness.

Policy Implications and a Path Forward

To actualize the potential of cash assistance programs, healthcare providers and policymakers

should adopt an integrated approach. Healthcare providers can embed benefit enrollment services

into routine care, leveraging their position to screen for SDOH and connect patients to financial



resources. By partnering with organizations like Link Health, providers can address root causes of

health disparities, particularly in marginalized communities.

“Anti-Poverty Medicine” is an approach that complements the “Money as Medicine” movements

and may be of value to stakeholders in health system administration. In this approach, Medical

Financial Partnerships, which are cross-sector collaborations where health care systems and

financial service organizations work together to reduce patient financial stress, are leveraged to

provide health center or community-based tax preparation, financial coaching, and employment

assistance services [44].

Hospital networks should also incorporate screening for cash assistance programs into the

electronic health record (EHR) and incentivize providers to address SDOH as part of patient care.

Screening tools within the EHR could prompt providers to ask questions about financial instability,

such as household size or income level, and trigger referrals to cash assistance programs. Moving

beyond the clinical visit, clinics and hospitals can collaborate with financial service programs in

their communities to connect patients with the appropriate resources [45].

Policymakers must simplify federal benefit enrollment processes, raise public awareness, and

remove barriers such as digital literacy gaps; this will ensure that essential services reach those in

need. Expanding access to cash assistance and streamlining its integration into healthcare settings

would magnify its impact on health outcomes and promote equity.

Limitations and Considerations

The models described in this discussion provide evidence that cash assistance programs

supporting low-income and vulnerable communities can impact a diverse set of SDOH. It is

important not to generalize these findings to all social assistance programs, as the rationale and

objectives differ amongst these models. For instance, some programs may be designed with the

purpose of providing resources for consumption needs, while others are meant to support asset

accumulation [46]. As interventions for public health, these models must be economically

sustainable, scalable, and their impacts on employment, health, and other outcomes tested over

appropriate periods and with ample sample sizes. Policymakers and healthcare providers must

align on the purpose of their interventions, their economic rationale, the theoretical sustainability of

those models, as well as their conditionality and how their impacts should be evaluated over time.

Cash assistance programs can be optimized to positively impact health and financial outcomes

through supplementary education. Sen’s capability has been applied to welfare, previously, and

describes an approach in which the outcome of providing resources may be dependent on the

circumstances and ability of the person [47]. This can be applied to cash assistance programs, for

instance SNAP. While SNAP itself provides dollars to spend on food, which can be utilized for

accessing fresh fruits, whole grains, and other nutritious products, further education on healthy

nutrition through programs like SNAP-Ed can offer families additional tools to make healthy

choices. Improved financial literacy might also help individuals make conscientious decisions about

how they spend their allocated SNAP dollars [48].

Finally, cash assistance programs are only as beneficial as the environments in which they are

allocated. Returning to SNAP, individuals can only access fresh food items if they are within a

reasonable distance of a supermarket or a grocer that sells these products. In areas where people

access food from corner shops and convenient stores, these options are limited or entirely

unavailable. The systemic barriers that prohibit individuals from making healthy decisions are not



limited to SNAP only. Subsidized healthcare is only so helpful if there are few primary care

physicians in the area.

Conclusion

Cash assistance programs can have a profound and measurable impact on health outcomes.

Whether through reduced ED visits, improved mental health, or long-term family stability, programs

like SEED, PFD, Chelsea Eats, and Link Health exemplify the potential of financial stability to act

as a form of medicine. By expanding and integrating these programs into the healthcare system,

we can move toward a model of care that addresses the full spectrum of factors influencing health–

economic, social, and medical–and that has lasting, intergenerational effects on both individual and

community health.
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