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Analysis

Cash Benchmarking For
Integrated Health Care And
Human Services Interventions:
Finding The Value Added

ABSTRACT Health-related social needs, which include food insecurity,
housing instability, and lack of transportation, are strongly associated
with poor health outcomes, more health care use, and higher health care
spending. Integrating human services that address health-related social
needs into health care may address these issues. In this article we
propose an innovative methodological approach (borrowed from
developmental economics) called cash benchmarking, which can help
determine when health care and human services integration is most
useful. This is important because while integrating human services into
health care offers potential benefits, it also comes with potential
downsides—including the medicalization of social needs; deemphasis of
upstream societal causes of health-related social needs, such as tax policy
and labor conditions; and opportunity costs within the health care
system, as resources are shifted to delivering social care. Ultimately, cash
benchmarking can help stakeholders navigate closer to the promise, and
away from the pitfalls, of health care and human services integration.

H
ealth-related social needs are
strongly associated with poor
health outcomes, greater use of
health care, and higher health
care spending.1–11 Health-related

social needs include food insecurity, housing
instability, and lack of transportation. Drivers
of health and health care expenditures are in-
creasingly recognized to lie both within and out-
side the health care system, and integrating hu-
man services that address health-related social
needs into health care may be a key mechanism
to improve health.10,11 Although there are encour-
aging early results from such integration,12–15 rig-
orous evaluation of these programs is critical. In
particular, it is important to use strong study
designs that can validly estimate what would
have happened in the absence of the program

and to avoid designs such as pre-post assess-
ments that are subject to regression to the mean
and other sources of bias.16

In this article we propose cash benchmark-
ing17,18 as an appropriate study design for evalua-
tions of interventions that integrate health care
and human services.We discuss important con-
siderations for navigating closer to the promise,
and away from the pitfalls, of integrating health
care and human services.

Cash Benchmarking
Whencontrol groups areusedat all inhealth care
and human services integration studies,3,13,15 the
typical approach uses a usual-care design that
compares the new program to current practice
(which may be no specific intervention). An al-

doi: 10.1377/hlthaff.2019.01579 
HEALTH AFFAIRS 39,
NO. 4 (2020): 582–586

Seth A. Berkowitz (seth_ 
berkowitz@med.unc.edu) is an 
assistant professor of 
medicine in the Division of 
General Medicine and Clinical 
Epidemiology, School of 
Medicine, University of North 
Carolina at Chapel Hill.

Samuel T. Edwards is an 
assistant professor of 
medicine at Oregon Health & 
Science University and a staff 
physician in the Section of 
General Internal Medicine, 
Veterans Affairs Portland 
Health Care System, both in 
Portland, Oregon.

Daniel Polsky is the 
Bloomberg Distinguished 
Professor of Health Policy and 
Economics at Johns Hopkins 
University, jointly appointed in 
the Bloomberg School of 
Public Health and the Carey 
Business School, in Baltimore, 
Maryland.



ternative is cash benchmarking, which comes
from the field of developmental economics. In
a cash-benchmarking study, one group receives
an intervention and another group receives the
monetary value of the intervention as a cash
transfer.17 Treatment effects estimated by such
a study show the benefit (if any) of the interven-
tion, above and beyond the cash value of the
resources provided. This is particularly relevant
for integrated health care and human services
interventions, as the health-related social needs
that these interventions seek to address areoften
rooted in a lack of financial means. Thus, seeing
a benefit from an intervention in a cash-bench-
marked study indicates that the intervention is
not simply an improvement over usual care but
instead offers value added—benefits that could
not be achieved solely by a cash transfer.
It is important to distinguish cash benchmark-

ing (in which a cash transfer is used as a com-
parison condition to study an intervention of
interest) from cash transfer interventions (in
which the effect of the cash transfer itself is
the primary focus of the study). Cash transfers
might ormight not be effective interventions for
specific health outcomes, as the example of the
Opportunity NYC–Family Rewards program19

shows. Nevertheless, whether cash-transfer in-
terventions are effective in specific situations is a
discussion separate from whether cash bench-
marking is a useful study design.
In an example of a cash-benchmarking study, a

recent trial sought to improve diet quality among
patients at a community health center who were
overweight or obese.20,21 This study compared
having a subsidized membership to a communi-
ty-supported agriculture (CSA) program, which
provided a weekly allotment of fresh produce, to
receiving the cash value of the subsidy. The study
found greater diet quality improvement in the
CSA group, which showed that there was value
to the program above and beyond the cash value
of the subsidy.
In developmental economics, cash-bench-

marked studies have recently come into use. Ex-
amples include a comparison of cash versus
food aid from the World Food Program22 and
an evaluation of a sanitation and nutrition be-
havior change program in Rwanda.23 An impor-
tant lesson learned is that cash benchmarking
provides information that decisionmakerswant,
as the information makes it easy to relate pro-
gram costs to changes in outcomes—especially
in comparison to a low-overhead alternative.
The US Agency for International Development
is now supporting the use of cash benchmarking
in a number of studies, for this reason.17

To illustrate the rationale for cash-bench-
marked designs in the context of health care

and human services integration, imagine two
interventions designed to address food insecuri-
ty. In the first intervention, a clinic implements
food insecurity screening for people with a diet-
sensitive medical condition such as diabetes.
Thosewho screen positivemeet with a counselor
and receive information about local food pan-
tries. The people generally have few other limi-
tations (for example, they are able to shop and
cook for themselves) and have sufficient knowl-
edge of recommended foods to follow an appro-
priate diet. In this case, imagine that the inter-
vention improves diet quality, compared with
usual care, by improving food access. But imag-
ine that comparing this intervention to an equiv-
alent cash transfer reveals little difference in diet
quality: Participants obtain healthy food from
food pantries in the intervention arm and just
purchase it themselves in the cash transfer arm.
The second intervention is amedically tailored

meal delivery program for poor and medically
complex people.24 The functional limitations
these individuals face and the complexity of
the diets they are advised to follow may mean
that even if recommended foodswere affordable,
adhering to the recommended diet would be dif-
ficult. Creating the tailored meals requires col-
laboration between treating clinicians and an
organization that can reliably prepare and deliv-
er specific meals. In this case, imagine that the
participants in the meal program see greater im-
provements in diet quality, compared both with
usual care and with a cash transfer.
If onewere to use only usual-care designswith-

out the use of a cash benchmark, then the above
scenarios could be viewed as equivalent: In each
case, the intervention improved outcomes com-
pared with usual care. However, in the first case,
the benefit of the intervention comes from the
cash value of the food provided, rather than any
specific benefit of health care and human ser-
vices integration. In the second case, the close
integration of health care and human services
provides a benefit that cannot be obtained by
cash alone. Making this distinction would be
impossible without the use of a cash benchmark.
And making such distinctions is critical in the
context of integrated health care and human ser-
vices interventions, because it indicates whether
there is value in the integration of the services.

Why Is Cash Benchmarking So
Important?
As the examples above illustrate, when one is
considering integrated health care and human
services interventions, the value that integration
adds is the critical element. But why is it impor-
tant to demonstrate that integration adds value?



Shouldn’t the existence of some benefit over
usual care be sufficient? Demonstrating benefit
overusual care could be sufficient if thatwere the
only consideration. However, that is rarely the
case: The benefit of an intervention needs to be
weighed against potential drawbacks and unin-
tended consequences, which we discuss below.
Assessing the impact of these downsides is often
complex, time consuming, and costly. There-
fore, having the high bar of the cash-benchmark
design focuses stakeholders’ attention on inter-
ventions whose benefits are more likely to out-
weigh their drawbacks.
Health care and human services integration

has potential downsides.25 First, by the nature
of the integration, these interventionsmaymed-
icalize problems that, while associatedwith poor
health, do not represent illness or disease in a
traditional sense. Once issues are medicalized,
the presumptionmay be that they require health
care services. This may deemphasize potentially
more effective ways to address health-related
social needs that lie outside the health care
system—such as human services organizations
that operate alone; public health approaches;
and tax, employment, or labor policy changes
that address the root causes of these needs.25

For example, if housing instability is seen as a
problem primarily because it increases health
care use,26 this may discourage the use of strate-
gies that lie outside of the health care sector,
such as city planning initiatives to increase af-
fordable housing.
A secondpotential drawback is thathealth care

systems may focus on human services interven-
tions as a way to affect short-term health care
costs. This could lead to narrowly focused efforts
motivated by the desire for the greatest return on
investment in the shortest period. Forexample, a
program that addressed housing only for people
experiencing homelessness at the time of hospi-
tal discharge to prevent a readmission within
thirty days would overlook the effects of housing
instability among people who had not recently
been hospitalized or even been in contact with
the health care system.27

Third, a health care system’s expansion into
human services could come with high opportu-
nity costs, as its attention could be diverted
from its specialized medical skill set. For exam-
ple, an integrated health care and human ser-
vices intervention could sap personnel resources
and reduce institutional bandwidth needed for
cancer screening or immunization programs.
Finally, health care systems could lack the ex-

pertise needed to allowhuman services interven-
tions to reach their full effectiveness.Health care
systems also commonly have cost structures
that make them an expensive context in which

to deliver an intervention. Therefore, owing to
possibly less expert and more expensive imple-
mentation, health care system–integrated inter-
ventions may be less cost-effective than similar
interventions delivered outside the health care
system.
Because of these potential downsides, it is im-

portant to determine whether a health-related
social needs intervention should occur with
health care system or be entirely outside the
health care sector. From a societal perspective,
the key question is, How can scarce resources
best be spent to improve population health? By
providing a commondenominator withwhich to
compare intervention success, cash benchmark-
ing helps answer this question in a way that a
usual-care design cannot and can propel cross-
sector comparative effectiveness work.

Additional Advantages Of
Cash-Benchmarked Designs
Cash-benchmarked study designs have advan-
tages beyond those listed above. People from
racial/ethnic minority groups, those with low
socioeconomic status, and other disadvantaged
populations are underrepresented in research.
Even if a usual-care study is ethically justifiable,
eligible people may be unwilling to experience
the burden and possible risks of participating
when there is a substantial chance that they
will receive no benefit fromdoing so. By offering
something of value to both groups, cash bench-
marking may help overcome this important
limitation. This is a particular concern for inte-
grated health and human services interventions,
as the burden of health-related social needs falls
disproportionately on racial/ethnic minority
groups and people with lower socioeconomic
status.4,10 Cash benchmarking could ease the re-
cruitment of a more representative sample, en-
hancing the scientific value of the data gathered.
Of course, this advantage needs to be weighed
against the possibility of creating undue influ-
ence, if trial conditions are such that it is difficult
to turn down an offer of participation.We recom-
mend both working with members of the study
population to understand what would be coer-
cive when designing the study and, of course,
obtaining Institutional Review Board approval.
One further advantage of cash-benchmarked

designs is that theyhelp “justify thepaternalism”

of non–cash transfer interventions.17 For exam-
ple, imagine trying to decide between offering a
low-interest loan and tax concessions to a super-
market chain in exchange for its opening a gro-
cery store in a food desert (an area without
healthy food retail options) and distributing a
similar amount ofmoney to residents of the food



desert as a cash transfer. Offering the loan and
tax incentives may be the better approach if
there are concerns that diversion of resources
would dilute the effect of the cash transfer—that
is, if politicians were concerned that the money
would be spent on items other than food. How-
ever, there is a cost to this type of paternalism,
and the cash-benchmark design quantifies it.
A cash-benchmarked study may reveal that in-
creasing the resources of the people in the food
desert enables them to travel to other areas to
shop or creates enough market demand within
the neighborhood to attract a grocery store
without special incentives. Given the advantages
of cash-benchmarked designs, funders may re-
quest their use in the evaluations of programs
that integrate health care and human services.

Limitations Of A Cash-Benchmarked
Design
Of course, cash-benchmarked designs have lim-
itations. One important limitation occurs in sit-
uations where cash transfers have an effect on
the outcome but the natural history of the con-
dition studied is not known. In this case, having
only a cash-benchmark arm does not allow in-
vestigators to determine what would have hap-
penedunderusual care. For example, imagine an
intervention that seeks to reduce emergency de-
partment use. The intervention focuses on ad-
dressing transportation barriers, as these might
keep people from attending primary care visits.
Missing these visits leads to the exacerbation
of chronic conditions, which in turn results
in greater emergency department use. A cash-
benchmarked study might randomly assign
participants to a clinic-based program that ar-
ranges rides to appointments, versus receiving
the cash value of the program. Such a study
would permit comparing the ride program to
cash. However, the benefit of the ride program
over usual care might remain unknown, unless
evidence was already available about the associ-
ation between transportation barriers and emer-
gency department use under usual care.
For most health-related social needs, their as-

sociations with poor outcomes under usual care
is well documented, so this situation may be
uncommon. However, if determining a contrast
between the intervention of interest and usual
care is scientifically meaningful, then a usual-
care control group (or having usual care be a
third study arm)maybenecessary. Alternatively,
investigators may be able to supplement a
cash-benchmarked study with additional data by
simply observing the natural history in a trial-
eligible sample whose members do not actually
participate in the trial. This would likely be a

more efficient use of resources, as interventional 
trials are typically more costly than observation-
al studies. The trial data could be used to deter-
mine whether the program was effective beyond 
the cash value of the intervention, and combin-
ing the trial and observational data could provide 
evidence that one (or both) arms of the study 
were effective compared with usual care.

Controversies And Open Questions
As cash-benchmarking designs are relatively 
new, there remain controversies and open ques-
tions surrounding their use. Though there is not 
space to discuss all of them in this article, we 
highlight two important considerations. First, it 
can be challenging to understand the true costs 
of an intervention to set the appropriate value of 
the cash benchmark. Determining the cost of 
the portions of personnel time, administrative 
overhead, office space, and other resources used 
for an intervention can be quite difficult in the 
health care setting, where all of these factors may 
have other uses outside of the study (for exam-
ple, for routine clinical care). Costing can be 
tricky in any context, and it is notoriously diffi-
cult to determine what the true cost of a health 
care service is.
Second, there may be trade-offs between the 

use of cash as a benchmark and cash transfers as 
an intervention in their own right. If cash bench-
marks are interpreted strictly, then the amount 
of cash provided should equal the cash value of 
the intervention. However, this amount of cash 
might not be optimal: A higher or lower amount 
may be more cost-effective if the cash transfer 
were considered an intervention in its own 
right. Thus, when to interpret the use of cash 
as a benchmark, as opposed to another interven-
tion of interest, remains an open question.

Conclusion
The science of addressing health-related social 
needs with integrated health care and human 
services programs has reached a critical stage. 
Effective interventions are badly needed, but the 
design of studies to evaluate them should be 
carefully considered. To make truly informed 
decisions, stakeholders need to be able to com-
pare the costs and effects of interventions side by 
side. Given their low administrative overhead, 
cash-benchmark designs readily facilitate this, 
and they make clear the value (if any) that these 
interventions add. We believe that cash-bench-
mark designs are practical tools to make re-
search on health and human services integration 
more useful for stakeholders and should be used 
more widely. 



Seth Berkowitz’s role was supported by
the National Institute of Diabetes and
Digestive and Kidney Diseases of the
National Institutes of Health (Award

No. K23DK109200). The content is
solely the responsibility of the authors
and does not necessarily represent the
official views of the National Institutes

of Health or the Department of
Veterans Affairs.

NOTES

1 Berkowitz SA, Seligman HK, Meigs
JB, Basu S. Food insecurity, health-
care utilization, and high cost: a
longitudinal cohort study. Am J
Manag Care. 2018;24(9):399–404.

2 Berkowitz SA, Kalkhoran S, Edwards
ST, Essien UR, Baggett TP. Unstable
housing and diabetes-related emer-
gency department visits and hospi-
talization: a nationally representa-
tive study of safety-net clinic
patients. Diabetes Care. 2018;41(5):
933–9.

3 Gottlieb LM, Wing H, Adler NE. A
systematic review of interventions
on patients’ social and economic
needs. Am J Prev Med. 2017;53(5):
719–29.

4 Gundersen C, Ziliak JP. Food inse-
curity and health outcomes. Health
Aff (Millwood). 2015;34(11):1830–9.

5 Tarasuk V, Cheng J, de Oliveira C,
Dachner N, Gundersen C, Kurdyak P.
Association between household food
insecurity and annual health care
costs. CMAJ. 2015;187(14):E429–36.

6 Garcia SP, Haddix A, Barnett K. In-
cremental health care costs associ-
ated with food insecurity and
chronic conditions among older
adults. Prev Chronic Dis. 2018;
15:E108.

7 Syed ST, Gerber BS, Sharp LK.
Traveling towards disease: trans-
portation barriers to health care ac-
cess. J Community Health. 2013;
38(5):976–93.

8 Smith ML, Prohaska TR, MacLeod
KE, Ory MG, Eisenstein AR, Ragland
DR, et al. Non-emergency medical
transportation needs of middle-aged
and older adults: a rural-urban
comparison in Delaware, USA. Int J
Environ Res Public Health. 2017;
14(2):E174.

9 Baggett TP, Berkowitz SA, Fung V,
Gaeta JM. Prevalence of housing
problems among community health
center patients. JAMA. 2018;319(7):
717–9.

10 National Academies of Sciences,
Engineering, and Medicine. Inte-
grating social care into the delivery
of health care: moving upstream to
improve the nation’s health. Wash-
ington (DC): National Academies
Press; 2019.

11 Bibbins-Domingo K. Integrating so-
cial care into the delivery of health
care. JAMA. 2019;322(18):1763–4.

12 Gottlieb LM, Hessler D, Long D,
Laves E, Burns AR, Amaya A, et al.
Effects of social needs screening and
in-person service navigation on child
health: a randomized clinical trial.
JAMA Pediatr. 2016;170(11):
e162521.

13 Berkowitz SA, Hulberg AC, Standish
S, Reznor G, Atlas SJ. Addressing
unmet basic resource needs as part
of chronic cardiometabolic disease
management. JAMA Intern Med.
2017;177(2):244–52.

14 Schickedanz A, Sharp A, Hu YR,
Shah NR, Adams JL, Francis D, et al.
Impact of social needs navigation on
utilization among high utilizers in a
large integrated health system: a
quasi-experimental study. J Gen In-
tern Med. 2019;34(11):2382–9.

15 Vest JR, Harris LE, Haut DP,
Halverson PK, Menachemi N. Indi-
anapolis provider’s use of wrap-
around services associated with re-
duced hospitalizations and
emergency department visits. Health
Aff (Millwood). 2018;37(10):
1555–61.

16 Finkelstein A, Zhou A, Taubman S,
Doyle J. Health care hotspotting—a
randomized, controlled trial. N Engl
J Med. 2020;382(2):152–62.

17 McIntosh C, Zeitlin A. Lessons from
a cash benchmarking evaluation:
authors’ version. Development Im-
pact [blog on the Internet]. 2018 Sep
14 [cited 2020 Feb 6]. Available
from: https://blogs.worldbank.org/
impactevaluations/lessons-cash-
benchmarking-evaluation-authors-
version

18 Gentilini U. The revival of the “cash
versus food” debate: new evidence
for an old quandary? [Internet].
Washington (DC): World Bank; 2016
Feb [cited 2020 Feb 6]. (Policy Re-
search Working Paper No. 7584).
Available from: http://documents
.worldbank.org/curated/en/
720311467990967124/pdf/
WPS7584.pdf

19 Courtin E, Muennig P, Verma N,
Riccio JA, Lagarde M, Vineis P, et al.
Conditional cash transfers and

health of low-income families in the
US: evaluating the Family Rewards
experiment. Health Aff (Millwood).
2018;37(3):438–46.

20 Berkowitz SA, O’Neill J, Sayer E,
Shahid NN, Petrie M, Schouboe S,
et al. Health center–based commu-
nity-supported agriculture: an RCT.
Am J Prev Med. 2019;57(6 Suppl 1):
S55–64.

21 Basu S, O’Neill J, Sayer E, Petrie M,
Bellin R, Berkowitz SA. Population
health impact and cost-effectiveness
of community-supported agriculture
among low-income US adults: a mi-
crosimulation analysis. Am J Public
Health. 2020;110(1):119–26.

22 Gentilini U. Revisiting the “cash
versus food” debate: new evidence
for an old puzzle? World Bank Res
Obs. 2016;31(1):135–67.

23 McIntosh C, Zeitlin A. Benchmark-
ing a child nutrition program
against cash: experimental evidence
from Rwanda [Internet]. New Haven
(CT): Innovations for Poverty Ac-
tion; 2018 Jun 15 [cited 2020 Feb 6].
Available from: https://www
.poverty-action.org/sites/default/
files/publications/Benchmarking
.pdf

24 Berkowitz SA, Terranova J, Hill C,
Ajayi T, Linsky T, Tishler LW, et al.
Meal delivery programs reduce the
use of costly health care in dually
eligible Medicare and Medicaid
beneficiaries. Health Aff (Millwood).
2018;37(4):535–42.

25 Lantz PM. The medicalization of
population health: who will stay
upstream? Milbank Q. 2019;97(1):
36–9.

26 Baxter AJ, Tweed EJ, Katikireddi SV,
Thomson H. Effects of Housing First
approaches on health and well-being
of adults who are homeless or at risk
of homelessness: systematic review
and meta-analysis of randomised
controlled trials. J Epidemiol Com-
munity Health. 2019;73(5):379–87.

27 Berkowitz SA, Baggett TP, Edwards
ST. Addressing health-related social
needs: value-based care or values-
based care? J Gen Intern Med. 2019;
34(9):1916–8.


