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Abstract

Financial resources are known to affect health outcomes. Many types of so-
cial policies and programs, including social assistance and social insurance,
have been implemented around the world to increase financial resources.We
refer to these as cash transfers. In this article, we discuss theory and evidence
on whether, how, for whom, and to what extent purposeful cash transfers im-
prove health. Evidence suggests that cash transfers produce positive health
effects, but there aremany complexities and variations in the outcomes.Con-
tinuing research and policy innovation—for example, universal basic income
and universal Child Development Accounts—are likely to be productive.
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INTRODUCTION

Financial resources are fundamental for achieving and maintaining good health across the life
course (2, 19, 20, 124). They help “individuals avoid diseases and their negative consequences
through a variety of mechanisms” (75, p. 81). People with fewer financial resources are at a greater
risk of poor health, including increased comorbidity and disability, diminished quality of life, and
lower life expectancy (2, 14, 15, 19, 20, 42, 100).

This article asks whether intentional increases in financial resources transferred to households
improve health outcomes and, if so, how. Such improvements may indicate that development and
implementation of cash-transfer policies and programs have the potential to extend our under-
standing of the social determinants of health.

In this review, we define cash transfers broadly to include transfers of cash or cash equivalents
(e.g., tax benefits) and vouchers for cash or cash-like in-kind assistance vouchers (e.g., Supplemen-
tal Nutrition Assistance Program benefits, known as food stamps). The definition focuses on re-
source flows designed to support immediate consumption, tomaintain a living standard, or to build
assets for long-term security (e.g., for homeownership or retirement). Here, cash transfers do not
include the provision of particular services (e.g., health care supported by Medicaid or Medicare)
or direct provision of public goods (e.g., roads, parks, schools, libraries). We discuss where cash
transfers are allocated in society instead of focusing solely on cash transfers to low-income people.

Cash-transfer policies and programs aim to improve individual and household financial stabil-
ity and well-being through increased consumption (9, 10, 48) and increased asset building (102).
With regard to health effects, a cash transfer represents the infusion of income and/or assets that
may affect physical andmental health outcomes in households.The assumption that cash transfers
are successful reflects the strong influence of neoclassical economics, wherein money is a proxy
for level of consumption and level of consumption is an indicator of well-being. The formulation
is useful but has limitations. One limitation is that individual circumstances and context matter
greatly, as this review indicates. Another is that links between cash transfers and health outcomes
may be indirect.

In this review, we pursue a broader understanding of links between cash transfers and health.
In the sections below, we place cash transfers in the context of social determinants of health, em-
phasizing race as primary, and we propose a conceptual model. We then discuss the dimensions
and main policy forms of cash transfers, as well as evidence on cash transfers and health. Finally,
we point to directions for future research and highlight two ongoing policy innovations.

SOCIAL DETERMINANTS OF HEALTH

Social determinants—including but not limited to race/ethnicity, socioeconomic position (SEP),
and gender—are critical for individual and population health. These factors are linked to power
and privilege. People with more power and privilege generally experience better health outcomes.

Growing attention has been drawn to social determinants of health in applied health research
in the United States (21). Social determinants have been highly explanatory in studies that model
them as covariates, but the results have seldom led to testable interventions that might alter those
determinants. In research on interventions related to social conditions, cash transfers (broadly de-
fined) provide material means for shelter, nutrition, income security, and other basic social and
economic conditions. These social interventions constitute most of what is called social policy
and underpin the body of applied research into social determinants of family security and devel-
opment (for summaries, see 95, 106).Health is typically not a main focus in this social intervention
research, but it might becomemore so.Growing attention frompublic health researchers can posi-
tively contribute to the study of well-being that results from cash transfers and other social policies.
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Race/Ethnicity and Health

In the United States (as elsewhere), race/ethnicity has a troubled history with ongoing effects.
Race is primary. Racial disparities have been documented in overall mortality and multiple disease
outcomes (e.g., 8, 65, 71). It is no coincidence that the weight of the coronavirus disease 2019
(COVID-19) pandemic has fallen disproportionately on African Americans, Native Americans,
and Latinos (123). In our view, it is impossible to understand social determinants of health without
“putting race at the forefront” (59), and we take that approach in this article.

Race remains a key determinant of health inequities because racism—the social, economic,
and political oppression of some racial/ethnic groups—has affected living conditions and health
outcomes (e.g., 21, 36, 49, 68, 109, 124), including individual-level outcomes (e.g., 49, 51, 90).
Research has paid less attention to structural racism’s contributions to racial health disparities (36).
For example, racist policies and practices (e.g., redlining) have purposefully created staggering
levels of racial residential segregation throughout the United States (98). Structural racism shapes
access to resources and opportunities, fueling inequalities in education, employment, wealth, and
other domains (25, 51, 64, 93, 125). These inequalities cascade over the life course and across
generations, molding educational preparation, marketable employment skills, and opportunities
to accumulate assets among people of color.

Thus, race is strongly linked to SEP (19, 83). For example, median annual household income
in 2019 was $76,057 for non-Hispanic Whites, $45,438 for Black Americans, and $56,113 for
Hispanics (119). White men receive higher pay than their counterparts in other racial groups
(and women), even when analyses adjust for occupation, years of experience, education, and other
credentials (69, 124). Furthermore, wealth varies by race. For every dollar of wealth that White
households hold, Black households have only seven cents (31). The magnitude of the racial wealth
gap is immense, deeply entrenched, and not explained by saving or spending habits (85).

Socioeconomic Position and Health

Like race, SEP is a strong determinant of health (1, 13, 20, 21, 29, 75, 93, 124). SEP involves an
array of resources that all protect health, regardless of which health mechanisms are relevant at a
given time (75). Individuals with substantial income and assets work in roles with autonomy, job
security, and fringe benefits, including paid time off. They have resources to navigate unexpected
costs, as well as access to healthy foods and safe green spaces for exercise (61, 73). Their children
attend good schools and grow into well-paid jobs of their own (125). These relationships are
structural, replicating, and determinative.

Cash Transfers and Health: A Conceptual Model

How might cash-transfer interventions improve health outcomes? Our conceptual model of the
relationships among cash transfers, socioeconomic determinants, and health considers race, eth-
nicity, gender, and other SEP (e.g., income, wealth, education, and occupation) indicators to be
upstream factors that shape health outcomes through a series of mediators (Figure 1). In this
model, cash transfers are an intervention to supplement SEP. Cash transfers and socioeconomic
determinants are modeled to operate through multiple pathways and mediators (79, 89, 124): ma-
terial conditions (i.e., declines in unmet social needs and hardship), environmental factors (i.e.,
built environments where people live and work), psychosocial factors (e.g., self-efficacy and opti-
mism), health behaviors (e.g., physical activity and healthy diet), access to medical care, and uti-
lization of care. This conceptual model focuses at the individual and household levels, rather than
at the level of society, and excludes some large exogenous factors (e.g., genetics and culture).
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Health

Cash transfers

Transfer modality, universality,
conditionality, program purpose,

contribution, delivery

Socioeconomic determinants

Race/ethnicity

Gender

Income

Wealth

Education

Occupation

Mediators

Material conditions

Psychosocial conditions

Health behaviors

Medical care

Environmental conditions

Figure 1

Conceptual model of socioeconomic determinants, cash transfers, and health.

CASH TRANSFERS

Dimensions of Cash Transfers

In this section, to conceptualize and differentiate cash transfers, we examine six structural di-
mensions of such transfers. They include transfer modality, universality, conditionality, program
purpose, contribution, and delivery.

Transfermodality: cash versus in-kind benefits.Twobasic forms of social policy provision, cash
and in-kind benefits, have generated considerable discussion regarding which is more effective in
improving well-being. Compared with in-kind goods and services, cash payments may generate
greater well-being for recipients because cash enables flexibility in spending choices (30).

Universality.Cash-transfer programs can be targeted to select program beneficiaries or univer-
sal (offering benefits to everyone). Most cash-transfer programs use targeting to determine eli-
gibility for benefits. Methods include geographic targeting, means testing (with income and/or
asset thresholds), and community-based targeting. The targeting mechanism is often selected for
reasons of political acceptability, fiscal sustainability, and/or cost-effectiveness. But targeting also
carries the burden of administrative oversight. It requires outreach to potential beneficiaries, a reg-
istration process, reporting, and program recertification. Universality in cash-transfer programs
avoids these administrative burdens and the stigma associated with receipt of targeted benefits
(10, 38).

Conditionality. Fund allocation in cash transfers is also based in part on recipient compli-
ance with behavioral conditionalities. Examples include requirements to work, engage in a job
search, undergo training, participate in financial education, perform community service, attend
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school (for children), and submit to health checks. For example, more than 60 countries have
implemented programs with cash benefits contingent on participants seeking basic maternal and
child health care or education for school-age children. Assessments of conditional cash-transfer
programs in the global context have found a mixed but generally positive impact on behavioral
change (72, 80, 88, 120).

Program purpose.Cash-transfer programs have one or two purposes: consumption support or
asset building. Most programs aim to alleviate liquidity constraints and provide resources for
consumption needs. Other programs are designed to support asset accumulation for long-term
investments in education, homeownership, entrepreneurship, and retirement. Programs that pur-
sue asset building as a purpose undertake social investment to promote and strengthen individuals’
financial and human capabilities and opportunities for inclusive growth (102, 103).

Contribution.The global social welfare discussion on cash transfers generally excludes analysis
of programs in which eligibility is contingent on participant contributions. Despite contributory
social insurance programs such as Social Security and unemployment insurance, typical social-
assistance cash transfers in social safety nets are noncontributory. A broad view of cash transfers
combines both social assistance (noncontributory programs) and social insurance (contributory
programs) in a social-protection system (10, 38).

Delivery.Cash transfers can be delivered through numerous payment mechanisms, and technol-
ogy continues to expand delivery options that can minimize costs and promote financial inclusion
of the poor (107). Electronic delivery has the potential to reduce leakages due to bureaucracy,mis-
management, and/or corruption, with funds going directly to individual accounts (10). Further-
more, electronic delivery is more effective than in-kind assistance in maintaining social distance
during the COVID-19 pandemic (84). See Table 1.

Main Policy Forms of Cash Transfers

In this section, we discuss main policy forms of cash transfers. In doing so, we distinguish popu-
lations targeted by cash transfers.

Cash assistance for low-income people. In social welfare and economic development policy and
research, cash transfers are often defined narrowly as cash assistance, also known as means-tested
transfers and/or social assistance, wherein money is given to a targeted vulnerable population. In
the United States, such policy examples include Temporary Assistance for Needy Families, the

Table 1 Summary of dimensions of cash transfers

Dimensions Policy options
Transfer modality Cash, voucher, and in-kind benefits
Universality Universal transfers; transfers targeted by means testing, geography, community, age, and gender
Conditionality Requirements to work, participate in job training, attend school/education, perform community service,

and submit to health care visits
Program purpose Support for the consumption for food, nutrition, health, housing, utility, and other purposes

Asset building for education, entrepreneurship, homeownership, health, and other purposes
Contribution Contributory and noncontributory transfers
Delivery Cash, check, bank-account transfer, electronic-benefit transfer card, tax benefits, financial technology

application
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Earned Income Tax Credit (EITC; delivered as a refundable tax benefit—in effect, a negative in-
come tax—to low-wage workers and their families), and the Supplemental Nutritional Assistance
Program, among others. Temporary Assistance for Needy Families has shrunk and no longer ac-
counts for a large share of safety-net spending (34). In 2019, about $361 billion, or 8% of the
federal budget, went to safety-net programs (23).

Social insurance. Social insurance policies are universal (i.e., not means tested) but conditioned
(e.g., designed for unemployment, old age, or disability). Federal social insurance includes Social
Security retirement and disability insurance, survivor insurance, and unemployment insurance. In
2019, the social insurance programs of the Social Security Act distributed cash payments totaling
$1 trillion (23% of the federal budget; 23).

Cash assistance to middle- and high-income people.Many governments provide cash benefits
from public funds to middle- and high-income households, mostly through the tax system, where
these expenditures are effectively hidden from public and congressional scrutiny (52). The two
largest categories of individual tax benefits in the United States are for retirement savings [e.g.,
tax deferrals for 401(k)s and individual retirement accounts (IRAs)] and homeownership (primar-
ily the home-mortgage interest tax deduction). Tax expenditures for retirement savings totaled
more than $250 billion in 2019 and will likely exceed $1.5 trillion over the period from 2019
through 2023. In fiscal year 2019, the federal government provided $196 billion in tax benefits
to subsidize homeownership (116). Note that these tax benefits support long-term security rather
than immediate consumption.

Asset-building tax subsidies benefit the wealthy but do little to help the poor in building wealth
(113). Nearly 80% of the benefits for the four largest asset-building tax incentives (for homeown-
ership, financial investment, retirement saving, and education) have gone to households in the top
income quintile (41). In other words, this form of cash transfer is very large (more than means-
tested social assistance) and is highly regressive (most of the benefits go to the top).

EVIDENCE ON CASH TRANSFERS AND HEALTH

In this section, we review evidence on cash transfers and health. For high-income countries, we
look at both social assistance (targeted to a vulnerable population, means tested) and social in-
surance policies (universal but conditioned). Then we review evidence on health effects of cash-
transfer programs in low- and middle-income countries (LMICs).

Targeted Social Assistance and Health in High-Income Countries

Shahidi and colleagues (101) summarized evidence on the impact of social assistance programs
(including cash transfers and in-kind benefits) on population health among high-income coun-
tries. Examined outcomes included self-rated health, mental health, chronic conditions, health
behaviors, and mortality. Concluding that the health outcomes of social assistance recipients were
worse than those of nonrecipients, the authors speculated that these outcomes may be due to re-
verse causation (e.g., people with preexisting health conditions selected into social assistance pro-
grams) and unobserved systematic differences between the groups. Moreover, finding that efforts
to limit the receipt of social assistance, reduce its generosity, or increase work conditionalities
were associated with adverse health trends, Shahidi and associates (101) suggested that welfare
reform led to negative effects on the health of socioeconomically disadvantaged populations. Ev-
idence is mixed on the relationship between cash interventions and health behaviors (16, 62, 91).
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A recent meta-analysis examining health effects of randomized social experiments in the United
States identified seven cash-transfer interventions and found that they were associated with im-
provement in self-rated health [odds ratio (OR) = 1.20, 95% confidence interval (CI) 1.06–1.36]
but not with smoking status or obesity (28).

In theUS context, researchers have extensively examined the health effects of the federal EITC
(e.g., 3, 4, 7, 18, 33, 45, 53, 74, 91) and state EITCs (e.g., 11, 12, 67, 76, 115, 121). These studies
generally find that receipt of the credit is associated with improvements in various measures of
maternal and child health.Other studies found mixed or no effects with certain measures of health
outcomes (e.g., inflammatory markers, health care expenditure; 32, 43, 44). Overall, this body of
work finds that earned-income credits (a form of negative income tax) are positively associated
with health.

Social Insurance and Health in High-Income Countries

Examining the effects of Social Security Act amendments in the 1970s (commonly referred to as
the Social Security notch), studies found that Social Security benefit increases led to significant im-
provements in functional limitations, cognitive functioning, andmental health status (5, 40).Other
studies examining this policy change found no effect on weight (22) or demonstrated the paradox-
ical finding that the higher-income group experienced a higher mortality rate (110). A systematic
review of international evidence concluded that unemployment insurance generally attenuates the
effects of unemployment on poverty and health (97).The study also found that more generous un-
employment insurance systems tend to have a greater protective effect on the health of the unem-
ployed (97). Another study found that higher unemployment insurance generosity was associated
with greater health insurance coverage and utilization, as well as improved self-rated health. Ef-
fects were stronger during periods of higher unemployment rates (70). However, the study found
no effect of unemployment insurance on risky behaviors or on health conditions. A study on US
Social Security Disability Insurance found that higher payments were associated with lower mor-
tality rates among low-income beneficiaries (37). Using internationally harmonized panel data
from the United States and Europe, another study found that self-reported health stabilized after
receipt of disability insurance benefits; mental health improvedmore for recipients than nonrecip-
ients; and the effect was stronger in countries with more generous disability insurance programs
(17). Other objective health outcomes were positive but statistically nonsignificant (17).

Cash Transfers and Health in Low- and Middle-Income Countries

Cash-transfer programs in LMICs provide cash assistance targeting vulnerable populations.Most
of the evidence comes from randomized controlled trials. Evaluations of these programs have ex-
amined such outcomes as financial poverty, savings and investment, resilience and empowerment,
productive capital, education, health care utilization, nutrition, employment, child labor, housing
condition and quality, birth registration, child deprivation, social capital and social cohesion, civic
participation, morbidity, mental health outcomes, and sexual behaviors (for a summary, see 10,
86). Several systematic reviews on the health effects of cash-transfer programs examined mental
health, sexual debut, health service utilization, immunization coverage, anthropometric outcomes,
nutritional status, infant and neonatal mortality, health behaviors (contraception use, smoking, and
drinking), and morbidity (e.g., diarrhea, anemia, respiratory disease, hypertension, and diabetes;
10, 29, 60, 72, 86, 88, 92, 108).

Bastagli and associates (10) examined 41 studies reporting the effects of cash-transfer pro-
grams on health and nutrition indicators. Conducted from 2000 to 2015, the reviewed studies
covered Latin America, sub-Saharan Africa, South Asia, and the Asia-Pacific region.The reviewers
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concluded that cash-transfer programs in LMICs improve dietary diversity and increase utiliza-
tion of health care services, especially when conditionalities are attached to the program.

Reviewing 17 studies published between 2006 and 2016 on the health outcomes of children
under age 5 in LMICs, Cruz and colleagues (29) concluded that cash transfers were positively
associated with immunization rates, vaccination coverage, and improvements in morbidity among
disadvantaged children. However, they noted mixed results for the child-mortality indicators and
the biochemical and biometric health outcomes.Reviewing five randomized controlled trials, Pega
and associates (92) found that unconditional cash transfers reduced by 37% the likelihood of hav-
ing any illness (95% CI 0.57–0.93). A recent narrative review of health effects of cash-transfer
programs in LMICs found substantial heterogeneity on child and adult health but little on sexual
and reproductive health (27).

Our review of this evidence highlights the limitations of the available data. First, purposeful
examinations have generated experimental data on the health outcomes of cash-transfer programs
in LMICs, but most of those data have come from regional experiments with targeted populations.
Thus, generalizability is limited. Moreover, many of these experiments collect short- to medium-
term data, preventing analysis of long-term health effects. Second, evaluations of large-scale policy
change in high-income countries have relied on linked population-based survey data and pro-
gram administrative data (a) to analyze the health of transfer recipients and nonrecipients and
(b) to leverage quasi-experimental methods (e.g., regression discontinuity, difference-in-
differences). In such studies, small samples for some vulnerable groups (e.g., immigrants, Native
Americans) preclude tests of pathways and mechanisms.

DISCUSSION AND DIRECTIONS: RESEARCH

Health Effects Should Be More Frequently and Thoroughly Examined

We see cash transfers broadly as social policy and interventions that provide material means for
basic social and economic conditions. These measures affect inequality in society and thus have
a direct bearing on the extent to which people from different social circumstances have access to
health-related resources. However, the health implications of these policies are rarely discussed.
To enable assessment of their effects on health inequalities, we recommend producing research-
based health-impact statements for such policies (75).

Mechanisms of Change

Despite evidence on the relationships among cash transfers and health outcomes, the mechanisms
of change remain understudied. This area of scholarship would benefit from further theoretical
specification to ground evidence in program contexts and illuminate mediating and moderating
effects of change (87). Moreover, studies showing variations in health outcomes of cash-transfer
programs by gender (24, 128) suggest the importance of disaggregating evidence by subgroups.
Future research should explore how and why cash-transfer programs work. Studies should identify
design and implementation features that influence the effectiveness of cash-transfer programs by
specific circumstances and for specific populations.

Measurement

Several steps would improve the measurement of cash transfer programs’ effects on health.

Cash transfers. First, future research should measure dimensions and characteristics of cash-
transfer programs (e.g., duration, conditionality) to inform program design and implementation
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and thereby to improve health. These measures may be available in administrative and exper-
imental data. Population-based health surveys provided little accurate information on program
participation or benefits received.

Socioeconomic position. Second, few survey data sets have both comprehensive SEP indicators
and health measures. Few panel surveys that document longitudinal dynamics of SEP (e.g., the
Survey of Income and Program Participation) collect information on respondents’ health. Popu-
lation health surveys that examine self-reported health outcomes use SEPmeasures that are fuzzy.
In other words, despite the consensus that SEP is complex and multifactorial, most health studies
that consider SEP use a single socioeconomic variable measured at a single period or level and
include variables that explain why some measures were selected over others (19). Wealth is an
underutilized yet important indicator of SEP, and therefore future health studies should measure
wealth (94).

Health.Third, to further examine mechanisms of change, research should separate measurement
of mediators and distal health outcomes. Some studies have conceptualized mediators (food secu-
rity, health care utilization, health behaviors, and self-efficacy) as proxy measures of distal health
outcomes. In our view, this approach does not contribute to conceptual clarity.

Long-Term Effects

Most evidence stems from evaluations of short-term effects, but cash-transfer policies and pro-
grams address fundamental causes and effects of distal health outcomes over time. Program ef-
fectiveness should be evaluated over the long-term, ideally with a life-course or intergenerational
perspective, to capture these effects. Thus, future research should collect long-term and intergen-
erational data.

Cost-Effectiveness

Despite efforts to test the cost-effectiveness of cash-transfer programs (35, 96, 99, 112, 118) and
policies (81, 82), a lack of benchmarks and comparisons limits our understanding of whether cash
transfers are cost-effective (and how they might become so). Future research should (a) collect
cost data, (b) establish cost-effectiveness benchmarks for different health outcomes, and (c) ac-
cumulate and compare cost-effectiveness evidence in multiple settings. These contributions can
inform policy making to achieve the same effect at a low cost and, thereby, to achieve sustainability
(50, 118).

DISCUSSION AND DIRECTION: POLICY

Temporary Cash Assistance Versus Structural Equity

Giving temporary cash assistance is different from tackling structural socioeconomic and racial in-
equity.We cannot eradicate health inequity without addressing socioeconomic and racial inequity.
Eradication requiresmitigating, resisting, or undoing the structural influences that adversely shape
health (39). Williams & Collins (126) argued that reparations are essential to eliminate segrega-
tion’s negative effects and are likely to dramatically reduce racial differences in health. As struc-
tural racism continues to claim a prominent place in US public discourse, one option may be to
incorporate reparations and similar historical remedies into cash-transfer policy designs.
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Inclusiveness and Progressiveness

Most asset-based policies in the United States deliver benefits through the tax system. However,
these policies are not inclusive. They function as a series of institutional barriers that exclude dis-
advantaged families, people of color, immigrants, refugees, and others who do not own a home or
have full-time employment benefits such as retirement accounts. As we have noted, these cash-
transfer policies are designed to build assets, and we might ask why equivalent asset-building sub-
sidies are not offered to low-income people (102).

Inclusiveness may not be enough. A policy that is merely inclusive would likely not be sufficient
to reduce inequality in American society, and research suggests that an effective remedy requires
progressive measures. The term progressive refers to the allocation of subsidies and supplements
to compensate for disadvantage. For example, progressive features in Child Development Account
(CDA) policies include larger initial deposits and/or additional deposits for the poorest children
over time, as well as greater savings matches for financially vulnerable families. Policy proposals
such as “baby bonds” (46), which provide deposits based on intergenerational asset positioning,
would also be progressive.

Moving Beyond Local Experiments

Cash transfers, social assistance, and social protections have been tested worldwide, very often with
experimental research designs. But the scope and duration of most of these experiments (com-
monly called randomized controlled trials) tend to be limited. Most use selected (not population)
samples, and most occur over short periods of time. Thus, this body of research employs rigorous
methods but often with limited implications. In our view, more applied research on cash trans-
fers should move from local applications (which are often not scalable) to inclusive, efficient, and
stable policy tests (which can demonstrate scalability). This step would require increased funding
and partnerships among researchers, practitioners, and policy makers. In this regard, Williams &
Cooper (127) have suggested investments to enhance awareness, build public support, and foster
political will. This approach is, of course, ambitious, but examples below document that steps are
being taken in this direction.

POLICY INNOVATIONS TOWARD LARGE CASH TRANSFERS:
TWO EXAMPLES

Social policy is ever changing, and the two policy innovations discussed below illustrate current
applied research and policy formation as well as the potential for cash transfers going forward.
We briefly review evidence on universal basic income (UBI) and CDAs as strategies for universal
basic assets.BothUBI andCDAs offer universal, unconditional cash transfers.This policy research
and innovation are related to the shift to an information age economy, wherein household labor
income may not be sufficient to support a large portion of the population (38, 107). Therefore,
other policy alternatives (direct provision of income to everyone and asset building for everyone)
are now actively considered and studied.

Universal Basic Income

Designed to improve household consumption and material well-being, UBI has garnered atten-
tion from policy makers in high- and low-income countries (38, 54). Additional applications of the
UBI concept continue to emerge, and the idea gained a foothold in US public discourse during
the 2020 presidential primary campaigns (38, 129). The federal passage of widespread stimulus
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payments and increased unemployment benefits in response to the COVID-19 crisis might be a
precursor to some form of UBI (117).

The Stockton Economic Empowerment Demonstration illustrates the UBI concept. This
demonstration started in 2019 as the firstmayor-led, guaranteed-income pilot in theUnited States.
The treatment group’s 125 randomly selected participants reside in a Stockton, California, neigh-
borhood with median income at or below $46,033. They receive $500 per month for 18 months
with no work requirement or consumption restrictions (114). Measured health outcomes include
psychological distress and physical functioning, as well as some intermediary outcomes: material
hardships, health care utilization, perceptions of hope, and stress (77). The demonstration also
measures how cash transfers interact with other means-tested benefits and income thresholds (6).
Evidence from the experiment is now being collected.

Child Development Accounts: A Step Toward Universal Basic Assets

Proposed in the context of lifelong asset-building policy (102), universal and progressive CDAs
are subsidized asset-building accounts to support investments toward life-course goals such as
education, homeownership, and eventually greater retirement security. CDAs give all children
and families (especially those in vulnerable conditions) a structured, unconditional opportunity
to accumulate assets over time. The policy is envisioned as universal in that every newborn
would receive a CDA, progressive in that greater subsidies should be provided for vulnerable
populations, and potentially lifelong in that they would start at birth. Ideally, CDAs should be
delivered through an established and efficient account structure. (In the United States, state 529
college savings plans offer such a structure.) As designed, CDAs build assets through contribu-
tions from the public and nonprofit sectors, business organizations, families, and friends, and
the design encourages individual contributions from parents. Financial subsidies and incentives
from the public sector, nonprofit organizations, and businesses can be delivered through various
mechanisms, including initial deposits at the CDA opening, milestone deposits for children’s
birthdays and achievements, savings matches for family deposits, and tax exemptions for earnings.
Investment growth builds assets over time.

A long-term experiment on CDAs has been under way since 2007. Sampling in the full pop-
ulation of births in the state of Oklahoma, the experiment is known as SEED for Oklahoma
Kids (105). The tested policy model is sustainable, and the rigorous research design permits at-
tribution of causality and generalizability to the full state population. Findings indicate that the
CDAs helped parents of children in the treatment group maintain high expectations for their
children’s education (66), reduced the intensity of maternal depressive symptoms (57), reduced
punitive parenting practices (55), and improved children’s early social-emotional development
(56). Other studies conducted in sub-Saharan Africa have found that a CDA intervention im-
proved mental health functioning for children and caregivers (e.g., 47, 63, 118, 122) and re-
duced intentions to engage in sexual risk-taking behavior (78, 111). Overall, findings suggest
that CDAs enable disadvantaged families to build long-term savings and achieve positive health
outcomes.

These results have directly influenced policy. To date, seven US states have adopted statewide
CDA policies (26). After 2020, the CDA asset-building platform will add more than 900,000
child beneficiaries each year (the size of birth cohorts in states with CDA policies) ( J. Huang, M.
Sherraden,M.M.Clancy, S.G.Beverly,T.R.Shanks,&Y.Kim,unpublished data).All CDApolicies
in the United States designate the assets for postsecondary education, and about 85% of partici-
pants are in CDA programs built on the financial infrastructure of state 529 college savings plans.
That infrastructure offers efficiency, investment growth, and sustainability over time.
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The most comprehensive CDA system has been implemented in Singapore. It builds assets for
purposes (e.g., education, health, and others) that shift focus across life stages. Israel created a uni-
versal CDA policy in 2019. It covers all children under age 18. CDAs have also been implemented
in the United Kingdom, Canada, South Korea, Taiwan, Uganda, and elsewhere (58, 104).

UBI and universal basic assets (beginning with CDAs) could become large-scale cash-transfer
policies during the twenty-first century. As noted, both UBI and universal basic assets are attempts
to respond to information-age social and economic conditions that could leave a large portion of
the population without adequate support (38, 107). In the larger picture, all social policies—cash
transfers included—are responses to the form and effects of economic production. As economic
production is transformed and economic and social conditions change, cash transfers are adapted
in response. Such changes may be quite extensive in the decades ahead.

CONCLUSIONS

In this review, we conceptualize cash transfers broadly as a policy intervention designed to address
social determinants of health. Race is at the forefront of this conceptualization. The proposed
conceptual model suggests directions for research and policy innovation.

The overall finding that cash transfers have a positive relationship with health outcomes (in
addition to other well-being outcomes not discussed in this review) provides a rationale for ex-
pansions of large cash transfers in the information era. But much remains to be done. We lack
sufficient knowledge of how particular populations, social conditions, and mechanisms affect the
relationship between cash transfers and health. Applied research should embrace two primary
goals: (a) documenting the effectiveness and sustainability of cash-transfer interventions; and
(b) documenting the health and other outcomes of diverse participants, along with the mecha-
nisms of these effects.

Cash transfers will never be the central health policy—public health and health care will play
this role—but the wide scope of cash-transfer policies and programs, the vast resources trans-
ferred, and the documented impacts on health suggest that cash transfers cannot be ignored in the
assessment of public policy and health outcomes.
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