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Population Health Improvement:  
A Community Health Business Model 
That Engages Partners in All Sectors

DAVID A. KINDIG AND GEORGE ISHAM

Summary Because population health improvement requires action on 
multiple determinants—including medical care, health behaviors, and the so-
cial and physical environments—no single entity can be held accountable for 
achieving improved outcomes. Medical organizations, government, schools, 
businesses, and community organizations all need to make substantial changes 
in how they approach health and how they allocate resources. 

To this end, we suggest the development of multisectoral community 
health business partnership models. Such collaborative efforts are needed by 
sectors and actors not accustomed to working together. Healthcare executives 
can play important leadership roles in fostering or supporting such partner-
ships in local and national arenas where they have influence. 

In this article, we develop the following components of this argument: 
defining a community health business model; defining population health and 
the Triple Aim concept; reaching beyond core mission to help create the model; 
discussing the shift for care delivery beyond healthcare organizations to other 
community sectors; examining who should lead in developing the community 
business model; discussing where the resources for a community business 
model might come from; identifying that better evidence is needed to inform 
where to make cost-effective investments; and proposing some next steps. 

The approach we have outlined is a departure from much current policy 
and management practice. But new models are needed as a road map to drive 
action—not just thinking—to address the enormous challenge of improving 
population health. While we applaud continuing calls to improve health and 
reduce disparities, progress will require more robust incentives, strategies, and
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action than have been in practice to date. 
Our hope is that the ideas presented here 
will help to catalyze a collective, multisec-
toral response to this critical social and 
economic challenge.

Introduction
Increasing attention is being given to im-
proving health in all communities across 
the United States. As a nation, in terms of 
our health outcomes, we lag most devel-
oped countries by a wide margin, despite 
spending substantially more (IOM 2013). 
In addition, significant geographic varia-
tion is seen in health outcomes within the 

United States (County Health Rankings 
2011), including unacceptable disparities 
in morbidity, mortality, and risk factors. 
Absolute worsening of mortality rates in 
many US counties has been noted over 
the last several years (Kulkarni et al. 2011; 
Kindig and Cheng 2013). 

It is one thing to highlight this poor 
performance; it is another to motivate 
sustained improvement. As shown in 
Exhibit 1, from the University of Wiscon-
sin County Health Rankings model, health 
outcomes are produced by multiple fac-
tors, or health determinants—including  
medical care, health behaviors, and the 

Exhibit 1 County Health Rankings Model, 2012

Health Outcomes

Health Factors

Policies and Programs

Mortality (length of life) 50%

Morbidity (quality of life) 50%

Tobacco use

Health 
behaviors

30%

Clinical care
(20%)

Social and
economic factors

(40%)

Physical
environment

(10%)

Diet & exercise

Alcohol use

Sexual activity

Access to care

Quality of care

Education

Employment

Income

Family and social support

Community safety

Environmental quality

Built environment

Source: University of Wisconsin Population Health Institute. County Health Rankings 2013. Accessible at  
www.countyhealthrankings.org. Used with permission.
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social and physical environments (County 
Health Rankings 2013a). Furthermore, 
the contribution of healthcare to health 
is modest—only 20 percent—a fact 
that many healthcare leaders may find 
surprising.

In light of these factors, no single entity 
can be held accountable for achieving 
the goals of improved population health. 
Collective effort is needed by sectors not 
accustomed to working together and by 
stakeholders who may not be aware of how 
their actions affect population health. In 
addition, incentives and new public and 
private resources (both knowledge and 
funding) must be created to ensure that 
plans are implemented. 

In this article we call for a new genera-
tion of multisectoral partnerships, orga-
nized using the elements of a community 
health business model, to accomplish 
these goals. The issue is not that such ef-
forts have not been tried in the past or do 
not exist today. The Healthy Community 
movement of the 1980s was a significant 
effort, but it was not sustained or sup-
ported (Pittman 2010). In many com-
munities, public health leaders have been 
developing relationships with healthcare 
and business organizations, often sup-
ported by foundation or federal grants or 
community philanthropy. National bodies 
such as the Institute of Medicine (2011b) 
have called for more robust multisectoral 
partnerships at the local level.

So the idea is not new, but its robust 
and sustained implementation would be. 
It is time to move beyond grants and iso-
lated efforts to partnerships with substan-
tial structures, incentives, and financing. 
Using one example from the healthcare 
sector, we advocate here for community-
level partnerships built on a community 

health business model to achieve goals 
heretofore not achieved. 

Defining a Community 
Health Business Model
Population health improvement cannot  
be the responsibility of a single sector. Es-
sential contributions must also come from 
those that have secondary influence on 
health outcomes, such as business, educa-
tion, state and local government, commu-
nity development, and philanthropy. We 
argue that efforts must be made to form 
partnerships drawn from all sectors and 
that those partnerships be integrated using 
a community health business model. 

A business model describes how an 
organization creates, delivers, and captures 
economic, social, or other forms of value. 
Business models represent the core as-
pects of a business, including its purpose, 
offerings, strategies, infrastructure, orga-
nizational structure, trading practices, and 
operational processes and policies (John-
son, Christensen, and Henning 2011). 
While such models are usually developed 
by individual firms in the corporate sec-
tor, some that are suitable for application 
in the health business arena are available 
from entities in business, government, and 
the nonprofit sector. This idea is related to 
the concept of social entrepreneurship or 
collective impact (Kania and Kramer 2011), 
in which innovative, social value–creating 
activity occurs both within and across the 
nonprofit, government, and business sec-
tors. Harvard Business School Professor 
Michael E. Porter, PhD, recently observed 
that the “solution lies in the principle of 
shared value, which involves creating eco-
nomic value in a way that also creates value 
for society by addressing its needs and 
challenges” (Porter and Kramer 2011).
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To achieve our broad 
population health goals, 

we need to understand and 
intervene across the whole 
spectrum of determinants, 

not just healthcare.

We believe the business model concept, 
if adapted for use by communities, may 
provide a platform for the more robust and 
sustained implementation effort that is 
required to accelerate and sustain popula-
tion health improvement in communities 
across the United States. A community 
health business model would have to go 
beyond narrow interests to involve many 
sectors and organizations that can com-
mand sufficient resources or control 
over the actions required for improving 
health outcomes. An Institute of Medicine 

(2011b) report suggests a 
framework for measuring 
accountability of different 
actors in producing better 
public health processes 
as well as potential joint 
accountability for health in 
communities. The report 
identifies government, 

education, healthcare, business, and com-
munity organizations as among those that 
can allocate resources toward achieving 
results. 

To adapt the business model concept 
for use by multisectoral partnerships in 
communities, we propose that the follow-
ing elements of a community health busi-
ness model be designed and implemented 
in each community across the country: 

1. All stakeholders from relevant sectors 
that can affect the population’s health 
must be engaged in the process, as no 
single stakeholder has the resources 
to achieve, or can be accountable for, 
improved health in communities. 

2. The community health business 
model must operate in a transparent 
manner and engage and report its 
progress to the general public.

3. A leadership structure needs to be 
designed and implemented. 

4. Common purpose needs to be 
established. To do so, the benefits of 
improved health to the community 
must be identified and aligned with 
the benefit to be gained by individual 
stakeholders. Common purpose for 
these partnerships would address 
improved health for the community 
and depend on the identification of 
effective strategies that get to that 
overall goal. Those strategies would 
need to consider the particular state 
of health and availability of resources 
in each community. 

5. Resources, including required 
skills, financial resources, and 
infrastructures, need to be identified. 

6. Collective and in-kind evidence-
based interventions that are 
directed at the overall purpose of 
improving community health and 
that are consistent with the identified 
community health improvement 
strategies must be established and 
implemented collectively and in each 
sector by the partners. 

7. Economic incentives need to be 
identified to shape collective and 
individual stakeholder actions that are 
consistent with the overall purpose 
of improved community health and 
with the identified community health 
improvement strategies. 

8. The state of health in each 
community needs to be assessed 
and monitored on an ongoing 
basis to inform the efforts of the 
community health partnership. 
The effectiveness of the community 
health improvement strategies and 
the progress of the evidence-informed 
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interventions need to be measured 
and assessed.

9. The lessons learned from each 
cycle of effort must be incorporated 
into the continuous redesign and 
improvement of the community 
business model for health 
improvement. 

Successful community health business 
models across the country will also require 
the commitment, supportive policies, 
and infrastructures of state, regional, and 
federal levels of government to assign the 
appropriate national context to the im-
portance of health improvement, provide 
incentives for that improvement in com-
munities, and provide information against 
which a community may evaluate its suc-
cess relative to other communities. 

Population Health Defined, 
and the Triple Aim
While healthcare organizations have as 
their core responsibility to improve popula-
tion health through the delivery of clinical 
services, they can also work beyond this 
core mission to address other determinants 
of health. The past five years have seen the 
evolution of the Triple Aim, first articulated 
by Donald M. Berwick, MD; Thomas W. 
Nolan, PhD; and John Whittington when 
Berwick was CEO of the Institute for Health-
care Improvement (Berwick, Nolan, and 
Whittington 2008) and later adapted for the 
National Quality Strategy when Berwick was 
administrator of the Centers for Medicare & 
Medicaid Services (HHS 2011). (The main 
difference between the two versions is that 
the Triple Aim proposes that improvement 
initiatives pursue a broad system of linked 
goals—the improvement of individual 
experience of care, the improvement of the 

health of populations, and the reduction 
of per capita cost of care for populations—
whereas the three aims of the National Qual-
ity Strategy are better care, healthy people 
and communities, and affordable care.) 

The Triple Aim is one of the leading 
contemporary forces for population health 
change in the United States. Not only does 
it motivate healthcare systems to focus on 
the two healthcare goals of reduced costs 
and improved care experience, but it also 
includes improved population health as 
the third leg of the triangle. However, this 
third aim is far from fully understood 
or developed, either conceptually or in 
practice. 

Most healthcare leaders are fully oc-
cupied with the more familiar goals of 
improving the experience of healthcare 
and reducing per capita cost of healthcare. 
Indeed, it would be foolish to diminish the 
importance of the model’s clinical goals, 
which may represent our best short-term 
strategy to mobilize resources for im-
provement in the broader determinants of 
health. But the reality is that even major 
progress in these two areas over the next 
decade will not help us achieve our goals 
related to robust life expectancy and dis-
parity reduction without explicit attention 
to improving health.

To achieve our broad population health 
goals, we need to understand and inter-
vene across the whole spectrum of deter-
minants, not just healthcare. However, 
this requirement is not clearly commu-
nicated by the Triple Aim model. Exhibit 
2 compares the Triple Aim model with a 
broader model of population health taken 
from the MATCH/County Health Rank-
ings project at the University of Wiscon-
sin–Madison School of Medicine and 
Public Health (Kindig 2011b).
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As the exhibit shows, the two lightly 
shaded legs of the Triple Aim stool (bottom 
of triangle) relate only to a single deter-
minant, healthcare. The third component 
is titled “population health,” but it is not 
clearly defined. We think it is important 
that the population health part of the Triple 
Aim model be clarified to convey that popu-
lation health outcomes (among populations 
or individuals) are influenced by multiple 
determinants, most of which are beyond 
the scope of healthcare delivery (the boxes 
on the right-hand side of Exhibit 2 accom-
panied by the large question mark). 

The Institute of Medicine’s (IOM) 
Roundtable on Population Health Improve-
ment, which we co-chair (IOM 2011a), uses 
the following definition of population health 
to guide its work: “the health outcomes of a 
group of individuals, including the distri-
bution of such outcomes within the group” 
(Kindig and Stoddart 2003). While not a 
part of the definition itself, it is understood 
that such population health outcomes 

are the product of multiple determinants 
of health, including medical care, public 
health, genetics, behaviors, social factors, 
and environmental factors. 

The Roundtable definition goes on to 
say the following: 

[W]e recognize that this term is currently 
being used by some health care organizations 
to describe the clinical, often chronic disease, 
outcomes of patients enrolled in a given health 
plan. Certainly an enrolled patient group can 
be thought of and managed as a population, 
but defining population health solely in terms 
of clinical populations can draw attention 
away from the critical role that non-clinical 
factors such as education and income play in 
producing health.

Jacobson and Teutsch (2013) recommend 
that “current use of the abbreviated phrase 
population health should be abandoned 
and replaced by the phrase total popula-
tion health.” They state that “this will avoid 

Exhibit 2 Comparison of the Triple Aim and MATCH Models

Triple Aim Model

?

MATCH Model

Population
Health

Experience
of Care

Per Capita
Cost

Population-Level
Mortality and

Morbidity Outcomes

Healthcare

Physical
Environment

Social and Economic
Factors

Health Behaviors

?



Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, Illinois.  

For permission, please contact the Copyright Clearance Center at www.copyright.com

F
E
A
T
U
R
E

confusion as the clinical care system moves 
rather swiftly toward measuring the health 
of the subpopulations they serve. Geopo-
litical areas rather than simply geographic 
areas are recommended when measuring 
total population health since funding deci-
sions and regulations are inherently political 
in nature” (Jacobson and Teutsch 2013). 

The IOM Roundtable further observes 
that (IOM 2011a)

at the current time there is variation in which 
concept or definition Triple Aim practices 
use. . . . [W]hile many embrace a population 
health or population medicine perspective, a 
few are striving towards a geographic regional 
emphasis moving towards a population health 
definition.

Reaching Beyond Core 
Mission: A Healthcare 
Example
Stakeholders need to evaluate their capa-
bilities and opportunities in order to form 
partnerships in addressing a broad array of 
health determinants. Gaining experience 
within their own organization prepares 
stakeholders for eventual participation in 
fully established community partnerships 
based on the community health business 
model.

One healthcare stakeholder serves as an 
example by engaging in population health 
improvement in an expanded way, going 
beyond its core mission of healthcare de-
livery and, in partnership with others, ad-
dresses additional determinants of health. 

HealthPartners, a 1.4 million member, 
consumer-governed, nonprofit integrated 
health system in Minnesota, began to 
discuss such partnerships during its 2010 
formal strategic planning as goals and 
objectives were being established for 2014 
(Isham et al. 2013). Through these initial 

preparations, the HealthPartners board of 
directors became aware that to achieve its 
mission—“To improve health and well-
being in partnership with our members, 
patients and community”—much more 
than excellent clinical care would be re-
quired. Using the population health model 
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would have to execute well in clinical care, 
partner effectively with public health in 
modifying health behaviors, and be an 
effective partner with other stakeholders 
in community efforts to address socioeco-
nomic and environmental determinants 
of health. This paradigm was new territory 
for some HealthPartners board members; 
they observed during this process that “we 
are not the public health department” and 
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with others in the community to improve 
health. 

The board and staff then arrayed the 
existing HealthPartners community initia-
tives in the four determinant categories 
(Exhibit 3) for the purpose of setting priori-
ties among existing and new activities for 
2010–2014.

A group of internal experts in public 
health was convened and interviews were 
conducted with community leaders to 
learn more about needs and opportunities. 
As a result, for example, HealthPartners 
created a set of materials and tools to 
promote healthy eating for schools, work-
places, and individual consumers. It was 
determined that these existing assets could 
be deployed more broadly in partnership 
with community-based organizations 
and schools. State and public health data 
were also reviewed, and HealthPartners 
staff participated in many local and state 

planning activities, obtaining a sound 
knowledge of community health priorities. 
Areas were prioritized for consideration by 
matching the best assets of HealthPartners 
with the highest need.

Beyond Healthcare 
Organizations to Other 
Community Sectors 
Which organizations should lead in devel-
oping the community business model? A 
collection of background essays on popu-
lation health partnerships published in a 
special issue of Preventing Chronic Disease 
(Shortell 2010; Bailey 2010) indicated that, 
in some communities, leadership may 
come from the healthcare sector, and in 
others, it may come from public health 
entities, businesses, or community organi-
zations such as the local United Way. 

The HealthPartners approach of-
fers one example of how a multisectoral 

Exhibit 3 HealthPartners Health Driver Program

Preventive Services
Acute Care
Chronic Disease
End of Life
Cross-cutting Issues

Tobacco Nonuse
Activity
Diet/Nutrition
Alcohol Use

Community Identified
Drivers (Advocacy and
Participation)

Community Identified
Drivers (Advocacy and
Participation)

  Central to Mission
  Many Capabilities
  High Control

  Central to Mission
  Shared Capabilities
  Shared Control

  Aligned with Mission
  Limited Capabilities
  Limited Control

Mission,
Capabilities, Control

Primary
Drivers

Health
Determinant

Key
Outcome

Healthcare
(20%)

Socioeconomic
Factors (40%)

Environmental
Factors (10%)

Health
Behaviors (30%)

Improved
Health

(as Measured
by a Summary

Measure of
Health)

Source: Adapted from G. Isham and D. Zimmerman, presentation, HealthPartners Board of Directors Retreat, October 
2010.
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community business model partnership 
can evolve as each organizational sector 
begins to commit resources and to take 
action both within its control and with oth-
ers where partners are needed. Wherever 
a population health initiative begins, the 
partnership process will likely start with 
sectors whose links to mission and health 
are relatively straightforward, and it will 
eventually evolve to include sectors such as 
agriculture and transportation, where the 
health impact is less direct. 

As demonstrated by HealthPartners, 
motivated and committed leaders are criti-
cal, and they need to recruit appropriate 
partners with the skills and resources to 
achieve community priorities. Thus, lead-
ers must have a sophisticated understand-
ing of how health objectives are important 
not only to the community but also to 
individual organizations so that individual 
and community business models work 
synergistically. 

How would such effective partner-
ships develop? One possibility is by way of 
the status quo, where each sector makes 
uncoordinated investments to optimize its 
own goals, which may or may not include 
population health improvement. We have 
ample evidence to show that under this 
current situation, few—if any—communi-
ties are as healthy as they could be.

Another option is to garner adequate 
accountability by one sector taking lead re-
sponsibility for population health improve-
ment, using informal or formal authority 
to ensure that others play their roles. 
While this approach may work in some 
places, in others it may result in conflict or 
have limited effectiveness. Some concerns 
related to this approach are that health-
care organizations may overemphasize 
biomedical approaches, that governmental 
public health is too underresourced for 

even its critical traditional functions, and 
that business time and energy might be 
challenged by competing goals. 

If such concerns manifest themselves, 
in at least some locations it might be 
necessary to develop a strong and neutral 
cross-sectoral coordinating entity or mech-
anism at the helm. The outside border in 
Exhibit 4 illustrates this mechanism as a 
super–health integrator (Kindig 2010). 

With appropriate financial resources 
and authority, such an integrator could 
align investments and activities across the 
multiple sectors, which would affect popu-
lation health factors, such as healthcare, 
public health, schools, employers, and 
community organizations (Chang 2012). 

To our knowledge, no such mechanism 
has been fully developed, although pieces 
exist in many healthy community partner-
ships. Such an entity likely would not be 
governmental or corporate, but would cer-
tainly need active public- and private-sector 
involvement. And, as noted, it would need 
some authority and financial resources 
to do its work. Such integrators, outcome 
trusts (Kindig 1997), or accountable health 
communities (Magnan et al. 2012) might 
draw on the principles of social entrepre-
neurship by emphasizing strategic part-
nerships and leveraging resources to raise 
levels of performance and accountability. 
The integrator role in some communities 
might be played by the local United Way, 
which has as its three goals health, educa-
tion, and income and has considerable 
experience with the corporate community. 

We are not naive about the potential 
challenges such nontraditional structures 
pose, but addressing the multiple deter-
minants of population health to optimize 
our communities’ well-being will almost 
certainly require some form of coordinat-
ing authority.
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Incentives and Resources for 
a Community Partnership 
Business Model 
However such cross-sector business mod-
els evolve, new incentives and resources 
are needed to make the models deliver 
results. 

Incentives
As outlined in another collection of popu-
lation health essays on incentives featured 
in a special issue of Preventing Chronic 
Disease (McGinnis 2010), while moral 
incentives, framed as either the right thing 
to do or corporate social responsibility, can 
be important motivators to be celebrated, 
they will not likely alone deliver the per-
formance needed for improving health 
outcomes. 

In some instances, regulatory incentives, 
such as laws requiring seat belt use in 
vehicles and limiting smoking in public 
spaces, are appropriate. However, such 

mandates are often viewed as coercion and 
can be controversial. It is therefore un-
likely that population health objectives will 
be fully achieved through regulation. 

Steady progress will primarily come 
through stronger remunerative or finan-
cial incentives, whereby material rewards 
accrue to individuals or organizations in 
exchange for acting in a particular way. 
But on the other hand, it is probable that 
all three types of incentives will be needed 
to incite broad action and investment to 
allow a community health business model 
to develop and thrive. Good intentions 
will not be adequate—each sector must 
see how improving population health 
contributes to its own primary mission, 
in the form of productive employees for 
business, and in the form of students 
equipped to learn for educators. Each sec-
tor must also see economic alignment of 
its business model with the community 
health business model. 

Exhibit 4 Super-integrator Model

Super-integrator

Employers and
Community

Organizations

Healthcare
Organizations

Governments
and Schools
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Resources
There is no doubt that new or realigned re-
sources will be required if our population 
health improvement efforts are to be ac-
celerated. Where can such resources come 
from in these times when both public and 
private sectors are facing economic pres-
sure? We suggest five major opportunities 
for identifying new or reallocating existing 
resources to bring community health busi-
ness models alive. 

1. Capture Funding from Reduction of 
Ineffective Healthcare Spending 
It is now widely accepted that the United 
States delivers less health for the dollars 
invested in healthcare than any other 
developed nation (IOM 2013). Govern-
mental and business leaders are calling 
for significant efficiencies to keep public 
programs healthy and improve corporate 
competitiveness. Many experts assert that 
as much as 25 percent of all healthcare 
expenditures are for services considered 
to be ineffective. Another recent estimate 
of such a “health dividend” available from 
improved effectiveness is $750 billion an-
nually (McCullough et al. 2012).

While challenging, capturing these dollars 
for reinvestment in more effective programs 
and policies within and outside of healthcare 
should be a high priority for both public- and 
private-sector leaders. Consideration should 
be given to setting aside a community share 
from savings anticipated under the imple-
mentation of accountable care organizations, 
which are designed to provide higher-quality 
care in an efficient manner (Shortell 2013). 
The Center for Medicare & Medicaid In-
novation, part of the Centers for Medicare & 
Medicaid Services, is devoting resources to 
population health; its Health Care Innova-
tion Awards program includes promising 
population health initiatives in asthma and 

diabetes treatment and in efforts to integrate 
community-based resources, public health, 
and clinical services (Center for Medicare & 
Medicaid Innovation 2012). In addition, the 
State Innovation Models Initiative includes a 
major focus on community-based population 
health initiatives in both its design and test-
ing phases. These demonstrations could lead 
to policy approaches that result in additional 
investment from within healthcare into com-
munity health. 

In addition, as uncompensated care 
burdens are minimized under healthcare 
reform, community benefit resources 
required by the Internal Revenue Service 
for nonprofit hospital tax-exempt status 
might be redirected from charity care and 
unreimbursed Medicaid to broad health-
promoting investments (Young et al. 2013; 
CBO 2006; Bakken and Kindig 2012). 
This amount is considerable; as of 2002, 
the only year ever examined, the national 
value of this tax exemption was $12.2 bil-
lion, and current estimates project a much 
higher amount (Bostic et al. 2012).

2. Better Return on Investment from 
Policies and Programs Outside of 
Healthcare
Savings from healthcare alone will not be 
adequate to improve population health 
outcomes. Increased attention is being paid 
to “health in all” policies in non–medical 
care sectors such as housing, agriculture, 
and education, which are defined as those 
policies that have a primary impact in a non-
healthcare sector but often have secondary 
health-promoting features. For example, a 
new US Department of Housing and Urban 
Development demonstration project awards 
rental assistance subsidies to state housing 
agencies or other nonprofits that partner 
with state health and human services and 
Medicaid agencies (Bostic et al. 2012). The 
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Government funding can 
play a key role in allowing 

local public health agencies 
to carry out their core 

functions as well as actively 
contributing to the types 

of community partnerships 
envisioned here.

federal cabinet–level Public Health and 
Prevention Council, chaired by the US 
surgeon general and guided by the Office of 
the Surgeon General’s National Prevention 
Strategy, also presents a groundbreaking 
occasion to identify and encourage such 
opportunities because of the participation of 
high-profile cabinet-level officials in its work 
(Office of the Surgeon General 2011).

Current policies can also be evaluated 
for increased health promotion. For exam-

ple, Baxter (2010) observes 
that physical education 
and nutritional content of 
food in schools are covered 
in school wellness poli-
cies required by the Child 
Nutrition Act and by many 
state laws, but “without 
local school champions 
and active parental involve-
ment, good intentions 
often have been undercut 

by failed execution or compromised by 
competition for space in the school day for 
other subjects.” 

3. Strengthen Governmental Funding for 
Population Health Improvement at All 
Levels
While federal, state, and local budgets 
are currently stressed, public health and 
prevention efforts deserve serious atten-
tion as the economy recovers. Prevention 
expenditures are below demonstrated 
cost-effective levels in classic prevention 
investments (Trust for America’s Health 
2008). Also, considerable variation is seen 
across states and counties for essential 
services that are taken for granted by many 
of us, including the accessibility of food, 
environmental quality, and infectious and 
chronic disease control. Government fund-
ing can play a key role in allowing local 
public health agencies to carry out their 

core functions as well as actively contrib-
uting to the types of community partner-
ships envisioned here. 

Specifically, a 2012 IOM report recom-
mends setting national targets for cost 
reduction and improvement in life expec-
tancy, establishing a consistent cost ac-
counting system for public health agencies 
to provide reliable cost data, doubling the 
investment in governmental public health 
from $12 billion to $24 billion, ensuring 
that all public health departments provide 
a minimum package of public health ser-
vices, and raising these resources through 
a healthcare transaction tax (IOM 2012). 
It should be noted, however, that these re-
sources are only those needed for govern-
mental public health and do not include 
investments required in other sectors for 
other determinants.

4. Focus on Philanthropy
Many private foundations, such as the 
California Endowment and the Robert 
Wood Johnson Foundation, are increas-
ingly focused on developing comprehensive 
neighborhood pilot strategies for health 
improvement. Similarly, community social 
service agencies can play—and are play-
ing—increasingly critical organizational and 
financial roles in catalyzing health business 
models at the community level. Part of 
the mission of United Way Worldwide, for 
example, is to “galvanize and connect . . . 
individuals, businesses, non-profit organiza-
tions and governments [to] create long-term 
social change that produces healthy, well- 
educated and financially-stable individuals 
and families.” Some communities have his-
torical patterns of substantial philanthropy 
that could be emulated elsewhere.

5. Engage Corporate Business Leaders
Employers have a rich history of philan-
thropy, but they also have a stake in a 
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healthy and productive future workforce. 
The National Business Coalition on Health, 
a nonprofit, purchaser-led group, is just one 
example of business leaders encouraging 
partnerships between businesses and other 
local stakeholders (Webber and Mercure 
2010). As noted earlier, Porter and Kramer 
(2011) argue for social responsibility as a 
business imperative; for businesses to suc-
ceed, they must create shared social value.

The involvement of business with 
healthcare and public health is often 
focused on reducing healthcare costs and 
improving employee productivity (Baicker, 
Cutler, and Song 2010). As important as 
these factors are, we believe that many 
other factors contribute to better health, 
providing a strong rationale for an even 
wider role for business in making the com-
munities in which they operate healthier. 
This role can be rooted in core business 
objectives far beyond corporate social re-
sponsibility. According to Andrew Webber, 
former president and CEO of the National 
Business Coalition on Health, “Business 
leaders must understand that an employer 
can do everything right to influence the 
health and productivity of its workforce at 
the worksite, but if that same workforce 
lives in unhealthy communities, employer 
investments can be seriously compro-
mised” (Webber and Mercure 2010).

Better community health can contrib-
ute to the bottom line in many ways be-
yond reducing healthcare costs. Catherine 
Baase, MD, global director of health ser-
vices at the Dow Chemical Company, has 
identified the following benefits of busi-
ness involvement: attracting and retaining 
talent, engaging employees, supporting 
human performance, ensuring personal 
safety, supporting manufacturing and 
service reliability, ensuring sustainability, 
and managing brand reputation (Kindig, 
Isham, and Siemering 2013). 

“Where Would You Put the 
Money?” Informing Cost-
Effective Investment
Better evidence is needed to inform cost-
effective investment. While we argue for 
the need for a regular, sustainable revenue 
stream to support population health im-
provement, we have not directly addressed 
the question of how these dollars should 
be allocated. One of the authors of the 
important Evans-Stoddart population field 
model notes in his 2003 American Journal 
of Public Health article that “redirecting 
resources means redirecting someone’s 
income. . . . [M]ost students of popula-
tion health cannot confidently answer the 
question . . . well, where would you put the 
money?” (Evans and Stoddart 2003). 

This statement echoes two earlier 
quotes. The first, by Victor Fuchs in 1974, 
is as follows:

How much, then, should go for medical care 
and how much for other programs affecting 
health, such as pollution control, fluoridation 
of water, accident prevention and the like. 
There is no simple answer, partly because the 
question has rarely been explicitly asked.

The second is one of our own, from a 
1996 Association for Health Services Re-
search presidential address (Kindig 1999):

Now that we are in a time when attention 
is turning to fundamental health outcomes, 
when performance and value purchasing are 
becoming discussed by business coalitions, 
when there is serious discussion of a new con-
nection between medicine and public health, 
we find that our research community has not 
invested nearly enough in the knowledge and 
understanding we need to guide policy.

Why don’t we know more precisely 
what to recommend to policymakers to 
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We believe that a 
community business model 
that involves all sectors in 

partnership can function as 
a road map.

close these gaps? Can’t we simply link the 
huge variation in health outcomes we see 
across states and communities to financial 
and nonfinancial policy investments over 
time? Why have we not simply estimated 
community level, per capita policy, and 
programmatic investment in each health 
factor area (health behaviors, clinical care, 
social and economic factors, and the physi-
cal environment) to derive a base level 
of investment needed to achieve health 
benchmarks (Kindig and Mullahy 2010)?

Some limited national- 
and state-level research and 
policy analysis has been con-
ducted on this question. The 
Trust for America’s Health 
estimated in 2008 that 
investing $10 per person per 
year in proven community-

based programs to increase physical activity, 
improve nutrition, and prevent smoking 
could save the United States more than $16 
billion annually within five years. In 2009, 
Kim and Jennings found that at the state level 
more generous education spending, progress-
ive tax systems, and more lenient welfare 
program rules help to improve population 
health. However, the magnitude of the effects 
was quite small, most likely because using 
the state as the unit of analysis masks much 
of the important variation in outcomes and 
investments at local levels. In cross-national 
analysis, Bradley and colleagues (2011) argue 
that an important reason for the poor perfor-
mance of the US health system is the relative 
proportion of nonhealthcare social services 
spending to health services spending; in other 
developed countries it is 2.00 to 1, whereas in 
the United States it is 0.91 to 1.

What is wrong here? It is true that 
going beyond simply describing differ-
ences to finding causal pathways is ex-
tremely complicated. Methods and data 

sets to explore these relationships are 
limited, and so far few studies even show 
associations of factors producing health 
disparities—even fewer indicate the rela-
tive cost-effectiveness of policies across 
determinants such as healthcare and 
behaviors and the social determinants  
of health.

In addition, little guidance is avail-
able because of the lack of comparable 
investment information across small 
units of population, such as communities 
and counties. Tim Casper and I (DAK) 
examined the availability of such data in 
a sample of Wisconsin counties for per 
capita expenditures in select categories of 
healthcare, public health, human ser-
vices, income support, job development, 
and education. We found that even this 
well-resourced state is challenged by the 
difficulty in locating usable data, a lack 
of resources among public agencies to 
upgrade information technology systems 
for making data more usable and acces-
sible to the public, and a lack of enterprise-
wide coordination and geographic detail in 
data collection efforts (Casper and Kindig 
2012).

While waiting for such improved evi-
dence, an intermediate goal could be to in-
crease investment in public health to make 
available the minimum package of public 
health services, as recommended earlier, 
and to create packages of evidence-based 
policy options across all determinants that 
are tailored to individual communities 
(Kindig 2011a). For example, some com-
munities have good healthcare access and 
quality while their attention to social and 
environmental factors is underdeveloped. 
Enormous variation is seen across the 
country in such profiles, but it is likely 
that a reasonable number of representa-
tive situations exist for most communities 
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and counties to reference. For each profile, 
using the best evidence available from 
sources such as the MATCH What Works 
(County Health Rankings 2013c) and the 
Centers for Disease Control and Preven-
tion’s “Guide to Community Preventive 
Services” (Epidemiology Program Office 
2002), a set of investment priorities could 
be developed that covers all the deter-
minants of health. It would be as broad 
as the global evidence allows but would 
be tailored to a community’s strengths 
and weaknesses. Options for improving 
behaviors such as smoking would not 
be as highly suggested for places already 
doing well in this factor. The packages 
would not be prescriptive, but merely a 
menu of the investments likely to produce 
the best health outcome improvement. 
Where possible, options would include the 
strength of public- and private-sector poli-
cies beyond dollar investment in specific 
programs.

As with most initiatives, the initial set 
of policy packages would not be the ideal 
set, for a variety of reasons. We still have 
incomplete evidence of effectiveness of dif-
ferent programs and policies, particularly 
regarding cost-effectiveness beyond effec-
tiveness itself. It is not clear which level of 
investment in a particular determinant or 
factor is optimal, or where diminishing re-
turn sets in and when resources should be 
moved to other factors. We are limited in 
evidence for different types of outcomes, 
particularly disparity reduction.

However, we should not let the perfect 
be the enemy of the good. A beginning set 
would be extremely helpful to guide the 
work in many places where discussions 
are taking place regarding improving the 
health of their communities. It would help 
ensure that local passion and commit-
ment is channeled in an evidence-based 

direction while preserving autonomy and 
sensitivity to community preferences.

Next Steps 
The approach we outline here is a de-
parture from much current policy and 
management practice. But new models 
are needed to drive action—not just 
thinking—to address the enormous chal-
lenge of improving population health. We 
believe that a community business model 
that involves all sectors in partnership can 
function as a road map. We recommend 
the following next steps to do so.

First, public- and private-sector policy-
makers should stimulate conversations 
and efforts to better understand the spe-
cific opportunities for improvement within 
each segment of society. As in the Health-
Partners example, care should be taken 
to identify those improvement opportuni-
ties that fall within the sectors’ primary 
control; those not under primary control 
should move to multisectoral partnerships.

Policymakers should then use these 
perspectives to make the business case for 
population health improvement and the 
resources and policies each type of com-
munity actor requires through its national 
networks and directly to leaders in each 
sector. For example, healthcare leaders 
could work with the National Quality 
Forum and the Institute for Healthcare 
Improvement to improve outcomes in 
healthcare, a determinant that they directly 
control, while reducing total expenditures. 
They must think beyond healthcare to 
health and to achieving it through broad 
community partnerships. 

Similarly, business leaders could turn 
to the Business Roundtable or local cham-
bers of commerce to develop efforts to 
improve workforce wellness, productivity, 
and health directly while looking beyond 
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and counties to reference. For each profile, 
using the best evidence available from 
sources such as the MATCH What Works 
(County Health Rankings 2013c) and the 
Centers for Disease Control and Preven-
tion’s “Guide to Community Preventive 
Services” (Epidemiology Program Office 
2002), a set of investment priorities could 
be developed that covers all the deter-
minants of health. It would be as broad 
as the global evidence allows but would 
be tailored to a community’s strengths 
and weaknesses. Options for improving 
behaviors such as smoking would not 
be as highly suggested for places already 
doing well in this factor. The packages 
would not be prescriptive, but merely a 
menu of the investments likely to produce 
the best health outcome improvement. 
Where possible, options would include the 
strength of public- and private-sector poli-
cies beyond dollar investment in specific 
programs.

As with most initiatives, the initial set 
of policy packages would not be the ideal 
set, for a variety of reasons. We still have 
incomplete evidence of effectiveness of dif-
ferent programs and policies, particularly 
regarding cost-effectiveness beyond effec-
tiveness itself. It is not clear which level of 
investment in a particular determinant or 
factor is optimal, or where diminishing re-
turn sets in and when resources should be 
moved to other factors. We are limited in 
evidence for different types of outcomes, 
particularly disparity reduction.

However, we should not let the perfect 
be the enemy of the good. A beginning set 
would be extremely helpful to guide the 
work in many places where discussions 
are taking place regarding improving the 
health of their communities. It would help 
ensure that local passion and commit-
ment is channeled in an evidence-based 

direction while preserving autonomy and 
sensitivity to community preferences.

Next Steps 
The approach we outline here is a de-
parture from much current policy and 
management practice. But new models 
are needed to drive action—not just 
thinking—to address the enormous chal-
lenge of improving population health. We 
believe that a community business model 
that involves all sectors in partnership can 
function as a road map. We recommend 
the following next steps to do so.

First, public- and private-sector policy-
makers should stimulate conversations 
and efforts to better understand the spe-
cific opportunities for improvement within 
each segment of society. As in the Health-
Partners example, care should be taken 
to identify those improvement opportuni-
ties that fall within the sectors’ primary 
control; those not under primary control 
should move to multisectoral partnerships.

Policymakers should then use these 
perspectives to make the business case for 
population health improvement and the 
resources and policies each type of com-
munity actor requires through its national 
networks and directly to leaders in each 
sector. For example, healthcare leaders 
could work with the National Quality 
Forum and the Institute for Healthcare 
Improvement to improve outcomes in 
healthcare, a determinant that they directly 
control, while reducing total expenditures. 
They must think beyond healthcare to 
health and to achieving it through broad 
community partnerships. 

Similarly, business leaders could turn 
to the Business Roundtable or local cham-
bers of commerce to develop efforts to 
improve workforce wellness, productivity, 
and health directly while looking beyond 
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Foundations and 
government should 

collaborate to develop a 
catalogue of cost-effective 

health-in-all policies in 
sectors beyond health, 

which could be reinforced 
by financial or regulatory 

incentives.

their workforces for ways in which their 
communities can be healthier. Public 
health leaders might focus on national 
public health associations as well as the 
National Association of Counties (because 
local public health agencies are often 
located within the county structure) to 
find more effective and efficient ways to 
provide essential public health services 
while making information available to and 
engaging partners in the private and pub-
lic sectors. United Way Worldwide could 
continue to work toward ensuring that its 

national vision is increas-
ingly recognized at local 
levels and highlight ex-
amples where local United 
Way agencies are providing 
multisectoral leadership. 

Finally, foundations and 
government should collab-
orate to develop a catalogue 
of cost-effective health-in-
all policies in sectors be-
yond health, which could 
be reinforced by financial 

or regulatory incentives discussed earlier. 
They should also seek out and dissemi-
nate effective examples of work currently 
being done in communities, as the Robert 
Wood Johnson Roadmaps to Health Prize 
(County Health Rankings 2013b) and 
the California Endowment (2013) Build-
ing Healthy Communities programs are 
doing. Benchmarks of the minimal and 
optimal cross-sectoral investments should 
be developed and promoted. 

While we applaud continuing calls to 
improve health and reduce disparities, 
progress will require a much more robust 
incentive and business model strategy 
than has been the practice to date. Our 
hope is that the ideas presented here will 

help to catalyze a collective multisectoral 
response to this critical social and eco-
nomic challenge.
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Christopher Dadlez, FACHE, is president and CEO of Saint Francis Care Inc. in Hartford, 
Connecticut.

Population Health Management: The 
Intersection of Concept and Reality

CHRISTOPHER DADLEZ, FACHE

The feature articles  in this issue of Frontiers offer different philoso-
phies and approaches to meeting the Triple Aim of the Institute for Healthcare 
Improvement. Zenty, Bieber, and Hammack document a local and granular 
means of creating targeted accountable care organizations (ACOs) to make Tri-
ple Aim inroads toward ensuring the health of the discrete populations. Their 
“build on success” approach offers practical insights on developing mission, 
governance, and analytics to guide the creation of clinically oriented popula-
tion health programs, in contrast to the “total population health” ambitions of 
Kindig and Isham. 

Over the past five years, Saint Francis Care has been working on many of 
the same issues and initiatives mentioned in both of the feature articles, from 
population health management to clinical integration to aligning clinical and 
social services to developing accountable care models for several payers, includ-
ing our own hospital, Medicare, and private insurers. Along the way, we have 
encountered the intersection of concept and reality and forged a path forward.

Saint Francis Care
Saint Francis Care, an integrated healthcare delivery system in central Connect-
icut, is the largest independent Catholic healthcare provider in New England. 
Our services cover the spectrum of patient needs, including community-based 
preventive and primary care, specialty care, high-acuity tertiary care, and post-
acute care. Many of these services are provided through partnerships, affilia-
tions, and relationships developed with other exceptional providers. Overall, 
Saint Francis Care provides access to almost 900 affiliated physicians, three 
hospital campuses, 12 satellite medical offices, and a variety of community 
clinics. 
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With 617 licensed beds and 65 bassi-
nets, the flagship of Saint Francis Care is 
Saint Francis Hospital and Medical Center 
in Hartford. The hospital expanded in 2011 
with the addition of the ten-story John T. 
O’Connell Tower, featuring a state-of-the-
art surgical pavilion, dedicated space for 
the Connecticut Joint Replacement Insti-
tute (CJRI), and an expanded emergency 
department (ED) with 70 treatment areas 
and a rooftop helipad for the LIFESTAR 
helicopter. In addition to CJRI, Saint Fran-
cis offers centers of excellence in cancer 
care, heart and vascular disease services, 
rehabilitation medicine, and women and 
infants’ services. Indeed, Saint Francis 
opened its 24,500-square-foot Compre-
hensive Women’s Health Center in No-
vember 2013, a site that combines breast 
health, heart health, gynecologic care, and 
integrative medicine services for women.

Our integrated healthcare delivery 
system also includes the Mount Sinai Re-
habilitation Hospital, Connecticut’s only 
free-standing acute care rehabilitation hos-
pital, which shares space on campus with 
our Mandell Center for Multiple Sclerosis. 
In addition, Johnson Memorial Medical 
Center signed an affiliation agreement 
with Saint Francis in 2012. The central 
structure for our ACO is Saint Francis 
HealthCare Partners, a 50:50 physician–
hospital partnership that provides clinical 
integration and comprehensive adminis-
trative support to 700 physicians in more 
than 200 practices. 

A Vision for Value
While we have outstanding facilities, we 
have long recognized that a well-articu-
lated strategy and aligned providers—not 
bricks and mortar—are the foundation 
for advancing healthcare delivery. Back in 
2009, Saint Francis Care embarked on a 
unique strategic planning process with 

an eye toward shaping an organization 
that would be well positioned to thrive 
in a changing and uncertain healthcare 
environment. The core working group 
was small but represented a diverse mix 
of administrators, physicians, and board 
members. The Innovator’s Prescription: A 
Disruptive Solution for Healthcare, by Chris-
tensen, Grossman, and Hwang (2008), 
was assigned reading for this group. 

From this work, we generated a com-
pelling vision: BestCare for a Lifetime. The 
focus was on delivering value for patients 
across the continuum of care. In other 
words—and this was a major shift—we 
explicitly emphasized the importance of 
what happens outside the hospital. We 
were setting the stage to work toward ac-
countable care and saw innovation and a 
coordinated infrastructure as key drivers. 

To achieve the vision of BestCare for 
a Lifetime, our strategic plan called for 
a new organizational structure, with ten 
service lines that would set their sights to 
include the pre-acute/preventive, hospital, 
and post-acute environments: Behavioral 
Health, Cardiovascular, CJRI, Emergency 
Medicine, Medicine, Oncology, Physical 
Medicine and Rehabilitation, Primary Care, 
Surgery, and Women and Infants. The work 
of these service lines is facilitated by robust 
support platforms that include Business, 
Clinical Services, and Facilities, as well as 
our award-winning Innovation + Learning 
Center. As we had no illusions that a service 
line model of care was the only key to 
achieving our vision, the strategic plan also 
called for becoming a value provider and 
developing a geographic presence.

By adopting the definition of value as 
outcomes that matter to patients per dol-
lars spent, we leveraged our new organi-
zational structure to focus on the needs 
of our patients and communities across 
the continuum of care. To support our 
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The ACO committee 
structure proved to be a 

valuable tool in closing the 
knowledge gap, at least 
for those most actively 

involved.

increased emphasis on value, two dozen 
physicians and executives from Saint Fran-
cis have attended Harvard Business School 
courses presented by professors Michael 
Porter and Robert Kaplan to engage 
directly in the latest thinking on value 
measurement. Armed with a common 
vocabulary and shared understanding, 
these leaders were able to reach consensus 
on a standard Saint Francis approach to 
not only defining value but also defining 
outcomes that matter, engaging patients, 
defining cost, mapping processes, and 
prioritizing value-oriented projects. We 

now have a clear mandate 
for value-driven design 
across the enterprise, with 
an aim to deliver value for 
patients, providers, and 
payers. 

While focusing on 
value is the key to stay-
ing ahead of the curve in 

an accountable care world, the advent of 
funding based on total cost of care and 
annual budgets requires a coherent geo-
graphic presence. In our very competitive 
marketplace, we have pursued a clinically 
integrated network approach to avoid the 
pitfalls and expense of vertical integra-
tion. Our alignment strategy is based on 
providing as much infrastructure support 
in as many areas as possible, short of an 
outright acquisition of the practices. By 
providing infrastructure support, creden-
tialing, contracting, care coordination, and 
information technology—as well as requir-
ing compliance with our clinical integra-
tion approach—we were able to develop 
our advanced Clinical Integrated Network. 

Involving the Board and 
Engaging Physicians
As many population health initiatives and 
activities—even those focused on clinical 

aspects—are relatively new for most 
healthcare systems, it is absolutely criti-
cal to involve the board of directors and 
engage physicians as equal partners in the 
transition from volume to value. Early on 
in our process of developing our popula-
tion health strategy, we used our annual 
Board and Leadership Summit to provide 
context and solicit guidance. 

The outcome of that approach was 
that our board of directors endorsed the 
recommendation to position Saint Francis 
HealthCare Partners as the foundation for 
ACO development, again emphasizing the 
importance of what happens in physician 
offices and communities (i.e., not just the 
hospital). Numerous educational sessions 
were developed and deployed for the phy-
sician community. They were offered at 
several sites, and physicians were invited 
to attend at a site of their choice. Our ini-
tial aim was to answer as many questions 
as possible regarding the Affordable Care 
Act, ACO development, population health, 
physician requirements, patient engage-
ment, and shared savings. 

In terms of governance, we initially cre-
ated ten ACO committees. More than 170 
physicians signed up to participate, with 
most expressing interest in the Committee 
on Finance and Shared Savings. The ACO 
committee structure proved to be a valu-
able tool in closing the knowledge gap, at 
least for those most actively involved. After 
two years in operation, the ACO commit-
tees were merged with the eight physi-
cian–hospital organization committees, as 
there was no need for them to operate in 
parallel universes. 

Today, we have 12 committees, all meet-
ing regularly and generating significant 
physician feedback. That said, we still have 
a significant knowledge gap. Although our 
providers have all received information on 
ACOs and population health management, 
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many express confusion or a desire to gain 
a more thorough understanding. Accord-
ingly, we are working to develop the form 
and content of appropriately tailored popu-
lation health education for our providers as 
well as for our patients and the community.

Accountable Care: Learning 
While Doing
Much like Zenty, Bieber, and Hammack, 
we have piloted several accountable care 
opportunities, all treated as disciplined 
experiments with the intent of refining our 
capabilities in preparation for assuming 
downside risk:

Employee ACO. In an effort to both 
manage our own spending as a self-
insured employer and create a model 
of what we could do for other large 
employers, we contracted with Saint 
Francis HealthCare Partners to create 
an employee ACO. The principles of 
accountable care were implemented 
for 6,500 members, and the 
combination of plan design changes, 
care coordination interventions, and 
wellness incentives yielded a tangible 
reduction in our cost trend experience.
Medicare Shared Savings Program 
ACO. In January 2013, Saint Francis 
HealthCare Partners was awarded 
a Centers for Medicare & Medicaid 
Services (CMS) ACO contract covering 
20,000 lives. As data from CMS 
has been fed into our claims data 
warehouse, we have developed new 
analytic competencies. In addition, we 
have embedded care coordinators in 
our large physician practices and used 
a public utility model to provide care 
coordination from a central source for 
our smaller practices. 
Commercial ACOs. Private payers 
quickly got up to speed with 

accountable care payment mechanisms. 
In the past year, Saint Francis 
HealthCare Partners entered into 
two commercial ACO arrangements, 
covering another 55,000 lives. Both 
of these commercial agreements have 
similar structures based on a total 
cost of care (i.e., population health 
management) model.
Bundles. CJRI is a leading-edge 
program on a number of levels; for 
example, it offered one of the first 
bundled products for hip or knee 
replacement in the United States. 
These joint bundles include payment 
for surgeons, anesthesiologists, and 
the hospital. An additional postsurgical 
warranty rider is also available. 
Care coordination. Saint Francis 
employs a structured care coordination 
model, with staffing based on national 
norms. Covered lives are stratified by 
health risk, and health coaches are 
assigned to the highest-risk patients for 
interventions. Mechanisms to address 
gaps in care, transitions in care, ED 
follow-up, and discharge appointment 
follow-up are all part of the program. 

Population Health (Not Just 
Healthcare)
Operating as a Medicare Shared Savings 
Program ACO, building an employee 
ACO, working with private payers to 
develop new commercial ACO arrange-
ments, offering bundles to the market-
place, and ramping up an enterprise-wide 
care coordination program all depend 
on a population health management 
infrastructure that continues to require 
significant investment in personnel and 
information technology. We have success-
fully built such an infrastructure, but we 
know our work is not nearly done. A focus 
on clinical care and clinical integration is 
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insufficient as we move to an environment 
in which healthcare providers are account-
able for broadly defined health outcomes. 
In other words, it’s not just healthcare. 
In the context of population health, the 
big picture includes behavioral and social 
determinants of health. The key question 
is whether—and how—healthcare sys-
tems can influence these determinants or 
integrate community and social services 
that can. 

In highlighting the total population 
health approach, Kindig and Isham also 

shed some light on why 
current approaches focus 
on clinical health for popu-
lations. They refer to the 
definition of population 
health used by the Institute 
of Medicine’s Roundtable 
on Population Health 
Improvement: “The health 
outcomes of a group of 

individuals, including the distribution of 
such outcomes within the group.” Given 
that scope, no one should be surprised 
or disappointed that healthcare organiza-
tions would focus on clinical care. Not 
only is it their expertise, but the emphasis 
on outcomes seems to support a clinical 
approach as well. However, clinical care 
improvement is only part of the original 
concept developed by Kindig and Stoddart 
(2003), which offers a broader and deeper 
view of population health as encompass-
ing “the definition and measurement of 
health outcomes and their distribution, the 
patterns of determinants that influence 
such outcomes, and the policies that influ-
ence the optimal balance of determinants.”

It is this expanded view that animates 
the total population health concept offered 
by Kindig and Isham. Indeed, perhaps 
most compelling in their article is the state-
ment that “the contribution of healthcare 

to health is modest—only 20 percent—a 
fact that many healthcare leaders may find 
surprising.” Stunning may be the better 
word choice here, particularly because other 
research suggests that 20 percent might be 
a generous estimate. The other 80 percent 
of healthcare determinants are identified 
as health behaviors (30 percent), social and 
economic factors (40 percent), and physical 
environment (10 percent)—items outside 
the control of traditional healthcare delivery 
systems. This finding challenges the para-
digm that has tipped the balance toward 
sick care instead of healthcare. 

That many of our patients struggle 
with behavioral and social determinants of 
health is not news. But what is the extent 
to which healthcare organizations can and 
should productively partner with patients, 
communities, and community-based 
support/social services organizations to 
address these determinants and improve 
outcomes? Different healthcare organiza-
tions will have different answers to this 
question. At Saint Francis, we have been 
working hard to engage all those partners 
when appropriate. (We say “when ap-
propriate” because not all patients need 
social services. But for those who do, these 
services are the rate-limiting step for some 
patients. In other words, if people cannot 
take care of their lives, they will have a 
hard time taking care of their health.)

We have been learning real-world 
lessons for more than two years as our 
Emergency Medicine and Primary Care 
service lines work with our Innovation + 
Learning Center and Saint Francis Health-
Care Partners to improve emergency 
medicine–primary care coordination. 
Much of this work has focused attention 
on the relatively small number of patients 
who account for a disproportionately large 
share of ED visits. We developed a robust 
ED registry that helped us move from 
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lamenting high utilization to getting to 
know our high utilizers. We are now mak-
ing concerted efforts to integrate clinical 
services, to focus on care coordination—
which includes coordinating the coordina-
tors—and to partner with community and 
governmental organizations in building 
a network of care that historically would 
have been considered outside the purview 
of a hospital, much less healthcare in 
general. This is a step toward the commu-
nity health business model promoted by 
Kindig and Isham. 

Accountable Care 
Communities
Some of our efforts reflect a move toward 
an accountable care community (ACC) 
model that bridges clinical and community 
settings to address both the medical and 
the social needs of high-risk, high-cost, or 
vulnerable patients in an integrated man-
ner consistent with the Triple Aim. In fact, 
we partnered with Community Solutions 
and the Department of Mental Health and 
Addiction Services in Connecticut—as 
well as with NuHealth, the Health and 
Welfare Council of Long Island (NY), and 
Health Leads on Long Island—to submit a 
proposal to CMS’s Center for Medicare & 
Medicaid Innovation (CMMI) for develop-
ing ACCs in Hartford County and Nassau 
County. 

Accountable care community is a term 
that was first employed by the Austen Bio-
Innovation Institute in Akron (ABIA) to 
describe a multisector, community-based 
collaborative effort to transform health-
care in Northeast Ohio. The ABIA (2012) 
defines an ACC as

A collaborative, integrated, and measurable 
strategy that emphasizes shared responsibil-
ity for the health of the community, including 
health promotion and disease prevention, 

access to quality services, and healthcare deliv-
ery. . . . It builds on initiatives to encompass 
not only the area’s medical care providers, but 
also the public health system and community 
stakeholders whose work, taken together, spans 
the spectrum of the determinants of health.

The National Governors Association 
(2013) suggests that ACCs “take the con-
cept of medical homes and accountable 
care organizations one step further by 
fostering collaborations borne of shared 
responsibility among clinical and commu-
nity sector participants to reform health 
systems in particular localities.” Kindig 
and Isham mention ACCs as one model 
with the potential for addressing total 
population health. 

The Integrator Role
Kindig and Isham appropriately highlight 
the importance of an “integrator,” an orga-
nization that will pull together the various 
clinical and social services. Whether we 
like it or not, given our community pres-
ence, hospitals and healthcare organiza-
tions will be at the center of these popu-
lation health dynamics. And even if we 
account for only 20 percent of health out-
comes, we may always be expected by our 
communities and by business and govern-
ment sectors to provide central leader-
ship and do the population health “heavy 
lifting.” That expectation will require that 
we play a role in both clinical and social 
initiatives. Finding the appropriate mix 
between the two will be a challenge for 
any provider. The HealthPartners example 
featured by Kindig and Isham and similar 
initiatives will be rare examples indeed 
unless and until payment models support 
this kind of work. But it is possible. As a 
point of reference, the actuarial analysis 
conducted for our CMMI proposal fore-
casted a reduction in Medicaid spending 
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that would produce shared savings suffi-
cient to sustain the ACC program in both 
Hartford County and Nassau County. 

The Hartford region has a highly com-
petitive healthcare landscape, which raises 
another set of fundamental questions: 
Can total population health be achieved 
in a competitive clinical environment? 
Can the healthcare organizations work 
together? And how? Providers are in the 
midst of changing the clinical business 
model, but is it even more important to 
develop a sustainable model for integrat-
ing clinical services and social services to 

address the social determi-
nants of health? As might 
be expected for any new 
endeavor, there are more 
questions than answers. 
But some answers are 
starting to emerge. 

For instance, Saint 
Francis, along with the 
other major hospitals in 

Hartford, provided funding for the City 
of Hartford’s Community Health Needs As-
sessment report. Scheduled for publication 
every three years, the first edition was re-
leased in March 2012 by the city’s Depart-
ment of Health and Human Services. This 
study examines the social determinants of 
health—income, shelter, education, access 
to nutritious foods, community norms, 
and cohesion—that affect the health of 
Hartford residents. The key will be to 
move from funding the documentation of 
needs to addressing them in a coherent 
and sustainable manner. 

Conclusion
We may all agree that addressing the 
social determinants of health is the criti-
cal path toward “total population health” 

and, ultimately, health equity. But we 
must also acknowledge that moving from 
concept to real-world action will require 
significant start-up investment that cannot 
come from the providers alone. Achieving 
this complex transformation of care at the 
population level requires that we align our 
payment systems, our healthcare delivery 
systems, and our community support 
systems. Achieving alignment will require 
a formal yet dynamic framework to guide 
stakeholder engagement and shared deci-
sion making at the community level. 
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John R. Gardner, FACHE, is CEO of Yuma District Hospital and Clinics in Yuma, 
Colorado.

Population Health Management and the 
Journey to Medical Home Certification in 
a Rural Community

JOHN R. GARDNER, FACHE

Why Adopt Population Health Management?
Population health management has been the focus of many studies and articles 
as a critical strategy for success as the healthcare delivery system changes in 
response to government regulations and insurance industry shifts. It also is 
frequently cited as a tool to manage costs. Zenty and Bieber’s feature article 
discusses how University Hospitals Health System’s (UH) population health 
management initiative evolved through the experience of its various account-
able care organizations (ACOs), which were formed to address the rising costs 
of their self-insured plans.

In the other feature article for this issue, Kindig and Isham discuss the 
need to improve the health of our communities and close the lag in health 
outcomes across the United States compared to most developed countries. I 
believe their message that the challenge of population health improvement 
cannot be the sole responsibility of the healthcare industry is critical to under-
standing how we move forward.

A recent article in the Journal of the American Medical Association, by Fried-
berg and colleagues (2014), complicates this discussion, however. Those au-
thors suggest that the care offered in a patient-centered medical home (PCMH) 
environment, which is designed to coordinate resources to improve patient 
care, offers little benefit to the outcomes experienced by the patient or in reduc-
ing the cost of care. One might conclude from Friedberg and colleagues’ find-
ings that if a PCMH or another population health management tool produces 
no cost management or patient outcome benefits, why invest in the effort?
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These authors directly or indirectly link 
population health management to the Triple 
Aim as articulated by the Institute for Health-
care Improvement (IHI): improvement of 
individuals’ experience of care, improvement 
of the health of populations, and reduction 
of per capita cost of care for populations. Of 
these, in my opinion, that improvement of 
the individual experience of care could be 
the most significant factor influencing the 
achievement of health improvement and, 
eventually, cost management.

The Perspective of 
a Critical Access 
Hospital/Rural 
Health Clinic 
Yuma District Hospi-
tal and Clinics (YDHC) 
consists of a 12-bed critical 
access hospital and two 
rural health clinics offer-
ing family medicine, a 
specialty clinic that brings 
a variety of medical and 
surgical specialists to the 

community throughout the month, and 
a PhD-degreed psychologist and licensed 
professional counselor. We offer post-acute 
care through our swing-bed program and 
a home health agency. Our ten primary 
care providers are employees of the orga-
nization. Consider us a micro-integrated 
healthcare delivery system serving a popu-
lation of approximately 14,000 people 
spread across a wide geographic area.

In 2008, YDHC was invited to partici-
pate in an initiative led by the Common-
wealth Fund, Qualis Health, and the Mac-
Coll Center for Health Care Innovation at 
the Group Health Research Institute. The 
objective of the initiative was to develop 
and demonstrate a sustainable model to 
transform primary care safety net practices 

into PCMHs, thereby achieving the IHI 
Triple Aim goals. (For more detail about 
the initiative, refer to www.safetynet 
medicalhome.org.) We eagerly agreed to 
participate, with the simple thought that 
this would be a tool to improve patient 
care in our rural health clinic. The timing 
seemed right: We had recently moved into 
a newly constructed replacement facility 
to house our hospital and our main clinic, 
and we were midway through the rebuild-
ing of our medical staff. It was our feeling 
that this would not be a long journey and 
that the care provided in our facilities was 
already close to that of a medical home 
environment. It did not take long for us to 
realize that we were just beginning.

At the same time as we were moving 
forward with this initiative, we were faced 
with a population of patients who believed 
that their experience of care was not sat-
isfactory. Our HCAHPS (Hospital Con-
sumer Assessment of Healthcare Providers 
and Systems) score for overall satisfaction 
was 66.7 percent; waiting times for clinic 
appointments were clearly not acceptable 
to the members of our community, from 
whom we heard frequent complaints.

During our discovery process to un-
derstand PCMHs and population health 
management, we had the opportunity to 
visit Group Health Cooperative, in Seattle, 
Washington. Its leadership’s commitment 
to creating the best possible patient experi-
ence was demonstrated in how it applies 
the Lean Six Sigma process. We left Group 
Health with the impression that patients 
who have a great experience when receiv-
ing care and become engaged in their care 
management experience an improvement 
in health, all while the organization better 
manages the cost of that care.

Upon recommendation of manage-
ment, Yuma District Hospital’s board of 
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directors endorsed patient-centered care 
and the PCMH model as the key strategy 
for the organization’s population health 
management efforts. The decision to pur-
sue a model of care that focuses on man-
aging the patient experience proved inte-
gral to the organization’s mission, which 
is as follows: “Yuma District Hospital 
and Clinics is dedicated to enhancing the 
health of all whom we serve and providing 
care that exceeds industry quality stan-
dards.” Unlike UH, at YDHC, this direc-
tion was not established as an economic or 
survival tactic but one by which to provide 
better and safer care to our community.

The question we had to ask ourselves 
was, “What will it take to give the patient 
the best experience?” We certainly had a 
long list of complaints, many of which 
centered on timely access, communica-
tion, and continuity issues. Until we could 
effectively address these concerns, the 
dream of having an engaged patient popu-
lation that we could navigate to improved 
health was a distant one.

The Kindig and Isham article states 
that “no single entity can be held account-
able for achieving improved outcomes.” 
What we quickly learned, before we could 
even think of looking outside of our 
organization for partnerships to improve 
care, was that we needed to look within 
our organization and our internal “part-
nerships.” Our organization consists of 
a dedicated group of caregivers who are 
committed to giving the best possible care. 
Unfortunately, there was very little interac-
tion among departments to jointly deter-
mine the best pathways to serving our pa-
tients. Until we could get our departments 
to communicate on a proactive basis and 
be engaged in the total patient experience, 
we would fail in our efforts to provide the 
optimal patient experience and care. 

In our visit to Group Health Coopera-
tive, we observed how that organization 
incorporated Lean Six Sigma as a tool to 
develop processes that engaged all areas 
of patient care and services to improve 
patient engagement and health. Group 
Health uses the methodology successfully 
on a continuous basis to improve pro-
cesses and outcomes. Following its ex-
ample, we brought in an outside resource 
to help guide us through our own Lean Six 
Sigma process.

We created a PCMH Lean Six Sigma 
committee consisting of representatives 
from all departments of the hospital and 
clinic. We mapped how patients flowed 
through the organization, explaining inter-
nal department processes and the ratio-
nale for those processes. This exercise was 
enlightening for all areas, as they gained 
an understanding of what and why ac-
tivities occurred within each department, 
creating opportunities for departments to 
identify solutions to make process im-
provements and develop methods to sup-
port each area. Simultaneously, as we went 
live with a new electronic medical record 
(EMR), we could identify opportunities to 
improve interfaces between the various 
applications within the EHR.

Did we succeed at creating an engaged 
organization? Exhibit 1 compares patients’ 
responses to the Clinician and Group 
CAHPS survey conducted in 2010 with 
results collected in December 2013.

These data suggest that we have suc-
ceeded at internal engagement, producing 
a better connection between our patient 
population and our organization and those 
who care for the members of that popula-
tion. As we move forward with continual 
refinements to our PCMH, we believe that it 
will be easier than in the past to engage our 
patients in a manner of care that is different 
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from the traditional treatment-by-episode 
and reimbursement-by-procedure model.

Quality Outcomes of Population Health 
Management
As we addressed our internal engagement 
issues, we proceeded with implementing 
a narrow population health management 
effort focused on patients with diabetes, 
hypertension, or a combination of both.

With the support of two patient naviga-
tors, our clinic began a targeted effort to 
improve the health of these population 
groups. Existing and newly diagnosed 
patients were referred to the navigators for 
counseling, education, and support. The 
navigators tracked the patients, providing 
reminder communications for follow-up 
visits when necessary. As shown in Ex-
hibit 2, the management of our diabetic 
patients has improved dramatically over 
a seven-month period. These data dem-
onstrate that our patients are accessing 
the system on a more frequent basis and 
receiving the appropriate testing to help 
manage their diabetes.

We were uncertain of whether our 
patient population would embrace the 
concept of a nonphysician providing 

support to improve their health. The data 
in Exhibit 2 demonstrate that we achieved 
patient engagement to improved health. 
Our challenge will be to expand to addi-
tional patient populations that can benefit 
from management services.

What Is Next?
As indicated at the beginning of this com-
mentary, the premise of creating a PCMH 
environment with our population was to 
create a better patient experience. We have 
made great strides in that quest, and we 
have also improved the health of certain 
populations that we serve. Our organiza-
tion is now at a point where participating 
in an ACO is not unreasonable to consider. 

With the implementation of the Af-
fordable Care Act and the expansion of the 
Medicaid program in Colorado, the state 
has created regional care collaborative 
organizations (RCCOs). Similar to ACOs, 
the RCCOs apply data analytics, provider 
engagement, and incentive structures to 
manage the Medicaid population. The 
success of this program to manage costs 
will be a significant piece of the funding of 
Colorado’s Medicaid expansion when the 
federal support ends.

Survey Item 2010
December 

2013

Got answer when phoned doctor’s office after hours 57.2% 100.0%

Saw doctor within 15 minutes of appointment time 37.5%   95.1%

Doctor listened carefully to patient 75.0%   97.7%

Doctor spent enough time with the patient 78.7%   95.3%

Clerks and receptionists were helpful 74.5%   90.7%

Clerks and receptionists were courteous and respectful 83.0%   94.5%

Overall rating 54.3%   74.4%

Exhibit 1 Comparison of HCAHPS Survey Results, 2010 and December 2013



Photocopying or distributing this PDF is prohibited without the permission of Health Administration Press, Chicago, Illinois.  

For permission, please contact the Copyright Clearance Center at www.copyright.com

C
O
M
M
E
N
T
A
R
Y

We have contracted with the RCCO for 
our region to serve the Medicaid clients 
residing within our service area. Our 
invitation to contract with the RCCO was 
driven by our efforts to successfully imple-
ment the PCMH model. At this point, this 
arrangement does not include risk. Reim-
bursement is provided on a fee-for-service 
basis from the Colorado Department of 
Health Care Policy and Financing. The 
RCCO provides incentive payments for 
cost management; reduction of emergency 
department utilization; and reduction of 
high-cost, low-value imaging procedures. 
Additionally, as a PCMH, we receive a 
modest per enrollee per month payment 
to help cover the costs of our management 
efforts.

Our relationship with the RCCO has 
led us to partner with North Colorado 
Health Alliance in a new community 

health business model similar to that dis-
cussed by Kindig and Isham. The partner-
ship allows us to engage the Alliance in 
the care of the RCCO Medicaid clients. As 
the Alliance defines its role, “Our ongoing 
integration of health and other community 
services is the outcome of this widen-
ing understanding of health as a single 
puzzle with many interlocking and equally 
indispensable pieces” (North Colorado 
Health Alliance 2014). Working with the 
RCCO, the Alliance has demonstrated that 
the integration of social services, behav-
ioral health services, housing, transporta-
tion, and school systems with traditional 
healthcare models creates a healthier 
community.

Our goal is to apply what we learn from 
serving our RCCO Medicaid clients to all 
of our patients. We found that, when ap-
proached, representatives from the other 

Exhibit 2 Physician Combined Totals: A1c Readings for Diabetes Mellitus (DM) Patients, 
October 2013–February 2014
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Diane P. Holder is president and CEO of UPMC Health Plan, president of the Insurance 

Center, Pittsburgh, Pennsylvania.

The (Fairly Straightforward)  
Business Case for Health

DIANE P. HOLDER

Compared to residents  of other high-income nations, Americans die 
younger and are less healthy at every age but incur significantly higher costs 
per person on healthcare (NRC 2013). Poor health has an impact well beyond 
expenditures on actual medical services, including costs of $576 billion per 
year in the United States for absence from work and lost productivity (Japsen 
2012). In fact, this pattern of higher cost and lower value has many implica-
tions for US health and the healthcare delivery system, including jeopardizing 
our future workforce. The canary in the coal mine is in trouble when three out 
of four military recruits between the ages of 17 and 24 are ineligible for military 
service, often due to obesity (21 percent of rejected recruits), and when children 
and adolescents are, on average, less healthy than their peers in other countries 
(Secretary’s Advisory Committee 2010). Improving the overall health status of 
the population is a complex, daunting task, but one that is essential to ensure 
that the United States remains a leading force in the global economy. The busi-
ness case for better health is very strong.

Broad Versus Narrow Healthcare Delivery Focus
The feature articles in this issue of Frontiers provide an interesting juxtaposition 
regarding how to define population health and methods to improve outcomes. 
Kindig and Isham offer a broad focus and posit that medical care has an im-
portant but limited impact on health status. I agree. They argue that unless the 
country addresses the broad range of health determinants—including not just 
medical care (which, they note, accounts for only 20 percent of health status) 
but also health behaviors and the social and physical environments—US health 
indices will not improve enough to stave off a crisis. 

sectors mentioned earlier are eager to be 
engaged in improving the health of the 
community, making our goal all the more 
attainable.

Conclusion
Population health management is a pow-
erful tool for improving the health of our 
communities and has the potential to help 
us control the resources used to care for 
our patients. As health systems embrace 
population health management—while 
keeping an eye on the evolving reimburse-
ment system—they need to be certain 
that their organizations are prepared for 
the challenges of care management. As 
we experienced, hospitals, clinics, and 
health systems need to think of patient 
care in the context of an integrated pro-
cess rather than individual departmental 
silos. If an organization can get past these 

basic hurdles, it becomes easier to achieve 
the Triple Aim and help the organization 
thrive in the context of an ACO.

Integrated care processes contribute to 
an enhanced patient experience. It follows, 
then, that a quality patient experience con-
tributes to patients’ willingness to engage 
in the activities that make up population 
health management.
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Compared to residents  of other high-income nations, Americans die 
younger and are less healthy at every age but incur significantly higher costs 
per person on healthcare (NRC 2013). Poor health has an impact well beyond 
expenditures on actual medical services, including costs of $576 billion per 
year in the United States for absence from work and lost productivity (Japsen 
2012). In fact, this pattern of higher cost and lower value has many implica-
tions for US health and the healthcare delivery system, including jeopardizing 
our future workforce. The canary in the coal mine is in trouble when three out 
of four military recruits between the ages of 17 and 24 are ineligible for military 
service, often due to obesity (21 percent of rejected recruits), and when children 
and adolescents are, on average, less healthy than their peers in other countries 
(Secretary’s Advisory Committee 2010). Improving the overall health status of 
the population is a complex, daunting task, but one that is essential to ensure 
that the United States remains a leading force in the global economy. The busi-
ness case for better health is very strong.

Broad Versus Narrow Healthcare Delivery Focus
The feature articles in this issue of Frontiers provide an interesting juxtaposition 
regarding how to define population health and methods to improve outcomes. 
Kindig and Isham offer a broad focus and posit that medical care has an im-
portant but limited impact on health status. I agree. They argue that unless the 
country addresses the broad range of health determinants—including not just 
medical care (which, they note, accounts for only 20 percent of health status) 
but also health behaviors and the social and physical environments—US health 
indices will not improve enough to stave off a crisis. 
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year of Medicare’s quality incentive pro-
gram, more hospitals received penalties 
than did those that earned bonuses (Rau 
2013). To reverse that trend, outcome-
based payments that emphasize a reduc-
tion in preventable readmissions require 
a significant redesign related to follow-up 
care and proactive management of chronic 
illness. 

Another dynamic related to the value-
based reimbursement model is consolida-
tion. Significant merger activity is occur-
ring among hospitals as they confront 
revenue compression and the need to 
build infrastructure to address the cost 
and quality requirements of the ACA. In 
the third quarter of 2013, 20 percent more 
hospital mergers took place than in the 
same period of 2012, and the pace is ex-
pected to continue in 2014 (Casper 2014). 
Also evident is an increase in the number 
of providers developing payer functional-
ity (Advisory Board Company 2012) and 
the number of payers acquiring providers 
(Vesely 2012). At the center of these activi-
ties is an industry attempting to protect 
itself while it prepares for greater chal-
lenges. Ending the FFS payment model 
is championed by many, including the 
National Commission on Physician Pay-
ment Reform, whose 2013 report calls for 
an end to FFS within seven years and pro-
vides a five-year blueprint for transitioning 
to a blended payment system (National 
Commission 2013). 

For providers that do not operate their 
own health plan, ACO development is one 
method by which to experiment with new 
payment models. In their feature article, 
Zenty, Bieber, and Hammack provide 
an interesting example of how one orga-
nization is tackling the developmental 
requirements. Their work focuses on 
clinical transformation and governance 

and incorporates critical design elements 
into the overall approach. For example, 
they demonstrate that using strategically 
located, after-hours telemedicine kiosks 
for pediatric patients helps reduce barri-
ers to care and provides consumers with 
less expensive alternatives to in-person or 
emergency room services. 

In the context of the Kindig–Isham 
paradigm, which requires a consortium 
of community partners with the goal of 
affecting the broader social determinants 
of health, ACOs will be insufficient to 
achieve that goal. Nonetheless, I argue that 
although ACOs are not the “end game,” 
the accountable care movement can be a 
strategic vehicle to facilitate broad change. 
ACOs can serve as a laboratory to aid clini-
cal delivery systems in developing the in-
frastructure needed to improve efficiency 
and effectiveness and experiment with 
risk management. As communities begin 
to address health needs more holistically, 
clinical systems will be better informed 
partners with more skills and knowledge, 
gleaned in part from the effort required to 
align clinical and financial incentives and 
engage diverse stakeholders within their 
organizations.

ACOs as Laboratories for 
Change Management
An ACO, especially one that involves a 
combination of hospital leaders, various 
types of physicians, and community sup-
port organizations, must bring together 
stakeholders who do not necessarily have 
a common language, a shared vision, or 
fully aligned incentives. An ACO is re-
sponsible for improving clinical outcomes 
within a defined budget, and similar to 
other risk-bearing entities, it prioritizes 
resources to meet objectives. Resources 
will be limited, and debate, conflict, and 

For providers that do not 
operate their own health 
plan, ACO development 
is one method by which 
to experiment with new 

payment models.

The United States is an outlier among 
Organisation for Economic Co-operation 
and Development (OECD) countries in 
how it balances medical and social expen-
ditures. Most OECD nations, including 
the United States, spend roughly a third of 
their gross domestic product on a combi-
nation of social and health services. How-
ever, whereas for most nations the ratio is 
typically 2:1 in favor of social expenditure, 
the US social-to-health services ratio is less 
than 1:1 (Bradley et al. 2011). 

This ratio is problematic because 
“social” expenditures are 
powerful influences that 
appear to positively affect 
national health outcomes. 
If the United States were 
to reduce wasteful, ineffi-
cient, and ineffective treat-
ments—an estimated 30 
percent of current spend-

ing (NRC 2010)—some of those dollars 
could be redirected to support other types 
of programs and reduce the illness burden 
in the nation.

Kindig and Isham suggest that clinical 
delivery systems will need to step outside 
of their traditional business model and 
view the health status impacts through a 
broader lens. This is an important con-
cept, whether we talk about broad-based 
community health business plans or 
“population health” interventions created 
by delivery systems to manage subpopula-
tions. Historically, healthcare organiza-
tions have had little incentive to focus 
beyond individual medical services on the 
more broad health status of the popula-
tion. As the United States continues to 
move away from a fee-for-service (FFS) 
payment method to models such as capita-
tion, clinical delivery systems will redesign 
services to include a greater emphasis on 

those factors that affect health status other 
than traditional medical care. This respon-
sibility for clinical and cost outcomes will 
align healthcare delivery system incentives 
more closely with community incentives 
for a healthy workforce and a healthy 
community. This realignment in turn may 
help us avoid the healthcare version of 
what economists refer to as the “tragedy of 
the commons,” whereby a shared resource 
is sacrificed for the individual interests of 
a broad range of stakeholders, leading to 
everyone’s long-term disadvantage (Fadul 
2009).

ACOs as a Vehicle for Change
The Affordable Care Act (ACA) provides 
new momentum for change. In addition 
to encouraging the growth of accountable 
care organizations (ACOs) and other pay-
ment pilots to better align clinical delivery 
and financing models, the federal Health 
Insurance Marketplace and state-based 
exchanges facilitate increased access to 
subsidized health insurance coverage. As 
the Marketplace evolves and insurance and 
provider competition increase, there will 
be additional momentum for change. Pay-
ers are creating smaller networks of select 
providers offering volume steerage to the 
provider in exchange for lower rates or bet-
ter cost management. “Narrow networks,” 
which exclude a percentage of healthcare 
providers in a given region, represent 70 
percent of the insurance plans offered 
through the Health Insurance Marketplace 
for the January 2014 enrollment period 
(McKinsey Center 2013). 

Currently, most healthcare organiza-
tions are intensely examining how to 
position themselves and navigate the 
volume-to-value journey as regulations 
change. Of particular note is the shift in 
Medicare payments. In 2013, the second 
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year of Medicare’s quality incentive pro-
gram, more hospitals received penalties 
than did those that earned bonuses (Rau 
2013). To reverse that trend, outcome-
based payments that emphasize a reduc-
tion in preventable readmissions require 
a significant redesign related to follow-up 
care and proactive management of chronic 
illness. 

Another dynamic related to the value-
based reimbursement model is consolida-
tion. Significant merger activity is occur-
ring among hospitals as they confront 
revenue compression and the need to 
build infrastructure to address the cost 
and quality requirements of the ACA. In 
the third quarter of 2013, 20 percent more 
hospital mergers took place than in the 
same period of 2012, and the pace is ex-
pected to continue in 2014 (Casper 2014). 
Also evident is an increase in the number 
of providers developing payer functional-
ity (Advisory Board Company 2012) and 
the number of payers acquiring providers 
(Vesely 2012). At the center of these activi-
ties is an industry attempting to protect 
itself while it prepares for greater chal-
lenges. Ending the FFS payment model 
is championed by many, including the 
National Commission on Physician Pay-
ment Reform, whose 2013 report calls for 
an end to FFS within seven years and pro-
vides a five-year blueprint for transitioning 
to a blended payment system (National 
Commission 2013). 

For providers that do not operate their 
own health plan, ACO development is one 
method by which to experiment with new 
payment models. In their feature article, 
Zenty, Bieber, and Hammack provide 
an interesting example of how one orga-
nization is tackling the developmental 
requirements. Their work focuses on 
clinical transformation and governance 

and incorporates critical design elements 
into the overall approach. For example, 
they demonstrate that using strategically 
located, after-hours telemedicine kiosks 
for pediatric patients helps reduce barri-
ers to care and provides consumers with 
less expensive alternatives to in-person or 
emergency room services. 

In the context of the Kindig–Isham 
paradigm, which requires a consortium 
of community partners with the goal of 
affecting the broader social determinants 
of health, ACOs will be insufficient to 
achieve that goal. Nonetheless, I argue that 
although ACOs are not the “end game,” 
the accountable care movement can be a 
strategic vehicle to facilitate broad change. 
ACOs can serve as a laboratory to aid clini-
cal delivery systems in developing the in-
frastructure needed to improve efficiency 
and effectiveness and experiment with 
risk management. As communities begin 
to address health needs more holistically, 
clinical systems will be better informed 
partners with more skills and knowledge, 
gleaned in part from the effort required to 
align clinical and financial incentives and 
engage diverse stakeholders within their 
organizations.

ACOs as Laboratories for 
Change Management
An ACO, especially one that involves a 
combination of hospital leaders, various 
types of physicians, and community sup-
port organizations, must bring together 
stakeholders who do not necessarily have 
a common language, a shared vision, or 
fully aligned incentives. An ACO is re-
sponsible for improving clinical outcomes 
within a defined budget, and similar to 
other risk-bearing entities, it prioritizes 
resources to meet objectives. Resources 
will be limited, and debate, conflict, and 
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In some special needs 
populations, the “80/20” 

rule does not apply; rather, 
1 percent of the population 

may incur 30 percent of  
the cost.

challenging timelines for achieving a re-
turn on investment will emerge. 

Many questions will arise. For example, 
how aggressive will the ACO be with 
patients whose health behaviors affect 
their weight, stress, alcohol and tobacco 
use, adherence, and safety? Traditional 
medical services have not addressed these 
issues effectively, although many of these 
behaviors drive poor outcomes, including 
chronic disease. How culturally competent 
will the ACO become in understanding 
what the consumer wants and needs, and 

how well will it engage 
consumers as true stake-
holders in the process? 
How will it tackle some of 
the larger issues for very 
high-risk populations, such 
as homelessness, food 
insecurity, social isolation, 
and end-of-life care? 

The risk profile of subpopulations var-
ies significantly. Internal UPMC Health 
Plan analyses suggest that, in some special 
needs populations, the “80/20” rule does 
not apply; rather, 1 percent of the popula-
tion may incur 30 percent of the cost. An 
estimated 8 percent of all healthcare ex-
penditures is for general prevention efforts 
(Miller et al. 2008). The historical under-
funding of primary care, minimal empha-
sis on early intervention and chronic care 
management, and longstanding reliance 
on hospital and emergency services result 
from our payment models. Although these 
aspects of care are changing to some ex-
tent, in most communities large gaps exist 
across the country in healthcare service 
capacity and workforce preparedness to 
tackle the requirement of chronic disease 
prevention and management, which ac-
counts for 75 percent of healthcare expen-
ditures (Lancet 2009). 

The Role of Integrators 
To succeed at the broad task of building 
a community-level business plan that 
mitigates health risk requires forming a 
new ecosystem. This new system in turn 
requires leadership to build and sustain 
change. Kindig and Isham suggest an 
“integrator” to assist with this change 
management process. For an integrator to 
work, it needs to be a trusted, empowered 
entity. 

In similar fashion, health systems must 
develop a new ecosystem to transform. 
They have many elements on which to 
build to help make a shift to population 
risk management, but many lack the ex-
pertise, core structures, and technology to 
scale programs beyond a pilot phase. They, 
too, may need an integrator function to ad-
dress many of the same complex dynam-
ics. Integrated delivery systems that have 
both clinical and payer operations, such 
as UPMC, often use an integrated team in 
the integrator role, drawing expertise from 
their clinical and payer arms in order to 
drive change. ACOs need to create similar 
capabilities to manage clinical and cost 
outcomes. They require leadership to un-
derstand what drives costs and quality and 
what provides high versus low value. They 
rely on robust data analytics and technol-
ogy to support clinical transformation and 
an opportunity to modify incentives for 
providers and patients. 

The “Block of Ice” Approach to Change 
Management
As of June 2013, approximately 500 ACOs 
were operational nationwide, more than 
double the number in June 2012 (Pe-
tersen, Muhlestein, and Gardner 2013). 
About half are led by physician organiza-
tions and the rest by hospital systems, 
with a few spearheaded by other types of 
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organizations, including insurance com-
panies (Muhlestein 2013). Results to date 
have been mixed, with most ACOs seeing 
reduced cost trends but not yet earning 
partial or full bonus payments. It is still 
early in this experiment, and considering 
ACOs vary widely in scope and approach 
(Evans 2014), it is difficult to say with 
certainty how successful they will be. One 
of the essential ingredients for a success-
ful ACO is the ability to utilize change 
management methods to reorganize the 
clinical delivery model to manage at-risk 
populations.

ACOs share a common agenda: to 
change healthcare delivery models to im-
prove the clinical and cost outcomes. But 
change is hard, and change management 
is a skill unto itself. One of the earliest 
change management theorists, Kurt Lewin 
(1947), a physicist and social scientist, 
offered a simple three-stage model: 
unfreeze, change, refreeze. His theories 
have since been expanded, but the basics 
remain relevant. Lewin used the following 
analogy: An organization is like a block of 
ice that you want to reshape into a cone of 
ice. How do you get from cube to cone? 
What is compelling enough to begin to 
unfreeze the block? Usually it takes strong 
evidence—significant revenue reductions, 
loss of margin, perhaps a new competi-
tor. As the ice begins to melt, it is possible 
to begin to mold the structure into a new 
form. 

But what should that new form be 
for healthcare organizations? Hwang 
and Christensen (2008) suggest that 
healthcare can follow the same path that 
other industries have taken to improve 
value. Through disruption innovation, 
organizations can allow work to be re-
distributed from higher- to lower-cost 
personnel where possible, and they can 

systematically evaluate how to maximize 
each part of the value chain to improve 
quality and cost outcomes. 

The new models require personnel 
with skills for understanding how to 
motivate people to be more proactive in 
managing their own health. Thus far in 
healthcare, the patient has been underes-
timated in the equation, but the consumer 
engagement movement and meaning-
ful patient activation strategies are now 
gaining attention (Mittler et al. 2013). New 
technologies can be used to reduce barri-
ers to care and to assist people in mitigat-
ing health risks. For example, technology-
assisted support through mobile devices 
means patients can carry their “medical 
home” in their pocket. For people with 
chronic conditions, patient activation and 
supported self-management are critical. 
The patient and family need to be active 
members of the team that fits into the new 
ecosystem of aligned incentives.

UPMC’s Experience
At UPMC, we have been evolving our 
“block of ice” over decades, gradually 
unfreezing from a centralized academic 
center with a hospital-centric environ-
ment and molding into a large, top-ranked 
clinical delivery network, an international 
and commercial division, and a diverse set 
of health plans now serving more than 2 
million members. Our partnership with 
the University of Pittsburgh, ranked fifth 
in National Institutes of Health funding 
of all institutions in the nation, has been 
essential to support UPMC’s clinical, 
training, and research missions. As an 
integrated system, we have had a ready-
made laboratory in which to learn how to 
align financial and clinical strategies and 
create the infrastructure and technology 
to support new approaches to improve 
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different populations we serve. One was 
developed to assist those with both a seri-
ous mental illness, such as schizophrenia 
or bipolar disorder, and at least one signifi-
cant comorbid condition, such as diabetes 
or congestive heart failure. 

Then, with a diverse set of partners, 
an integrated program was created, and 
several important elements allowed this 
program to demonstrate results: a whole-
person philosophy of care; predictive and 
prescriptive analytics developed to identify 
those at risk for medical or psychiatric 
hospitalization and lack of appropriate 
preventative and routine care; and an in-
tegrated, coordinated care plan to address 
medical, psychiatric, and psychosocial 
needs. This program significantly reduced 
both medical and psychiatric readmission 
rates and improved medication compli-
ance and other preventive screening rates 
(Kim et al. 2012).

Similar to the HealthPartners case 
discussed by Kindig and Isham, UPMC 
collaborates with many organizations, but 
partnering with our local city schools is one 
of our most significant initiatives. UPMC 
took a major step in 2007 with Pittsburgh 
Public Schools to create a program called 
the Pittsburgh Promise. UPMC has com-
mitted to providing $100 million over a 
ten-year period to guarantee payment for 
college tuition at a two- or four-year Penn-
sylvania institution for any young person 
who graduates from a city public high 
school and is admitted to a credentialed 
program. The oversight committee for the 
Pittsburgh Promise includes community 
business leaders, healthcare providers, 
foundations, human services agencies, 
and educators. The conditions of the grant 
require the dollars to be matched annually 
1.5:1, and the foundation and the corporate 
community have stepped up each year. 

Exhibit 1 Employer Health and Productivity Roadmap™

Optimize
Environment

Minimize
Acute
Care

Optimize
Chronic
Care

Speed
Transitions
Care-Home-

Work

Reduce
Excessive
Surgery

Increase
Healthy
Behaviors

Health & Productivity
Alignment Assessment
Report and Gap Analysis

Outpatient visits by site of
traditional and alternative care
(eVisits, onsite etc.)

Shared decision-making
(SDM) completion before
surgery

Back surgeries

Proportion of low back pain
patients who use SDM tool

Advanced imaging rate

Prevalence of
impactable acute visits

Population risk profile and
movement over time

Condition prevalence Top 4-5 sentinel
conditions (excluding
pregnancy) that drive
absenteeism

Absence data changes
over time

Disease management coaching
enrollment & graduation

Identification and referral process 
(% active vs passive)

“Champion Index” (% in optimal
health)

Biometric clinical lab changes

Clinical preventive services

Lifestyle coaching enrollment
and graduation

Health and Performance Total
Economic Opportunity

Ergonomic evaluation and
support

Wellness Course Participation

Source: Copyright © UPMC Health Plan. Reprinted with permission.

As a provider-owned 
health plan, we are able 

to translate the strategies 
we used with our own 

employees to the packages 
we offer to the employers in 

our service area.

outcomes. We have had the opportunity 
to develop protocols; build medical home 
models (Rosenberg et al. 2012) and shared 
savings approaches with our primary care 
physicians; experiment with bundled pay-
ments; build rural health homes for seri-
ously mentally ill individuals (Open Minds 
2014); and improve methods to support 
the frail elderly and high-risk youth. 

We are also a large employer, with 
65,000 employees, and our staff has par-
ticipated in the UPMC MyHealth Program 
for nearly a decade. We have used a variety 

of engagement methods 
and health plan benefit 
designs to encourage our 
employees to adopt and/or 
maintain healthy behavior. 
More than 95 percent of 
employees complete an 
annual health risk as-
sessment, and more than 
90 percent participate in 

the Take a Healthy Step program to earn 
incentives for improving their health. 
We assist our employees through on-site 
health clinics supported by our telemedi-
cine program; provide worksite weight and 
smoking cessation programs; and recently 
launched UPMC Anywhere Care, which 
allows employees and their families to 
access healthcare through an online portal 
without leaving their home or worksite. 
Our employee group health and workers’ 
compensation costs are consistently and 
significantly below industry averages, and 
we have been recognized by the National 
Business Group on Health as a Platinum 
Award Winner for our employee health 
and wellness programs for five consecu-
tive years (Parkinson et al., in press). As a 
provider-owned health plan, we are able to 
translate the strategies we used with our 
own employees to the packages we offer to 

the employers in our service area. We have 
partnered with local employers to bring 
the UPMC MyHealth Program to them 
using the Employer Health and Produc-
tivity Roadmap™ Strategy, as depicted in 
Exhibit 1 (Parkinson 2013). At this point, 
we serve approximately 10,000 regional 
employers in our market.

For the care needed to ensure the well-
being of our most complex members, we 
find that traditional medical approaches 
are insufficient. Complicated social needs, 
coupled with unhealthy and unsafe envi-
ronments or a lack of community support, 
bring many people to the emergency depart-
ment and hospital as much as, if not more 
than, their medical condition. To combat 
these underlying issues, aligning medical 
services, social services, and community 
support is essential. For example, in one of 
our geographic regions, we noted a sig-
nificantly higher rate of preterm births for 
our Medicaid members than for our other 
populations. The UCMP Health Plan part-
nered with obstetrics/gynecology services 
in the area to support a doula program for 
these women, who were mostly teens and 
young adults. The doula became the “grand-
mother” to women who might be lacking 
such a figure in their lives. A trained layper-
son, the doula goes to the home to help the 
young women access prenatal care, helps 
them find smoking cessation programs as 
needed, provides support and education, 
becomes a labor coach if the women wish it, 
and visits for six months following delivery. 

Through our work with 1.2 million 
Medicare, Medicaid, Behavioral Health, 
and Special Needs Plan members, we 
learned “it takes a village” to help high-risk 
individuals improve clinical outcomes and 
simultaneously control their healthcare 
expenditures. The Health Plan partnership 
programs are highly customized for the 
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different populations we serve. One was 
developed to assist those with both a seri-
ous mental illness, such as schizophrenia 
or bipolar disorder, and at least one signifi-
cant comorbid condition, such as diabetes 
or congestive heart failure. 

Then, with a diverse set of partners, 
an integrated program was created, and 
several important elements allowed this 
program to demonstrate results: a whole-
person philosophy of care; predictive and 
prescriptive analytics developed to identify 
those at risk for medical or psychiatric 
hospitalization and lack of appropriate 
preventative and routine care; and an in-
tegrated, coordinated care plan to address 
medical, psychiatric, and psychosocial 
needs. This program significantly reduced 
both medical and psychiatric readmission 
rates and improved medication compli-
ance and other preventive screening rates 
(Kim et al. 2012).

Similar to the HealthPartners case 
discussed by Kindig and Isham, UPMC 
collaborates with many organizations, but 
partnering with our local city schools is one 
of our most significant initiatives. UPMC 
took a major step in 2007 with Pittsburgh 
Public Schools to create a program called 
the Pittsburgh Promise. UPMC has com-
mitted to providing $100 million over a 
ten-year period to guarantee payment for 
college tuition at a two- or four-year Penn-
sylvania institution for any young person 
who graduates from a city public high 
school and is admitted to a credentialed 
program. The oversight committee for the 
Pittsburgh Promise includes community 
business leaders, healthcare providers, 
foundations, human services agencies, 
and educators. The conditions of the grant 
require the dollars to be matched annually 
1.5:1, and the foundation and the corporate 
community have stepped up each year. 
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Ergonomic evaluation and
support

Wellness Course Participation

Source: Copyright © UPMC Health Plan. Reprinted with permission.
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This program encourages families to re-
main in the city to stabilize neighborhoods. 
It gives hope to kids who may have had no 
hope that college, even if they study, is in 
reach. To date, 700 students have entered 
college and experienced success, and last 
year the first group of young college gradu-
ates entered the workforce. The Pittsburgh 
Promise is just one program that demon-
strates how health, education, and employ-
ment are intimately linked. 

Conclusion
There is no silver bullet for improving the 
health of our nation, but the business case 
for health is fairly straightforward: It sup-
ports the workforce of the future and helps 
ensure the vitality of our citizens. Jobs, 
safe communities, transportation, public 
parks, access to healthy food, and access to 
healthcare all matter, but disparity is ever 
present. The genome project will continue 
to shed light on medical conditions, and 
advances in technology will be significant 
to improving health in the United States, 
but how we address the major social 
determinants of health will be among the 
most critical factors for overcoming health 
disparities and practicing effective popula-
tion health management. 
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Response from Feature Authors

DAVID A. KINDIG AND GEORGE ISHAM

Our succinct,  summary  response would be “. . . but it’s not primarily 
about medical care.”

But we don’t want to be misunderstood. We genuinely appreciate the com-
panion feature article and the three commentaries. Medical care is an impor-
tant determinant of population health. Both of us have extensive experience 
in healthcare delivery organizations. We think that the Triple Aim of simul-
taneously improving the population’s total health, improving the experience 
of care, and reducing cost is an important concept and applaud Don Berwick, 
MD, and the Institute for Healthcare Improvement; the Centers for Medicare 
& Medicaid Services; and these authors for developing and promoting it. The 
“Double Aim” of improving only patient experience and controlling medical 
costs is itself critical, and the authors primarily highlight much of the impor-
tant innovation now under way within the leading healthcare organizations 
they are responsible for. 

But addressing the Double Aim alone is not enough to significantly im-
prove population health. It is instead “population health management” of de-
fined subpopulations that have access and a relationship to care delivery, usu-
ally through an acute or chronic illness. Necessary, to be sure, but insufficient. 
There is so much more than the Double Aim that we need to do to address the 
United States’ poor showing in health relative to other advanced countries. The 
nation’s economic, military, social, and moral leadership depends on our mov-
ing out of our comfort zones to maximize the health and capacity of our people. 
In our view, healthcare delivery has an expanded responsibility and expanded 
role to play.
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We were asked to write about popula-
tion health, the importance of engaging 
stakeholders in its improvement, and 
reducing disparities, and this Third Aim 
takes us into more much complex terri-
tory. The commentaries by Christopher 
Dadlez, FACHE, and John R. Gardner, 
FACHE, add to the population health 
discussion from a healthcare perspective. 
Commentaries from leaders in public 
health, business, or community organiza-
tions—also important stakeholders—may 
have a different perspective on the subject 
and would likely add to our understanding 
of the challenges of the multisectoral com-
munity business model we propose. Diane 
P. Holder goes the furthest in exploring 
this direction. She calls on the accountable 
care organization (ACO) movement to be 
“not the end game” but a “strategic vehicle 
to facilitate broad change” and describes 
the community partnerships she has 
fostered in mental health and the wonder-
ful Pittsburgh Promise example. But it 
would be interesting to know how such 
efforts might be fostered in other sectors 
and elsewhere and what barriers need to 
be overcome. 

Holder does assert that an effective 
community integrator must be “trusted 
and empowered,” and we fully agree. 
However, Dadlez says that “hospitals and 
healthcare organizations will be at the 

center of population health dynamics . . . 
as expected by communities . . . to provide 
the central leadership and do the popula-
tion health heavy lifting.” We hope and 
expect that many assume this role, and 
many Triple Aim initiatives and ACOs 
as profiled here are beginning to step up 
to this challenge. In many communities, 
healthcare organizations will have a nar-
rower view, and the multisectoral leader-
ship that we call for may come from other 
sectors, such as public health, business, 
and community leaders such as United 
Way. This variety of leadership focus is 
being seen across the RWJF Culture of 
Health Prize–winning communities (www.
countyhealthrankings.org/roadmaps/
prize).

We understand that healthcare organi-
zations have few policy or financial incen-
tives to move out of even the expanded 
Double Aim clinical role that population 
health management entails; one exception 
is the Internal Revenue Service’s com-
munity benefit requirement for nonprofit 
hospitals. Perhaps the most urgent current 
task is to develop public- and private-sector 
incentives and resources to support the 
expansion of the Triple Aim’s multisectoral 
total population health efforts that the com-
munity business model we propose will 
require.


