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Executive Summary

Population health—a strategy to address national health needs.

Population health provides unique opportunities to apply overlapping and synergistic 
interventions to care for populations, which can be defined by need, condition, or geog-
raphy. Although this approach to care is rapidly evolving, there is a growing consensus 
that it will continue to be a key component in addressing the twin healthcare challenges 
of improving quality and cost.

An important feature of population health is the application of modern and culturally 
competent patient engagement and communication strategies that promote self-care. 
Such strategies include mutually agreed-upon goal setting and collaborative decision mak-
ing to enable patients to identify opportunities to manage potential health risks or delay 
the onset of chronic conditions and their complications. The literature suggests that clini-
cally and statistically significant increases in healthcare quality and corresponding decreases 
in unnecessary utilization are likely to result when populations have ready access to a 
medical home. A medical home issupported by a healthcare team that utilizes disease 
management approaches and health information technology (IT) that is integrated into 
the local community. This packaged care approach can be applied to both populations 
defined by the presence of a chronic illness (e.g., diabetes mellitus, coronary heart disease) 
and groups of people who would benefit from health-promotion and disease-prevention 
activities. Examples include employer- or insurer-based wellness, immunization, screen-
ing, and medication-compliance programs. Population health also has significant potential 
to reduce health disparities and serve as a building block in U.S. initiatives to address 
national health needs through many state-based programs and the National Priorities 
Partnership, as well as the Healthy People programs.

19

Chapter 

2

9781284047929_CH02_019_042.indd   19 2/25/15   10:28 AM



Learning Objectives

1.	 Define the concept and components of population health.
2.	 Identify determinants of health and their affect on health care.
3.	 Discuss the social and economic imperative of health promotion.
4.	 Define the concept of disease management and understand the business case.
5.	 Identify the need for and value of integrating healthcare services into the community, includ-

ing worksites and healthcare institutions.

Key Terms

chronic care management
disease management
health determinants
health disparities
health promotion, prevention, and screening

National Priorities Partnership
patient-centered medical home
patient self-management
population health

Introduction

Population health is an organizing framework that seeks to align the components of the 
healthcare delivery system, which has been widely criticized as fragmented, ineffective, 
poorly managed, wasteful, and economically inequitable.1 This chapter describes the 
population health paradigm and its promise of refocusing the system on achieving 
improved clinical and economic outcomes, reducing disparities of care, diminishing the 
prevalence of chronic illness, and realigning public and private healthcare financing. 
Ultimately, population health initiatives seek to improve health outcomes while “bending” 
or slowing the curve of the upward trajectory of healthcare spending.

What Is Population Health and Why Is It Necessary?

Population health can be defined as a “cohesive, integrated, and comprehensive approach 
to healthcare that considers the distribution of health outcomes within a population, the 
health determinants that influence distribution of care, and the policies and interventions 
that impact and are impacted by those determinants.”2 The Population Health Alliance, a 
trade organization representingmany for-profit population health service providers, describes 
the population health model as having seven components: population identification, com-
prehensive needs assessment, health promotion programs, self-management interventions, 
reporting, separate feedback loops that involve the healthcare consumer, and ongoing evalu-
ation of outcomes.3 In the context of a primary care practice, population health can be 
thought of as the use of clinical, demographic, and sociocultural information obtained from 
the patients served by the practice to improve care and clinical outcomes.4
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Successful population health relies on the coordination of a variety of care interven-
tions, which include health promotion, prevention, and screening; behavioral change; 
and consumer education with a special emphasis on self-management, disease manage-
ment, and chronic care management. Simultaneously, population health seeks to elimi-
nate healthcare disparities; increase safety; and promote effective, equitable, ethical, and 
accessible care.

Population health differs significantly from its predecessor, disease management.5 One 
key difference is a greater reliance on data warehouses and registries to facilitate the collec-
tion and analysis of data regarding health outcomes. These types of data storage serve as 
the basis for efforts to improve those outcomes over time.6 Once data are available, popu-
lation health programs use a variety of mathematical or predictive models to risk stratify 
the population and identify patients with the greatest future vulnerabilities (e.g., declining 
health status, increased healthcare utilization).7 Finally, by means of technology support 
tools, incentives, and tailored communications, population health seeks to engage at-risk 
patients and their healthcare providers in a collaborative approach to fostering high-value 
self-care behaviors.8

Supporters of population health believe that increasing the quality of care will eventu-
ally lead to decreasing costs. By promoting healthcare interventions where they are most 
needed, advocates are confident that enhanced quality will, in turn, support the achieve-
ment of improved economic and patient-centered outcomes9 (e.g., enhanced quality of 
life; quality-adjusted life years; patient satisfaction; caregiver satisfaction; provider assess-
ments; and reduced inpatient days, admissions, emergency department (ED) visits, and 
insurance claims expense).

From a clinical perspective, the population health paradigm requires that integrated 
care be focused on health promotion, illness prevention, and chronic condition manage-
ment that rely on collaboration with active, engaged patient–consumers. In fact, improve-
ments in patient self-management of chronic illness are the result of an increasingly 
sophisticated approach to behavior change and patient education that is based in shared 
decision making. Shared decision making is the term used to describe medical decisions 
involving interactions between patients and their providers that are informed by the best 
evidence and that reflect the individual patient’s well considered goals and concerns.10 By 
accommodating patients’ preferences and values, traditional physician autonomy gives 
way to mutual agreement on the goals of treatment.11,12 A growing body of evidence sug-
gests that, in addition to greater satisfaction, shared decision making increases the rate of 
choosing more conservative treatment options over invasive surgery or certain types of 
elective testing.13 This approach to care often relies on non-physician healthcare profes-
sionals who, when teamed with physicians in primary care settings, solicit input from 
patients and advance greater patient centeredness.14

Given the spectrum of cultural, linguistical, educational, and economic barriers to 
achieving equitable health care, behavior change management requires a tailored, multi-
faceted approach. Accordingly, population health seeks to integrate its personalized and 
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culturally appropriate clinical care interventions with community health resources. Grow-
ing adoption of population health across multiple healthcare settings requires a high 
degree of patient care–team integration and alliances with local public health efforts that, 
in turn, promote well-being of populations in the surrounding community.

The prevalence and incidence rates, as well as the predicted trends of chronic illness 
and their associated economics, highlight the need for better prevention and chronic care 
management. The Centers for Disease Control and Prevention’s (CDC’s) summary of the 
burden of chronic illness in the United States documents a grim picture:

•	 Chronic diseases and conditions—such as heart disease, stroke, cancer, diabetes, 
obesity, and arthritis—are among the most common, costly, and preventable of all 
health problems.

•	 As of 2012, about half of all adults—117 million people—have one or more chronic 
health conditions. One of four adults has two or more chronic health conditions.

•	 Seven of the top 10 causes of death in 2010 were chronic diseases. Two of these 
chronic diseases—heart disease and cancer—together accounted for nearly 48% of 
all deaths.

•	 Obesity is a serious health concern. During 2009–2010, more than one-third of 
adults, or about 78 million people, were obese (defined as body mass index [BMI] 
≥ 30 kg/m2). Nearly one of five youths age 2–19 years was obese (BMI ≥ 95th 
percentile).

•	 Arthritis is the most common cause of disability. Of the 53 million adults with a 
doctor diagnosis of arthritis, more than 22 million say arthritis causes them to have 
trouble with their usual activities.

•	 Diabetes is the leading cause of kidney failure, lower limb amputations other than 
those caused by injury, and new cases of blindness among adults.15

With 80% of healthcare spending dedicated to the treatment of chronic care and an 
aging population experiencing one or more chronic diseases, substantial changes in our 
approach to healthcare delivery and financing will be necessary to reduce the year-after-
rate increase in healthcare spending. A population health approach will realign the health 
focus, priorities, education, training, and incentives.

Attributes of the Population Health Paradigm

A healthcare delivery approach focused on individual care is limited by both the underuse 
and overuse of healthcare resources, and results in diminished clinical quality and increased 
expense. The population health paradigm integrates existing clinical delivery systems with 
public health–based models of care as the foundations for each of the components (see 
Box 2-1). The introduction of patient self-management distinguishes the population 
health approach from traditional approaches to healthcare education, training, servicing, 
and resourcing. Individual states and private healthcare entities are adopting population 

22  Chapter 2  The Spectrum of Care

9781284047929_CH02_019_042.indd   22 2/25/15   10:28 AM



health models that differ only in the details of care delivery. Endorsement of this overall 
framework requires national support for the legislative, policy, and economic changes that 
will be necessary for its widespread adoption.

Investments will be required to build infrastructure to support the population health 
paradigm, address the bases for health inequities, integrate healthcare services, educate 
providers and consumers, and realign the financing of health care in the United States. 
As population-based care expands and the evidence accrues, many experts believe that the 
population health model will be proven effective in addressing the triple challenge of 
increasing quality of care, reducing costs, and improving the patient care experience.

Components of the Population Health Paradigm

The primary components of the population health paradigm are integrated health promo-
tion and chronic disease management. Health promotion is the provision of clinical and 
public health services to collaboratively address the effect of health determinants on 
consumers for the purpose of improving and sustaining well-being. Disease management 
also relies on these integrated healthcare systems to apply evidence-based clinical guide-
lines for personalized, timely, high-quality, and cost-effective treatment that is based on 

BOX 2-1  Basic Attributes of a Population Health Paradigm

•	Population identification
•	Registry consisting of a searchable data warehouse
•	Risk stratification modeling using patient surveys and health data inputs (e.g., insurance 

claims, electronic health record [EHR] information)
•	Personalized, patient-centered care that includes self-management, shared decision 

making, health promotion, disease management, and case management
•	An identified primary care provider (medical home)
•	An interdisciplinary healthcare team to provide supportive services, including shared 

decision making
•	Clinician knowledge about and recognition of determinants of health and their effect 

on population health and individual health
•	 Integration with public health and community systems
•	Utilization of evidence-based guidelines to provide quality, cost-effective care
•	Provision of culturally and linguistically appropriate care and health education
•	Ongoing evaluation of outcomes with feedback loops
•	 Implementation of interoperable cross-sector health IT16,17

Data from the Population Health Alliance (formerly DMAA: The Care Continuum Alliance). DMAA definition 
of disease management, and Carney PA, Eiff MP, Saultz JW, et al. Aspects of the Patient-Centered Medical Home 
currently in place: initial findings from preparing the personal physician for practice. Fam Med. 
2009;41(9):632–9.
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level of risk. Health promotion and disease management can be offered both in healthcare 
and worksite settings, and both are ultimately intended to minimize the severity, length, 
and costs of care associated with chronic illness.18

Target populations can be identified on the basis of geography (e.g., the service area 
of a provider), insurance status (e.g., employer sponsorship), or the presence of a chronic 
condition (e.g., diabetes mellitus, hypertension). The identification process relies on a 
number of inputs, including health risk assessments (HRAs), assessments of willingness 
to change, insurance claims, EHR data, or public health statistics. Ideally, these data are 
stored in a registry, which is a searchable, secure data warehouse that facilitates the math-
ematical modeling used to assign a risk score to each individual in a population. Based 
on the level of risk and depending on individual preferences and goals, persons within 
the population are engaged in health promotion, disease management, or case manage-
ment programs with links to public health and community-based health resources. Ongo-
ing outcomes data collection may include quality of life assessments, satisfaction measures, 
specific clinical outcomes (e.g., blood pressure, diabetes testing and control, vaccination 
rates, referrals to community programs), and healthcare utilization as well as costs (e.g., 
hospitalization rates, ED visits, monthly insurance claims expense). These data can be 
used to compute summary statistics that assess the effect of the various health promotion 
and care management programs over time and inform program adjustments.19

These interlocking strategies leverage the determinants of health that affect an indi-
vidual’s well-being. Determinants include individual factors (e.g., gender, age, ethnicity, 
socioeconomic and educational status) and population-based factors20 (e.g., geographic 
locale, environment and occupation exposures, physical safety, degree of psychological 
and physical stress in communities, economic stability, accessible and affordable quality 
preventive and disease management services, areas for adequate physical activity).20 These 
determinants of health have an appreciable effect on inequities in prevention, screening, 
treatment, morbidity, and mortality.20 As a result, disadvantaged populations bear a greater 
burden of disease and experience higher rates of infant mortality, cardiovascular disease, 
diabetes, cancer, and HIV/AIDS.20

Health Promotion

The World Health Organization (WHO) defines health promotion as “the process of 
enabling people to increase control over their health and its determinants, and thereby 
improve their health.”21 Health promotion encompasses “activities . . . to maximize the 
development of resilience to . . . threats to health”21 and involves an integrated, collabora-
tive patient-centric approach to assessing, promoting, and managing health through 
prevention, screening, education, behavior change, and patient self-care.22 As part of the 
national strategy to improve the health of all people through promotion of and increased 
access to care, Congress lowered the financial barriers to specific care and services. As of 
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January 1, 2014, the Patient Protection and Affordable Care Act (ACA) requires that all 
new health plans, both inside and outside of the Health Insurance Marketplace, cover a 
comprehensive package of items and services, known as essential health benefits.23 Essen-
tial health benefits must include “ambulatory patient services; emergency services; hospi-
talization; maternity and newborn care; mental health and substance use disorder services, 
including behavioral health treatment; prescription drugs; rehabilitative and habilitative 
services and devices; laboratory services; preventive and wellness services and chronic 
disease management; and pediatric services, including oral and vision care.”24

The ACA also established the first Prevention and Public Health Fund, with manda-
tory appropriations for “programs to improve health and help restrain the rate of growth 
in private and public health care costs.”25 For fiscal years (FYs) 2010 through 2022, $18.7 
billion was mandated, with $2 billion annually thereafter. The initial allocation was $500 
million in FY2010, with incremental increases up to $2 billion annually beginning in FY 
2015.25 Since that time, in response to both fiscal and political concerns, funding of many 
of the public health provisions of the ACA has been significantly modified.26,27 How 
committed Congress and the administration remain to preserving the fund in the future 
remains an open question.

To set the national framework for prevention and health promotion, the ACA estab-
lished the National Prevention, Health Promotion and Public Health Council (NPC).28,29 
Chaired by Surgeon General Regina Benjamin, with representation from 20 federal 
departments, agencies, and offices, the NPC created the first National Prevention Strategy 
and NPC Action Plan. Based on a vision and a goal, four strategic directions (i.e., Healthy 
and Safe Community Environments, Clinical and Community Preventive Services, 
Empowered People, and Elimination of Health Disparities), and priorities supported by 
evidence-based recommendations, the National Prevention Plan is the foundation for 
national, state, and local prevention efforts.29,30

Other prevention provisions support increased education, outreach, and access to clini-
cal preventive services at the community level (e.g., school-based preventive services); addi-
tional health coverage for Medicaid31 and Medicare32 populations (e.g., annual wellness 
examination and designated preventive services); and encouraging value-based insurance 
design (VBID) to promote prevention and healthy lifestyles, to encourage adherence to 
recommended treatments, and to discourage use of low-value services.33 For the past decade, 
employers across the country have been adopting VBID benefit plans to support healthier 
employees and dependents, and to reduce the costs associated with chronic illness from both 
health insurance and productivity perspectives.34

Prevention and Wellness

Prevention consists of supportive strategies and interventions aimed at the deterrence, 
early detection, and minimization or cessation of disease and injury at a population level.35 
Preventive activities and care are critical to the health of the nation’s population and 
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economy. Although 70% of adult deaths are attributed to chronic diseases and an esti-
mated 75% of U.S. healthcare expenditures are associated with treating chronic illness, a 
mere 3% is budgeted for health promotion and prevention.36 Healthcare costs related to 
chronic illness include both direct medical expenditures and indirect costs (e.g., absentee-
ism, presenteeism, workers’ compensation, and other associated labor costs).

Prevention activities are generally categorized as primary, secondary, and tertiary. Pri-
mary prevention involves interventions directed at preemptively preventing disease onset.37 
(e.g., immunizations, seat belt use, avoiding tobacco use).38,39 Secondary prevention is the 
“early detection and swift treatment of disease . . . to cure disease, slow its progression, or 
reduce its impact on individuals or communities.”37 Screening is a form of secondary pre-
vention and includes interventions for detecting diseases and high-risk behaviors associated 
with chronic illness (e.g., obesity, smoking, excessive alcohol consumption, illicit drug 
use).37,40 Tertiary prevention is aimed at slowing the progression of confirmed disease37 (e.g., 
routine foot and eye examinations for diabetic patients).41,42 Numerous studies have dem-
onstrated the efficacy of preventive measures in reducing the risks of chronic disease and 
mortality.43 An excellent example of this approach is the U.S. childhood immunization 
initiative. While legislation, mandatory tracking, and incentives are not always necessary to 
ensure a cost-effective program, the collaboration and integration of health services, cultur-
ally and linguistically appropriate communication, education, care, tracking, reporting, and 
evaluation are all critical components of successful population health efforts.

General interventions in employer- and insurer-sponsored wellness programs include 
health risk assessments, health screenings, education and wellness coaching, and healthy 
behavior challenges.38

Although the health benefits are substantial, the short-term costs of preventive care 
are high,44 and gaps in participation are common as a result of the traditional focus on 
sick care, diminished access to and availability of preventive services, lack of insurance 
coverage, health illiteracy, and minimal integration between public and clinical health.44 
Telling examples of these shortcomings include smoking cessation programs and increas-
ing the appropriate use of aspirin among persons at high risk for blood clotting. Both 
initiatives are comparatively inexpensive and can reduce cardiovascular risks, yet concerns 
about the value and cost-efficacy of prevention programs have been raised.36

Over the past decades, different models of employee wellness and engagement have 
been incorporated into employer benefits packages. The benefits to employers are direct 
(i.e., expenses related to interventions such as medical treatment, medications, and hos-
pitalizations) and indirect (i.e., manifested as increased employee productivity by decreas-
ing presenteeism and absenteeism) cost savings.38

Screening

Screening is the “presumptive identification of unrecognized disease or health risks by the 
application of tests or other procedures that can be applied rapidly.”40 The efficacy of 
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screening is based on two measures of validity: sensitivity and specificity. The four potential 
outcomes associated with screening are true positive (a positive test result in the presence of 
actual disease), true negative (a negative test result in the absence of disease), false positive 
(test is positive in the absence of disease), and false negative (negative test result in the pres-
ence of disease).40 When assessing the appropriateness of screening, healthcare providers 
should consider the distribution of disease, the evidence supporting screening and validity of 
available tests, the benefits and risks associated with the screening, the availability and costs 
of treatment, and the determination of whether evidence-based and eligibility criteria exist.40

The benefits of screening include early detection of disease, with potential opportuni-
ties to institute preemptive treatment that results in better health outcomes and lower 
morbidity, mortality, and costs.40 Screenings such as HRAs and measures of blood pres-
sure, weight/BMI, vision, hearing, blood cholesterol/lipid profile, bone density, environ-
ment exposure (e.g., lead, asbestos, and toxic) measurement, and diagnostic examinations 
to rule out cancers have demonstrated benefits and lowered costs.40

Certain limitations and potential harms associated with screening (e.g., costs of 
unnecessary tests and unneeded care, risks linked to false-positive test results) warrant 
evidence-based assessment of the appropriateness of screening for individual patients.40 
Significant individual patient stress, harm, and death may result from test-associated 
complications or injuries, unnecessary interventions, and the failure to pursue further tests 
following a false-negative result.40

Under the ACA, insurance policies, both inside and outside of the Health Insurance 
Marketplace, must offer essential health benefits, including preventive health screenings 
for services that meet one of the following criteria:

1.	 Evidence-based items or services with an A or B rating in the current recommenda-
tions of the U.S. Preventive Services Task Force (USPSTF)

2.	 Immunizations recommended by the CDC’s Advisory Committee on Immunization 
Practices with respect to the individual involved

3.	 Evidence-informed preventive care and screenings for infants, children, and adoles-
cents as provided for in the comprehensive guidelines supported by the U.S. govern-
ment’s Health Resources and Services Administration (HRSA)

4.	 Additional preventive care and screenings for women not provided for in compre-
hensive guidelines supported by the HRSA45

States that opt to expand Medicaid must offer essential benefits to newly enrolled 
beneficiaries,42 and the ACA provides Medicare coverage for annual wellness visits, includ-
ing a personalized prevention plan.46

Behavior Change (Health Management)

An estimated 30% to 60% of patients are not compliant with their physician-directed 
treatment or medication regimens.47 Because of the serious clinical and cost concerns this 
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raises, behavior modification has become recognized as an integral part of the population 
health paradigm.47 Behavior change encompasses a broad range of physical, emotional, 
habitual, and cultural factors that influence health status.

Population-based care is an interdisciplinary approach in which primary care provid-
ers collaborate with allied health staff to educate, engage, and support patients in behavior 
change through a process of shared decision making. A key strategy for accomplishing 
this is the assessment of willingness to change. A process of motivational interviewing leads 
to a better understanding of readiness, barriers, and effective strategies that lead to engage-
ment.48 When paired with usual clinical care, such participatory behavior change interven-
tions have yielded positive patient outcomes in prevention and treatment of diabetes, 
hypertension, and lipid disorders; stress management; and tobacco cessation.49

Patient Self-Care

Population-based care acknowledges that consumers are essential partners in achieving 
good outcomes. Unlike traditional care models that view patients as passive recipients of 
treatment, a growing body of research has repeatedly demonstrated that health status is 
improved by means of behavior change and patient self-care. Through culturally and 
linguistically appropriate education, skills training, and integrated public and private 
healthcare delivery systems, healthcare consumers can readily learn to care for themselves 
and participate in goal setting and collaborative decision making.47 Once patients engage 
with their providers to set goals of self-care, health service utilization is lowered as a result 
of improved compliance with health-promoting behaviors. Actively engaged patients also 
have an enhanced ability to identify potential health risks early, thereby enabling them to 
address the risks independently or via timely communication with their primary 
providers.47

Patient-Centered Medical Home

The patient-centered medical home (PCMH) concept is a professionally endorsed, 
integrated, and collaborative healthcare delivery model centered on primary care as a 
means to manage chronic illness, improve patient outcomes, and lower healthcare costs.48 
The Patient-Centered Primary Care Collaborative (PCPCC) defines the medical home as 
a team-based approach to care that is patient centered (involving a provider and patient 
and family partnership that respects patient preferences), comprehensive (maintaining a 
team that is accountable for the patient’s care needs), accessible (offering ready in-person 
and remote communication access), committed to quality and safety (achieving continuous 
improvement), and coordinated (providing links across other elements of the broader care 
system, including community services).49 The attribute of comprehensiveness has been 
expanded, with the growing recognition of the medical neighborhood concept (i.e., the 
constellation of supporting clinicians as well as community, social service organizations, 
and health agencies that serve the patients within a PCMH).50 The PCMH model has 
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been broadly implemented by government and private providers and is being adopted 
increasingly by health systems in response to healthcare reform.36,51–53 A growing body of 
evidence indicates that the PCMH is associated with a reduction of medical errors, 
improved quality of care, and increased consumer satisfaction.52,53

The PCMH is rapidly emerging as a key component of the population health manage-
ment model. As the consumer’s primary point of contact, the primary care physician bears 
responsibility for team-based health coordination and disease management while ensuring 
that integrated clinical and community medical and psychosocial care are provided.48 
Services are based on evidence-based guidelines and enhanced through decision support, 
with an emphasis on patient self-care and behavior change.48 Interoperable IT systems are 
necessary to integrate care across practices, sites, and the medical neighborhood, enabling 
appropriate access to medical records, e-prescribing capabilities, and disease registries.48 IT 
systems make it possible to monitor, evaluate, report, and track improvement in the quality 
of care and patient outcomes, which is the basis for a majority of economic incentive 
programs (e.g., pay-for-performance).54,55

Chronic Care Management and Disease Management

Traditionally, disease management has been defined as a “system of targeted coordinated 
population-based healthcare interventions and communications for specific conditions in 
which patient self-care efforts are significant.”48,56 As population health has continued to 
evolve, healthcare delivery systems are placing greater emphasis on chronic care manage-
ment (CCM) (i.e., the set of activities designed to assist patients and their support systems 
in managing medical conditions and related psychosocial problems more effectively, with 
the aims of improving patients’ functional health status, enhancing the coordination of 
care, eliminating the duplication of services, and reducing the need for expensive medical 
services.57 CCM builds on the integrated primary care health paradigm, which focuses 
on improving the quality of care and management of illness through “self-management, 
clinical information systems, evidence-based clinical decision support, redesigned inte-
grated healthcare delivery clinical and community systems, and policies.”58,59 Both CCM 
and disease management seek to reverse the skyrocketing incidence and prevalence of 
serious, costly, chronic illness through improving patient outcomes with high-quality, 
cost-effective care that is optimally delivered by a PCMH.48,60,61

In response to the escalating prevalence of chronic illness and its associated economic 
burdens, many independent companies, self-insured employers, and health plans have 
implemented care management programs, often in partnership with vendors that provide 
these programs for a fee. Such programs utilize evidence-based, patient-focused strategies 
across populations to change patient behavior through collaborative healthcare, education, 
coaching, and financial incentives and to increase self-care and compliance.25,48,62 More-
over, improvement initiatives must be accompanied by clearly defined outcome measures 
and evaluation processes to enable program modification.25,48 Implementation of 
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user-friendly, interoperable IT is integral to this health paradigm25,48 Employers and health 
plans have demonstrated that these strategies increase productivity and decrease direct 
and indirect costs associated with chronic illness.52 Many CCM strategies have been 
developed to combat obesity, coronary heart disease and heart failure, diabetes, chronic 
obstructive pulmonary disease, asthma, and cancer.8,56,60

Evaluation of care management programs yields mixed results. Some studies report 
improvements in congestive and coronary heart disease, diabetes, and depression.56 Such 
programs are reported to increase productivity while decreasing absenteeism, presentee-
ism, and hospitalizations.55 However, in many instances, the costs associated with imple-
menting these programs are considerable and may not be offset by reductions in healthcare 
costs. As a result, the cost effectiveness of CCM programs remains an open question.56,60,61 
Proponents of CCM programs posit that increasing participation and measuring out-
comes will improve cost effectiveness. To address the need for demonstrating and validat-
ing the cost effectiveness of CCM programs, public and private health and quality 
organizations (e.g., Agency for Healthcare Research and Quality, National Committee for 
Quality Assurance, The Joint Commission, the Population Health Alliance) are promoting 
clinical and financial outcome measurements to determine whether there is a financial 
return on investment.39 Suggested outcome measures include healthcare utilization, clini-
cal outcomes, and health care, including new comorbidity and pharmaceutical costs and 
productivity measures.63

Case Management

Some individuals face unique or multiple care needs that cannot be adequately addressed 
through any single care management program. For this reason, case management is often 
used in population health. Case management is the collaborative process of assessment, 
planning, facilitation, and advocacy for options and services to meet an individual’s health 
needs through communication and available resources to promote quality, cost-effective 
outcomes.64

Because case management focuses on the individual, it can provide high-intensity and 
personalized care planning. It is typically led by specially trained nurses and social work-
ers. Once the individual’s care needs are met, the corresponding reduction in risk can lead 
to a hand-off to a CCM program, ongoing physician follow-up, or a community-based 
resource.

Health Information Technology

As described previously, health IT is a critical resource to support population health. In 
addition to data warehouse registries, risk stratification, and ongoing assessment of out-
comes, health IT has important implications for the EHR and commercial and 
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government insurance functions. Making risk assessments, program enrollment data, or 
case management care planning available electronically at the clinical point of care can 
greatly enhance care coordination. Theoretically, health insurers could use the same infor-
mation that is available at the clinical point of care for actuarial modeling and traditional 
utilization management, and to advance the quality of care in their provider networks.

Eliminating Health Disparities

Health disparities can be defined as “differences in the incidence, prevalence, mortality, 
and burden of diseases, as well as other adverse health conditions or outcomes that exist 
among specific population groups,” and have been well documented in subpopulations 
based on socioeconomic status, education, age, race and ethnicity, geography, disability, 
sexual orientation, or special needs.65,66 These subpopulations experience disproportionate 
burdens of illness as a result of the barriers imposed by discrimination, as well as those 
from differences in culture, language, beliefs, and values, which lead to considerable social 
and economic burdens associated with poor quality of care and lack of access to afford-
able, quality primary care.66–68

Particularly for minority populations, disparities in health care are manifested in 
access to quality care, burdens of illness reflected in morbidity and mortality rates, life 
expectancy, and quality of life.66–68 Racial and ethnic populations in the United States and 
residents of rural communities, children, the elderly, individuals with physical or psycho-
logical disabilities, and other disenfranchised populations tend to live in lower socioeco-
nomic communities with higher rates of violence and environmental exposures, work in 
jobs with greater occupational hazards, have less access to affordable nutritious foods, and 
have higher rates of being uninsured.66–68 These populations have less access to preventive 
and diagnostic care and treatment, resulting in higher rates of morbidities, emergency 
department utilization, hospitalizations, and mortalities.67–69 The Institute of Medicine’s 
report, Unequal Treatment: Confronting Racial/Ethnic Disparities in Health Care, cited 
more than 175 studies documenting diagnostic and treatment disparities of various condi-
tions among racial/ethnic populations, even when confounding factors (e.g., insurance 
and socioeconomic status, comorbidities, age, healthcare venue, stage of diseases) were 
controlled for in analyses.67,68

Since the mid 1990s, many strategies, initiatives, and programs have been imple-
mented to reduce healthcare disparities at the federal, state, and local levels with public 
and private funding.70 However, according to the CDC “Health Disparities and Inequali-
ties Report—United States, 2013,” disparities persist in the prevalence and outcomes of 
chronic disease, suicide, and infant mortality among racial and ethnic populations.71 
African American adults have the highest prevalence of hypertension and obesity and are 
at least 50% more likely to die prematurely from stroke or heart disease than 
Caucasians.71
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Barriers to health care have been conceptualized as organizational, structural, and 
clinical, including lack of diversity in the healthcare workforce, lack of cultural and lin-
guistic competency, lack of health literacy, and inadequate access to and coordination of 
care.72 In practical terms, health disparities include a spectrum of factors that affect access, 
diagnostics, treatment, follow-up, and continuity of care. These barriers result in the day-
to-day inability to obtain prescription medications, prevent illness, and avoid hospitaliza-
tions or ED use, all of which lead to poorer clinical outcomes and higher costs.72

The population health approach integrates clinical and public healthcare approaches 
to explicitly address these cultural determinants of health through the targeted provision 
of appropriate services that seek to reduce the myriad barriers to care.

Cultural Competency

Cultural competency involves “acknowledg[ing] and incorporat[ing] [and] . . . under-
standing the importance of social and cross-cultural influences of different populations’ 
values, health beliefs and behaviors, disease prevalence and incidence and treatment 
outcome; considering how these factors interact with and impact multiple levels of health-
care delivery systems; and implementing interventions to assure quality care to diverse 
patient populations.”73 This requires the assessment of cross-cultural relations and barriers, 
expansion of cultural knowledge, and awareness of integration of health beliefs and behav-
iors.72 Organizational, structural, and clinical barriers include the following:72

•	 Inadequate diversity in institutional leadership, healthcare providers, and workforce; 
limited clinic hours; and extended waiting for appointments and care.81 Studies have 
demonstrated correlations between consumer satisfaction and racial concordance with 
providers.72

•	 Healthcare providers’ lack of knowledge of and/or sensitivity to differences in ethnic, 
religious, or health beliefs; values; and culturally endorsed treatments.72

•	 Language differences without availability of interpreters (i.e., monolingual or unilin-
gual education and patient information resources that are available only in English) 
create important structural barriers that significantly impede provider and consumer 
understanding of assessments, diagnosis, and care recommendations; the necessity of 
specialty referrals; and mutually agreed-upon compliance with treatments.72

Access to and the provision of culturally and linguistically appropriate/competent care 
are necessary to reduce disparities in healthcare access, delivery, costs, and outcomes. 
Recognition of the need for and value of culturally and linguistically appropriate services 
across the healthcare continuum is reflected in governmental, quasi-regulatory, profes-
sional, and educational policies. Although the federal mandate to make accommodations 
for individuals with low English proficiency has been codified since the Civil Rights Act 
of 1964,74 more recent legislation, regulations, and guidelines75–78 reinforce the imperative 
of effective provider–patient communications. Additionally, organizations such as The 
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Joint Commission,79 the National Committee for Quality Assurance,80 and the National 
Quality Forum (NQF)81 have developed and implemented cultural and linguistic com-
petency accreditation standards and quality measures, guidelines, and tools. At the state 
level, six states have required or are in the process of requiring cultural competency train-
ing for physician state licensure. Thirty-five states have enacted legislation requiring provi-
sions for language access.73

In 2001, the U.S. Department of Health and Human Services Office of Minority 
Health published National Standards for Culturally and Linguistically Appropriate Services 
in Health and Health Care82 (the National CLAS Standards) to assist healthcare organiza-
tions in developing a framework to respond to diverse patient populations, to support 
the elimination of ethnic and racial disparities, and to improve the health of all 
consumers.58,61

In recognition of current and projected demographic changes; persistent racial, ethnic, 
and cultural health disparities; the expansion of knowledge about cultural and linguistic 
competency; and national initiatives to improve access, quality, and costs of care, the Office 
of Minority Health issued revised standards following a 2-year comprehensive, multifaceted 
stakeholder assessment and consultation initiative.82 The enhanced National CLAS Stan-
dards, published in September 2013, broaden the definition of culture to “include religion 
and spirituality; lesbian, gay, bisexual, and transgender community individuals; deaf and 
hearing impaired individuals; and blind and vision impaired individuals; include health 
literacy issues, patient safety and satisfaction principles; establish congruency with other 
standards in the field and reflect concurrent changes in the healthcare environment and 
continuum of delivery of care and services.”82 Because each of the now 15 standards are 
considered to have equal importance, healthcare organizations are pursuing adoption of all 
of the provisions to more effectively achieve improved health outcomes.82

Challenges and Opportunities in Implementing a Population 
Health Approach

Population health is no longer a theoretical construct; it is the new healthcare paradigm 
that must be implemented to improve the health and health outcomes of our population; 
to reduce risk, harm, waste, and costs; to eliminate health disparities; and to sustain future 
generations. The challenges and opportunities of implementing a population health 
approach amidst the restructuring of our national healthcare delivery and payment system 
are tremendous. The scope, volume, and complexity of the ACA affect our entire health-
care structure and infrastructure, workforce, financing, delivery, and accountability. A 
number of the challenges and opportunities have been identified in this chapter, but many 
more exist and are yet to be defined.

Many of the most pressing challenges related to implementing a population health 
paradigm fall into three broad areas: clinical, business, and policy.
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Clinical: Capacity Challenges

One key determinant of the success of healthcare reform is the capacity of the healthcare 
workforce to provide care to the increased number of consumers. The Congressional Budget 
Office estimates that by 2023, tens of millions of additional individuals will be seeking 
health care.83 Capacity encompasses the volume, competencies, distribution, and composi-
tion of health care disciplines. But increasing capacity alone is not enough; realignment of 
the healthcare workforce is essential. Our traditional system of health workforce education 
and training is siloed and uncoordinated. Disparate state licensing and practice acts, insur-
ance coverage, and institutional policies have contributed to discordant, fragmented, and 
perilous delivery of care.84 Transitioning to new models and venues of care in which systems 
and providers are held accountable for the quality, costs, and patient experience of care 
necessitates the restructuring and realigning of the healthcare workforce. The roles and 
responsibilities of healthcare professionals must be reassessed and redefined to accommodate 
transitions of care across a person’s lifespan. An interdisciplinary population health model 
of care must be integrated into the education, training, and development of healthcare 
professionals.84 There are many untapped opportunities to eliminate professional silos to 
address the need for competent, quality, evidence-based, patient-centered care; to promote 
health and wellness; to manage and reduce chronic illness; to engage patients, families, and 
communities; and to collaboratively address complex health issues and treatment.

In 2013, the Institute of Medicine’s Global Forum on Innovation in Health Profes-
sional Education convened a workshop to create a transdisciplinary code of ethics for 
health professionals—a social contract that would reflect an integrated approach among 
diverse disciplines working with shared values and purpose to address the populations’ 
health needs, standards, and expectations.85

Business: Navigating the Quality Measurement Labyrinth

Since the release of the Institute of Medicine’s seminal report, Crossing the Quality Chasm, in 
2001, the scope and imperative of identifying, measuring, and reporting quality metrics have 
expanded and become a prominent component of our health delivery and reimbursement 
system.86

The NQF, the Centers for Medicare & Medicaid Services, and other federal and state 
authorities as well as professional, business, and consumer groups have implemented 
diverse mandatory and voluntary measurements at the health system, provider, and 
insurer-provider levels.87 Recently, the ACA codified the importance of quality measure-
ment through the mandate for the creation and implementation of a National Quality 
Strategy.88 The ensuing plethora of measures has caused confusion, redundancies, incon-
sistencies, and logistical challenges.87 Panzer and colleagues recommend the following 
changes to improve the structure and value of quality measurement:

•	 Setting higher quality standards and measurement
•	 Harmonizing measures and reporting
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•	 Continuing support and reliance on NQF endorsements
•	 Replacing claims-based measures with measures reflecting true clinical relevance
•	 Developing and expanding data-rich registries in key domains
•	 Paying less attention to proprietary report cards
•	 Transiting carefully to “eMeasures”
•	 Allocating adequate resources to support data capture and reporting87

Conclusion

Population health is a dynamic approach to health care that consists of a variety of inter-
related approaches; it ultimately seeks to simultaneously improve healthcare quality and 
optimize healthcare spending. At its core, population health advances patient self-care so 
that recipients are better able to work with the healthcare system to improve their health 
status, intervene early in any exacerbations of chronic illness, reduce the incidence of 
complications, and rely on efficient and effective healthcare options.

The ACA advances population health by increasing access to healthcare services 
through expanded insurance coverage and by establishing national strategies (e.g., preven-
tion, health promotion, public health, quality) to guide improved healthcare quality and 
delivery, thereby reducing disparities and improving consumer outcomes through govern-
ment-funded initiatives and new reimbursement models. The opportunity exists to imple-
ment a health promotion and prevention infrastructure that incorporates increased 
consumer engagement, use of interoperable health IT (e.g., EHRs), interdisciplinary 
healthcare teamwork, coordinated transitions of care across the life spectrum, and primary 
care reform with the patient-centered medical home and innovative payment reform 
models (e.g., accountable care organizations).

While other health reform efforts are underway, population health promises to be a 
key component of the United States’—and possibly the rest of the world’s—efforts to 
reduce chronic illness. Given the twin challenges of increasing quality and reducing cost, 
population health remains the best strategy for meeting our national healthcare goals.

Study and Discussion Questions

	 1.	 What is the definition of population health and what are its key attributes?
	 2.	 What are the determinants of a population’s health status and what are the roles of 

health promotion and disease management?
	 3.	 What are the roles of behavior change and self-care in achieving population health 

outcomes?
	 4.	 How can population health address healthcare disparities?
	 5.	 How can population health assist in achieving goals of the national and state initia-

tives that address population health needs?

Study and Discussion Questions  35

9781284047929_CH02_019_042.indd   35 3/3/15   2:16 PM



Suggested Readings and Websites

Readings

Adler NE, Rehkopf DH. U.S. disparities in health: descriptions, causes, and mechanisms. 
Annu Rev Public Health. 2008;29:235-52.

Barr VJ, Robinson S, Marin-Link B, et al. The expanded Chronic Care Model: an inte-
gration of concepts and strategies from population health promotion and the Chronic 
Care Model. Hosp Q. 2003;7(1):73-82.

Betancourt JR, Green AR, Carillo JE, et al. Defining cultural competence: a practical 
framework for addressing racial/ethnic disparities in health and health care. Public 
Health Rep. 2003;118:293-302.

Bodenheimer T. Helping patients improve their health-related behaviors: what system 
changes do we need? Dis Manag. 2005;8(5):319-30.

Bodenheimer T, Chen E, Bennett HD. Confronting the growing burden of chronic 
disease: can the U.S. health care workforce do the job? Health Aff. 2009;28(1):64-74.

Braveman P, Gruskin S. Defining equity in health. J Epidemiol Community Health. 
2003;57(4):254-58.

Carney PA, Eiff MP, Saultz JW, et al. Aspects of the Patient-Centered Medical Home 
currently in place: initial findings from preparing the personal physician for practice. 
Fam Med. 2009;41(9):632-39.

Frazee SG, Sherman B, Fabius R, et al. Leveraging the trusted clinician: increasing reten-
tion in disease management through integrated program delivery. Popul Health Manag. 
2008;11(5):247-54.

Goetzel RZ, Ozminkowski RJ, Villagra VG, et al. Return on investment in disease man-
agement: a review. Health Care Financing Rev. 2005;26(4):1-19.

Grandes G, Sanchez A, Cortada JM, et al. Is integration of healthy lifestyle promotion 
into primary care feasible? Discussion and consensus sessions between clinicians and 
researchers. BMC Health Serv Res. 2008;8:213.

Musich SA, Schultz AB, Burton WN, Edington DW. Overview of disease management 
approaches: implications for corporate-sponsored programs. Dis Manage Health Out-
comes. 2004;12(5):299-326.

Rosenthal TC. The medical home: growing evidence to support a new approach to pri-
mary care. J Am Board Fam Med. 2008;21(5):427-40.

Sisko A, Truffer C, Smith S, et al. Health spending projections through 2018: recession 
effects add uncertainty to the outlook. Health Aff. 2009;28(2):w346-57.

Websites

Centers for Disease Control and Prevention: http://www.cdc.gov/
Health Policy and Reform of the New England Journal of Medicine: http://healthcarereform 

.nejm.org/?query=rthome

36  Chapter 2  The Spectrum of Care

9781284047929_CH02_019_042.indd   36 2/25/15   10:28 AM



Healthy People 2020: http://www.healthypeople.gov/
Kaiser Family Foundation: http://www.kff.org/
National Business Coalition on Health: http://www.nbch.org/
National Coalition on Health Care: http://nchc.org/
National Prevention Strategy: http://www.surgeongeneral.gov/initiatives/prevention/

strategy/
National Priorities Partnership: http://www.qualityforum.org/Setting_Priorities/NPP/

National_Priorities_Partnership.aspx
National Quality Forum: http://www.qualityforum.org/
Patient-Centered Primary Care Collaborative: http://www.pcpcc.net
Population Health Alliance (formerly DMAA: The Care Continuum Alliance): http://

www.populationhealthalliance.org
U.S. Preventive Services Task Force: http://www.uspreventiveservicestaskforce.org/
World Health Organization: http://www.who.int/en/

References

1.	 National Coalition on Health Care. High health 
spending and rapid growth in that spending are the 
result of a variety of causes and http://www.nchc.org/
wp-content/uploads/2012/09/NCHC_Report_
Card_on_113th_Congress.pdf. Accessed January 16, 
2014.

2.	 Kindig D, Stoddart G. What is population health? 
Am J Public Health. 2003;93(3):380-3.

3.	 Population Health Alliance.  About PHA. http://
www.populationhealthalliance.org/pha.html. 
Accessed January 13, 2015.

4.	 Cusack CM, Knudson AD, Kronstadt JL, et al. 
Practice-based population health: information 
technology to support transformation to proac-
tive primary care. http://pcmh.ahrq.gov/sites/
default/files/attachments/Information Technology 
to Support Transformation to Proactive Primary 
Care.pdf. Accessed September 29, 2014.

5.	 Mattke S, Seid M, Ma S. Evidence for the effect 
of disease management: is $1 billion a year a good 
investment? Am J Man Care. 2007;13:670-6.

6.	 Larsson S, Lawyer P, Garellick G, et al. Use of 13 
disease registries in 5 countries demonstrates the 
potential to use outcome data to improve health 
care’s value. Health Aff. 2012;31:220-7.

7.	 Wennberg DE, Marr A, Lang L, et al. A random-
ized trial of a telephone care-management strat-
egy. New Engl J Med 2010;363:1245-55.

8.	 Population health guide for primary care models. Care 
Continuum Alliance. http://selfmanagementalliance.
org/wp-content/uploads/2013/11/A-Population-
Health-Guide-for-Primary-Care-Models-
CareContinAlliance.pdf. Accessed September 29, 2014.

9.	 Stiefel M, Nolan K. A guide to measuring the triple 
aim: population health, experience of care, and per 
capita cost. Institute for Healthcare Improvement. 
IHI Innovation Series white paper. Cambridge, 
MA: Institute for Healthcare Improvement; 2012.

10.	 Fowler FJ, Levin CA, Sepucha KR. Information and 
involving patients to improve the quality of medical 
decisions. Health Aff. 2011;30(4):699-706.

11.	 Kon AA. The shared decision-making continuum. 
JAMA. 2010;304(8):903-4.

12.	 Barry MJ, Edgman-Levitan S. Shared decision 
making: the pinnacle of patient-centered care. N 
Engl J Med 2012;366:780-1.

13.	 Stacey D, Bennett CL, Barry MJ, et al. Decision 
aids for people facing health treatment or screen-
ing decisions. Cochrane Database Syst Rev. 
doi:10.1002/14651858.CD001431.pub3

References  37

9781284047929_CH02_019_042.indd   37 2/25/15   10:28 AM



14.	 Rittenhouse DR, Shortell SM. The patient-
centered medical home. Will it stand the test of 
health reform? JAMA. 2009;301(19):2038-40.

15.	 National diabetes fact sheet, 2011. Centers for 
Disease Control and Prevention. http://www.cdc 
.gov/diabetes/pubs/pdf/ndfs_2011.pdf. Accessed 
September 29, 2014.

16.	 PHA definition of population health management. 
The Population Health Alliance. http://www 
.populationhealthalliance.org/research/phm-
glossary/d.html. Accessed October 29, 2014.

17.	 Carney PA, Eiff MP, Saultz JW, et al. Aspects of 
the Patient-Centered Medical Home currently in 
place: initial findings from preparing the personal 
physician for practice. Fam Med. 
2009;41(9):632-9.

18.	 Starfield B. Basic concepts in population health 
and health care. J Epidemiol Community Health. 
2001;55(7):452-4.

19.	 A population health guide for primary care  
models. Care Continuum Alliance. http://www 
.populationhealthalliance.org/publications/program-
measurement-evaluation-guide-core-metrics-for-
employee-health-management-executive-summary 
.html. Accessed November10, 2014.

20.	 Gehlert S, Sohmer D, Sacks T, et al. Targeting 
health disparities: a model linking upstream 
determinants to downstream interventions. 
Health Aff. 2008;27(2):339-49.

21.	 World Health Organization. The Bangkok charter 
for health promotion in a globalized world (11 
August 2005). http://www.who.int/healthpromotion/ 
conferences/6gchp/bangkok_charter/en/. Accessed 
September 29, 2014.

22.	 Shenson D. Putting prevention in its place: the 
shift from clinic to community. Health Aff. 
2006;25(4):1012-5.

23.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§1001(5)), 2010.

24.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§1302), 2010.

25.	 U.S. Government Printing Office. Patient Protection 
and Affordable Care Act (P.L. 111-148§4002), 2010.

26.	 Prevention and public health fund resources. 
American Public Health Association. https://

www.apha.org/topics-and-issues/aca-basics/
prevention-and-public-health-fund-resources. 
Accessed September 29, 2014.

27.	 U.S. Government Printing Office. Consolidated 
Appropriations Act, 2014 (H.R. 3527). Passed Janu-
ary 17, 2014 (Pub. L. 113-76). http://www.gpo.gov/
fdsys/pkg/PLAW-113publ76/html/PLAW-
113publ76.htm. Accessed September 29, 2014.

28.	 U.S. Government Printing Office. Patient Protection 
and Affordable Care Act(P.L. 111-148§4001), 2010.

29.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§4002), 2010.

30.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§4003), 2010.

31.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§4108), 2010.

32.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act. (P.L. 111-148 
§4103), 2010.

33.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act. (P.L. 111-148 
§4103), 2010.

34.	 Wagner RB. The search for value: Value-based 
insurance design in both public and private sec-
tors. Compensation and Benefits Review. http://
www.sph.umich.edu/vbidarchive/registry/pdfs/
CompensationBenefitsReviewApril2011.pdf. 
Accessed September 29, 2014.

35.	 Starfield B. Basic concepts in population health 
and health care. J Epidemiol Community Health. 
2001;55(7):452-4.

36.	 Chatterjee A, Kubendran S, King J, et al. Checkup 
time: chronic disease and wellness in America. http://
assets1c.milkeninstitute.org/assets/Publication/
ResearchReport/PDF/Checkup-Time-Chronic-
Disease-and-Wellness-in-America.pdf. Accessed Sep-
tember 29, 2014.

37.	 Oleckno WA. Selected disease concepts in epide-
miology. In: Oleckno WA. Essential Epidemiology: 
Principles and Applications. Long Grove, IL: 
Waveland Press; 2002:30-1.

38.	 Goetzel RZ, Ozminkowski RJ. The health and 
cost benefits of work site health-promotion pro-
grams. Ann Rev Public Health. 2008;29:303-23.

38  Chapter 2  The Spectrum of Care

9781284047929_CH02_019_042.indd   38 2/25/15   10:28 AM



39.	 Chapman LS, Pelletier KR. Population health 
management as a strategy for creation of optimal 
healing environments in worksite and corporate 
settings. J Altern Complement Med. 2004;10(Suppl 
1):S-127-40.

40.	 Durojaiye OC. Health screening: is it always 
worth doing? Internet J Epidemiol. 2009;7(1). 
http://ispub.com/IJE/7/1/3995. Accessed Septem
ber 29, 2014.

41.	 National diabetes fact sheet, 2011. Centers for 
Disease Control and Prevention. http://www.cdc 
.gov/diabetes/pubs/pdf/ndfs_2011.pdf. Accessed 
September 29, 2014.

42.	 USPSTF A and B recommendations. U.S.  
Preventive Services Task Force. http://www 
.uspreventiveservicestaskforce.org/uspstf/
uspsabrecs.htm. AccessedSeptember 29, 2014.

43.	 Kahn R, Robertson RM, Smith R, et al. The 
impact of prevention on reducing the burden of 
cardiovascular disease. Diabetes Care. 2008;31(8): 
1686-96.

44.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§1302), 2010.

45.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§2713), 2010.

46.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act (P.L. 111-148 
§4103), 2010.

47.	 Bodenheimer T. Helping patients improve their 
health-related behaviors: what system changes do 
we need? Dis Manage. 2005;8(5):319-30.

48.	 Söderlund LL, Madson MB, Rubak S, et al. A 
systematic review of motivational interviewing 
training for general health care practitioners. 
Patient EducCouns. 2011;84(1):16-26.

49.	 Defining the medical home: a patient-centered 
philosophy that drives primary care excellence. 
Patient-Centered Primary Care Collaborative. 
http://www.pcpcc.org/about/medical-home. 
Accessed September 29, 2014.

50.	 Taylor EF, Lake T, Nysenbaum J, et al. Coordi-
nating care in the medical neighborhood: critical 
components and available mechanisms. Agency 
for Healthcare Research and Quality. http://
pcmh.ahrq.gov/sites/default/files/attachments/

Coordinating Care in the Medical Neighborhood 
.pdf. Accessed September 29, 2014.

51.	 Rittenhouse DR, Shortell SM, Fisher ES. Primary 
care and accountable care—two essential elements 
of delivery-system reform. N Engl J Med. 
2009;361:2301-3.

52.	 Rosenthal TC. The medical home: growing evi-
dence to support a new approach to primary care. 
J Am Board Fam Med. 2008;21(5):427-40.

53.	 National health expenditure data. Centers for Medi-
care and Medicaid Services. http://www.cms.gov/
Research-Statistics-Data-and-Systems/Statistics-
Trends-and-Reports/NationalHealthExpendData/
Downloads/tables.pdf. Accessed September 29, 
2014.

54.	 For the public’s health: investing in a healthier 
future. Institute of Medicine. http://www.iom 
.edu/Reports/2012/For-the-Publics-Health-
Investing-in-a-Healthier-Future.aspx. Accessed 
September 29, 2014.

55.	 Musich SA, Schultz AB, Burton WN, et al. Over-
view of disease management approaches: implica-
tions for corporate-sponsored programs. Dis 
Manage Health Outcomes. 2004;12(5):299-326.

56.	 Mattke S, Seid M, Ma S. Evidence for the effect 
of disease management: is $1 billion a year a good 
investment? Am J Managed Care. 2007;12(12):670-6. 
http://www.allhealth.org/briefingmaterials/Soeren_ 
Mattke_AJMC-1230.pdf. Accessed September 29, 
2014.

57.	 Bodenheimer T, Berry-Millett RL. Follow the 
money—controlling expenditures by improving 
care for patients needing costly services. New Engl 
J Med. 2009;361:1521-3.

58.	 Bodenheimer T, Wagner EH, Grumbach K. 
Improving primary care for patients with chronic 
illness. JAMA. 2002;288(14):1775-9.

59.	 Wagner EH, Austin BT, Davis C, et al. Improving 
chronic illness care: translating evidence into 
action. Health Aff. 2001;20(6):64-78.

60.	 Lewis A. How to measure the outcomes of chronic 
disease management. Popul Health Manag. 
2009;12(1):47-54.

61.	 An analysis of the literature on disease management 
programs. Congressional Budget Office. http://www 
.cbo.gov/sites/default/files/10-13-diseasemngmnt 
.pdf. Accessed September 29, 2014.

References  39

9781284047929_CH02_019_042.indd   39 2/25/15   10:28 AM



62.	 Barr VJ, Robinson S, Marin-Link B, et al. The 
expanded Chronic Care Model: an integration of 
concepts and strategies from population health 
promotion and the Chronic Care Model. Hosp Q. 
2003;7(1):73-82.

63.	 Goetzel R, Ozminkowski RJ, Villagra VG, et al. 
Return on investment in disease management: a 
review. Health Care Financing Rev. 2005;26(4): 
1-19.

64.	 What is a case manager? Case Management 
Society of America. http://www.cmsa.org/Home/
CMSA/WhatisaCaseManager/tabid/224/Default 
.aspx. Accessed September 29, 2014.

65.	 Carter-Pokras O, Baquet C: What is a “health dis-
parity”? Public Health Reports 2002;117(5):426-34. 
http://www.ncbi.nlm.nih.gov/pmc/articles/
PMC1497467/pdf/12500958.pdf. Accessed Novem
ber 10, 2014.

66.	 Betancourt JR, Corbett J, Bondaryk, MR. 
Addressing disparities and achieving equity: cul-
tural competence, ethics and health-care transfor-
mation. Chest. 2014;145(1):143-8.

67.	 Adler NE, Rehkopf DH. U.S. disparities in 
health: descriptions, causes, and mechanisms. 
Annu Rev Public Health. 2008;29:235-52.

68.	 Gillespie CD, Hurvitz KA. Prevalence of hyperten-
sion and controlled hypertension—United States, 
2007-2010. MMWR. 2013;62(3):144-48. http://
www.cdc.gov/mmwr/preview/mmwrhtml/
su6203a24.htm. Accessed September 29, 2014.

69.	 Bodenheimer T, Chen E, Bennett HD. Confront-
ing the growing burden of chronic disease: can the 
U.S. health care workforce do the job? Health Aff. 
2009;28(1):64-74.

70.	 Chin MW, Clarke AR, Nocon RS et al: A road-
map and best practices for organizations to reduce 
racial and ethnic disparities in health care. JGIM. 
2012;27(8):992-1000.

71.	 Centers for Disease Control and Prevention. 
CDC Health Disparities and Inequalities 
Report—United States, 2013. MMWR Supple-
ment. 2013;62(Suppl 3):1-187. http://www.cdc 
.gov/mmwr/preview/ind2013_su.html. Accessed 
September 29, 2014.

72.	 Betancourt JR, Corbett J, Bondaryk, MR. 
Addressing disparities and achieving equity: cul-

tural competence, ethics and health-care transfor-
mation. Chest. 2014;145(1):143-8.

73.	 State licensing requirements for cultural competency. 
Quality Interactions. http://www.qualityinteractions 
.org/cultural_competence/cc_statelicreqs.html. 
Accessed September 29, 2014.

74.	 U.S. Government Printing Office. Civil Rights 
Act of 1964 (P.L. 88-352), 1964.

75.	 U.S. Government Printing Office. Emergency 
Medical Treatment & Labor Act (42 USC §1395-
100), 1986.

76.	 U.S. Government Printing Office. Plain Writing 
Act of 2010 (P.L. 111-274), 2010.

77.	 U.S. Government Printing Office. Patient Protec-
tion and Affordable Care Act. (P.L. 111-148), 
2010.

78.	 National action plan to improve health literacy. U.S. 
Department of Health & Human Services. http://
www.health.gov/communication/hlactionplan/. 
Accessed September 29, 2014.

79.	 Advancing effective communication, cultural com-
petence, and patient- and family-centered care: a 
roadmap for hospitals. The Joint Commission. 
http://www.jointcommission.org/assets/1/6/
ARoadmapforHospitalsfinalversion727.pdf. 
Accessed September 29, 2014.

80.	 Multicultural health care: a quality improvement 
guide. National Committee for Quality Assur-
ance. http://www.ncqa.org/portals/0/hedisqm/
CLAS/CLAS_toolkit.pdf. Accessed September 
29, 2014.

81.	 Cultural competency measurement and implemen-
tation strategies: summary report. The National 
Quality Forum. http://www.qualityforum.org/
Projects/c-d/Cultural_Competency_2010/
Cultural_Competency_2010.aspx. Accessed Sep-
tember 29, 2014.

82.	 National standards for culturally and linguistically 
appropriate services in health care: final report. 
U.S. Department of Health and Human Services. 
Office of Minority Health. http://minorityhealth 
.hhs.gov/assets/pdf/checked/finalreport.pdf. 
Accessed September 29, 2014.

83.	 Banthin J, Masi S. CBOs’ estimate of the net bud-
getary impact of the affordable care act’s health 
insurance coverage provisions has not changed much 

40  Chapter 2  The Spectrum of Care

9781284047929_CH02_019_042.indd   40 2/25/15   10:28 AM



over time. http://www.cbo.gov/publication/44176. 
Accessed September 29, 2014.

84.	 Ricketts TC, Fraher EP. Reconfiguring health 
workforce policy so that education, training, and 
actual delivery of care are closely connected. 
Health Aff. 2013;32(11):1874-80.

85.	 Wynia MK, Kishore SP. A unified code of ethics 
for health professionals: insights from an IOM 
workshop. JAMA. 2014;311(8):799-800.

86.	 Institute of Medicine. Crossing the Quality Chasm: 
A New Health System for the 21st Century. Wash-
ington, DC: National Academies Press; 2001.

87.	 Panzer RJ, Gitomer RS, Greene WH, et al. 
Increasing demands for quality measurement. 
JAMA. 2013;310(18):1971-80.

88.	 U.S. Government Printing Office. Patient Protection 
and Affordable Care Act. (P.L. 111-148 §3011), 
2010.

References  41

9781284047929_CH02_019_042.indd   41 2/25/15   10:28 AM



9781284047929_CH02_019_042.indd   42 2/25/15   10:28 AM


