Ohio 2016 STATE HEALTH ASSESSMENT

- j
Urgent need to improve health and

wellbeing in Ohio

Ohio is a large and diverse state that faces many
health challenges despite a wealth of healthcare
resources. Several national scorecards and rankings
place Ohio in the bottom quartile of states for
health (see Figure ES.1). Even more troubling, Ohio’s
performance on population health outcomes has
steadily declined relative to other states over the
past few decades, falling from a rank of 27 in 1990
in America’s Health Rankings to 3% in 2015. Ohio also
has significant health disparities by race, income
and geography, and spends more on health care
than most other states.!

The Ohio 2016 state health assessment (SHA)
provides data needed to inform health
improvement priorities and strategies in the state.

Purpose

The SHA is a comprehensive and actionable picture

of health and wellbeing in Ohio. The purpose of the

SHA is to:

¢ Inform identification of priorities in the state health
improvement plan (SHIP)

* Provide a template for state agencies and local
partners, with a uniform set of categories and
metrics to use in related assessments

The SHA was conducted from March to July 2016

and the SHIP will be completed by the end of 2016.

The purpose of the SHIP is to:

* Provide state agency leaders, local health
departments, hospitals and other state and
local partners with a strategic menu of priorities,
objectives and evidence-based strategies

e Signal opportunities for partnership with sectors
beyond health

Conceptual framework

The SHA is guided by the conceptual framework
shown in Figure ES.2 with the explicit goal of
improving health value - the combination of
improved population health and sustainable
healthcare spending.? The framework incorporates
the life-course perspective, which prompted
consideration of all age groups throughout the SHA
process.

Figure ES.1. Ohio’s rank on national

scorecards
Rank for

Overall health
rank outcomes*

America’s Health
Rankings, 2015 39 41
edition

Commonwealth
State Scorecard,
2015 edition

Gallup-Healthways
Wellbeing Index,
2014

HPIO 2014 Health
Value Dashboard

Ohio ranks Ohio ranks Ohio ranks Ohio ranks
- in the top D inthe - in the third - inthe

quartile of second quartile of bottom

states**. quartile of states**, quartile of

states**. states**.

*Rank for specific domains: America’s Health Rankings:
Health Outcomes; Commonwealth: Healthy Lives; Gallup:
Physical; HPIO Health Value Dashboard: Population Health
** Commonwealth and HPIO rankings include District of
Columbia, other rankings do not.

Framework domains were used to guide selection
of metrics included in the SHA data profile section
of this report and to examine the many factors that
impact health outcomes and spending, as well as
disparities:

e Healthcare system effectiveness

e Access to health care

¢ Public health and prevention effectiveness
 Social and economic environment

¢ Physical environment

The vision statement guiding the SHA and the SHIP
process (see box) acknowledges the strong two-
way relationship between health and economic
vitality, while the mission statement emphasizes the
importance of achieving health equity.

Vision and mission

Vision [ Mission
Ohio is Improve the health of Ohioans by implementing a
a model strategic set of evidence-based population health

of health activities at the scale needed to measurably
and improve population health outcomes and
economic | achieve health equity.

vitality.
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http://www.americashealthrankings.org/OH
http://www.americashealthrankings.org/OH
http://www.americashealthrankings.org/OH
http://www.commonwealthfund.org/~/media/files/publications/fund-report/2015/dec/2015_scorecard_v5.pdf
http://www.commonwealthfund.org/~/media/files/publications/fund-report/2015/dec/2015_scorecard_v5.pdf
http://www.commonwealthfund.org/~/media/files/publications/fund-report/2015/dec/2015_scorecard_v5.pdf
http://info.healthways.com/hubfs/Well-Being_Index/2015_Data/Gallup-Healthways_State_of_American_Well-Being_2015_State_Rankings.pdf?t=1465581223196
http://info.healthways.com/hubfs/Well-Being_Index/2015_Data/Gallup-Healthways_State_of_American_Well-Being_2015_State_Rankings.pdf?t=1465581223196
http://info.healthways.com/hubfs/Well-Being_Index/2015_Data/Gallup-Healthways_State_of_American_Well-Being_2015_State_Rankings.pdf?t=1465581223196
http://www.healthpolicyohio.org/2014-health-value-dashboard/
http://www.healthpolicyohio.org/2014-health-value-dashboard/
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Figure ES.2. State health assessment and state health improvement plan conceptual
framework: Pathway to health value
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World Health Organization definition of health: Health is a state of complete physical, mental and social well-being
and not merely the absence of disease or infirmity.

Process

This assessment includes over 140 metrics, organized into data profiles, as well as information
gathered through five regional forums, a review of local health department and hospital assessments
and plans and key informant interviews (see Figure ES.3).

Figure ES.3. State health assessment (SHA) sources of information

Data profiles

* Existing data from several different sources,
including surveys, birth and death records,
administrative data and claims data

Review of local health department

and hospital assessments/plans
¢ 211 local health department and hospital
community health assessment/plan
documents
* Covered 94 percent of Ohio counties
* Summary of local-level health
priorities

* Data on all age groups (life-course perspective)

* Disparities for selected metrics by race, ethnicity,
income or education level, sex, age, geography
or disability status

* U.S. comparisons, notable changes over
time and Ohio performance on
Healthy People 2020 targets

Comprehensive
and actionable
picture of health

SHA regional forums Al Key informant interviews

* Five locations around the state . Inferviews with 37 representatives of 29

. gﬁ:}g—gﬁjgn Dg:;igiipg::; and 32 community-based organizations

¢ |dentified pr?/oFrjiﬁes, s?rengfhs, challenges ;XgéiﬁSscconngg?;gﬁﬁce?Uses SHRECH
and trends * Special focus on groups with poor health

outcomes and those who may otherwise
be underrepresented in the state health
assessment/state health improvement plan
process
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Key finding #1. Many opportunities

exist fo improve health outcomes
Mental health and addiction. While Ohio faces
many behavioral health challenges, including
poor access to care and high prevalence

of depression, the rise in opiate-related drug
overdose deaths stands out as an immediate
threat to the wellbeing of Ohioans. Opiate-
related diagnoses (heroin and prescription
opioids) accounted for 37 percent of
addiction treatment admissions in 2014,

up from about seven percentin 2001. The
unintentional injury death rate, which includes
drug overdoses, increased 30 percent from
2009 to 2014 and emerged as Ohio’s second
highest cause of premature death (see Figure
ES.4). Given that unintentional injuries (largely
from drug overdoses) and cancer were the
two leading causes of premature deathin
Ohio, addictions to opiates and nicotine (due
to Ohio’s high tobacco use rates) may be
two of the greatest challenges to health and
well-being in the state. A sharp increase in the
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number of babies discharged with neonatal
abstinence syndrome also suggests that the
consequences of the opiate epidemic are
far-reaching and will have long-term effects in
Ohio.

Chronic disease. Chronic diseases, including
obesity, cardiovascular disease, diabetes and
cancer, as well as related risk factors such as
tobacco use and poor nutrition, stand out as
concerns for Ohio. Obesity and hypertension,
for example, are highly-prevalent conditions
reported by nearly one-third of Ohio’s adult
population. The prevalence of adult diabetes
rose from 10.4 percent in 2013 to 11.7 percent
in 2014. All three of these conditions were
more common among middle-aged Ohioans
(ages 45-64) than younger Ohioans (ages 18-
44), indicating that chronic disease will be a
significant challenge for Ohio’s growing aging
population in the coming years.

Figure ES.4. Premature death, by cause, Ohio. Years of potential life lost (YPLL)
before 75, per 1,000 population (2009 and 2014)
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Maternal and infant health. Racial and ethnic
disparities in infant mortality stand out as a
major challenge for Ohio. In 2014, the black
infant mortality rate was more than twice as
high as the white rate. This black and white
gap is not nearly as large in the U.S. overall,
indicating that more can be done to reduce
this sobering disparity.

Health behaviors. Tobacco use, poor nutrition
and physical inactivity all confribute to, or are
closely related to, mental illiness, addiction,
chronic disease and infant mortality.
Compared fo the U.S., Ohio has higher rates
of adult smoking, youth all-tobacco use,
mothers smoking during pregnancy and
children being exposed to secondhand smoke
at home. Ohio’s 2014 adult smoking rate (21
percent) was nine percentage points above
the Healthy People 2020 target (12 percent).
In addition, Ohio mothers were nearly twice
as likely to have smoked during pregnancy in
2014 than in the U.S. overall.

Forty-two percent of Ohioans reported that
they did not consume fruits on a daily basis
and 26 percent did not eat vegetables on

a daily basis in 2013. Access to affordable
healthy foods is a challenge for many Ohioans,
with 16.8 percent of Ohioans identified as food
insecure. This percent is higher than the U.S.
comparison and nearly three times the Healthy
People 2020 goal of six percent of households.

Physical activity helps fo prevent or manage
many chronic conditions and supports healthy
aging and mental wellness. While more
progress is needed on physical activity, this
assessment finds that Ohio has some strengths
in this area. Regional forum participants
identified active living environments as
something that made them proud of their
community and all regions identified a positive
active living environment as one of the most
important characteristics of a healthy county
or region.

Key finding #2. Many opportunities

exist to decrease health disparities
Addressing health disparities is a necessary
step towards improving the health of all
Ohioans and achieving health equity. There
were striking disparities across many metrics
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in the SHA, with disparities varying widely by

race, ethnicity, income and education-level,

disability status and other characteristics:

e African-American/black Ohioans were much
more likely than any other racial and ethnic
group fo experience poor health outcomes.

¢ Diabetes, obesity, hypertension and
tfobacco use were all more common among
lower-income Ohioans (those with household
incomes less than $25,000) than among
Ohioans with household incomes at $50,000
or more.

 Disparities exist and vary across age
and gender. For example, diabetes and
hypertension prevalence increased with
age, greatly impacting those ages 65 and
older.

e People with disabilities experienced
substantial disparities across metrics related
to health outcomes and accessing health
care.

e Appalachian counties in southern and
eastern Ohio tend to have poorer health
outcomes, such as higher rates of premature
death, although there are counties with
significant health challenges in all areas of
the state.

There are significant gaps in efforts to collect
data for various population groups. For
example, limited data is available for certain
racial and ethnic groups as well as by disability
status. To establish the foundation on which

tfo improve the health of all Ohioans, there
must be a concerted effort to improve data
collection by race, ethnicity, income-level,
disability status and across other population
groups and characteristics.

Key finding #3. Access to health care

has improved, but challenges remain
Ohio performs well on access to care

relative fo the U.S. and has seen notable
improvements on a number of access mefrics,
including a sharp decline in the uninsured rate
in recent years and a decrease in the percent
of adults reporting being unable to see a
doctor in the past year due to cost.

However, access to care emerged as a top
priority for local health departments, hospitals
and regional forum parficipants, possibly
reflecting continued concerns about:
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¢ Provider distribution and capacity,
particularly for behavioral health and dental
care

e Inadequate insurance coverage and lack
of affordability that persist despite coverage
expansions

e Disparities in accessing health care, including
a lack of cultural competence among
healthcare providers

Key finding #4. Social determinants
of health present cross-cutting

challenges and strengths

The social determinants of health refer fo an
individual's surrounding environment, or the
places people live, learn, work and play and
the wider set of forces and systems shaping
the conditions of daily life.

The social determinants of health can have a
significant impact on health risks and health
outcomes at all stages of the life course, but
are particularly important for children. Many
high-priority health problems that surface in
adulthood are shaped by conditions and
experiences during childhood. Key drivers of
health status and disparities by geography,
race and ethnicity for Ohio include:

* Employment, poverty, income and
education

Social support

Violence, frauma and foxic stress, including
the high prevalence of infimate partner
violence (rape, physical abuse, stalking)
and adverse childhood experiences (such
as having a parent who has died or been
incarcerated)

Physical environment, including
fransportation, housing, residential
segregation, lead poisoning and air and
water quality

Key finding #5. Opportunities exist to
address health challenges at every

stage of life

Many of the health problems highlighted in
this assessment—such as type 2 diabetes,
heart disease and addiction—are typically
diagnosed during adulthood. Often these
health problems are rooted in behaviors and
condifions developed early in life, as well as
other childhood experiences as described
above.

Also, Ohio will have a much larger proportion
of older adults in the coming decades. Efforts
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fo improve the wellbeing of Ohioans must also
take info consideration the aging of the “baby
boom” generation. Addressing Ohio’s health
challenges must therefore include strategies
at every stage of life, as well as strategies
designed fto improve short-ferm and long-term
oufcomes.

Key finding #6. Improved data
collection efforts are needed to assess
health issues at the local level and for

specific groups of Ohioans

Both the nation and Ohio need a more
coordinated approach to population health
data collection and reporting that makes
county-level and disaggregated data (by
race, efthnicity, disability status and other
characteristics) available on a wider range
of key metrics. Despite the existence of
many different populatfion health surveys,
inadequate sample sizes for these surveys
often mean that the data are not available at
the local level (see Appendix B).

Greater pooling of data collection resources
could increase the efficiency and quality of
data available for state and local assessments
and evaluation. In addition, increased data
sharing between health care and public
health could greatly improve the timeliness
and usefulness of existing health information.

Figure ES.5. County-level data
availability of state health
assessment metrics (N=144)

60% 40%
. Nof
Available af .
available at

county level

(87)* county level

(57)

*County-level data is limited for 17 metrics (e.g.,
may not be available for all counties or data for
smaller counties may be reported in multi-county
regions).
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Key finding #7. Widespread agreement
on health issues identified at local,
regional and state levels can be an

impetus for greater collaboration

A great deal of consistency was noted in

terms of prioritized health issues identified

in local health department and hospital
assessments and plans, as well as during the
regional forums. Figure ES.é lists the top 10
health issues from the local health department
and hospital assessments and plans, as well

as from the regional state health assessment
forums. Mental health, alcohol and drug abuse,
obesity, cardiovascular disease and diabetes
all emerged as local or regional priorities.

There was also a great deal of consistency in
issues identified across different regions of the
state, and among urban, suburban and rural
counties, indicating nearly-universal agreement
that these are among Ohio’s greatest health
challenges.

The key informant interviews with
representatives of community-based
organizations largely confirmed these
priorities. Immigrants, refugees and people
with disabilities, however, experience some
unique challenges, such as language barriers
and mobility issues, which are also important
priorities for their communities.

Analysis of more than 140 metrics in the SHA
also confirmed that these top 10 health issues
are predominant challenges for the state.

The inferconnectedness of Ohio’s greatest
health challenges, along with the overall
consistency of health priorities identified in

this assessment, indicates many opportunities
for collaboration between a wide variety of
partners at and between the state and local
level, including physical and behavioral health
organizations and sectors beyond health.

Key finding #8. Sustainable healthcare

spending remains a concern in Ohio
Ohio's comparatively high healthcare
spending is a concern for consumers,
employers and policymakers, especially since
this spending has not translated into improved
population health outcomes. Ohio healthcare
spending was higher than the U.S. for nine of 15
mefrics, including metfrics related to consumer
out-of-pocket spending on health care and
Medicare. In addition, Ohioans have seen a
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Figure ES.6. Health issues identified by local
health departments and hospitals and at

regional SHA forums

Top 10 headlth issues

Identified in
local health
department
and hospital
assessments/
plans

Mental health and addiction
Mental health

Identified in
SHA regional

forums

Drug and alcohol abuse

Chronic disease
Obesity

Cardiovascular disease

Diabetes

Cancer

Chronic disease (unspecified)

Maternal and infant health

Maternal and infant health

Health behaviors
Tobacco

Nutrition

Access to care

Access to health care/
medical care

Access to behavioral health
care

Access to dental care

Social determinants of health

Employment, poverty and
income

Equity/disparities

Note: This summary includes the top 10 health issue categories, out of

36 possible categories. See Appendix C for complete analysis.

steady increase in premiums for employer-based health

coverage.

Current public and private efforts focused on

addressing this concern through payment reform

provide the opportunity fo invest resources strategically

so that outcomes are improved. Evidence-based

strategies can also be implemented or accelerated in

Ohio to address both high healthcare spending and

Ohio’'s performance on health outcomes.
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Conclusion

Due to several recent changes in the policy
landscape (including the expansion of health
coverage, public and private sector value-based
payment reform and legislative attention to
mental health, addiction and infant mortality),

as well as strong public and private sector
leadership and a desire to collaborate at the
state and local level, Ohio is now poised to
leverage ifs resources in a more strategic way to
achieve measurable improvements in population
health outcomes, health equity and healthcare
spending. This state health assessment provides
the data needed to inform the next steps in
Ohio’s journey to improved health and wellbeing
through the state health improvement plan.

About this report

The Governor's Office of Health Transformation
and the Ohio Department of Health governed
the preparation of the state health assessment,
in partnership with other health-related state
agencies.

The SHA and SHIP Advisory Committee includes
state agencies and a wide array of external
partners representing sectors such as public
health, healthcare providers (including hospitals,
primary care, and mental health and addiction

Executive summary

services), insurers, consumers, community service
agencies, employers and populations at-risk for
experiencing poor health outcomes. The Advisory
Committee met three times to provide input

and feedback on the SHA. Additional partners
from sectors beyond health will be invited to
participate in the SHIP process. A draft version of
the SHA was made available for public comment
at the end of June 2016.

The Ohio Department of Health contracted

with the Health Policy Institute of Ohio (HPIO)

to facilitate the state health assessment

beginning in March 2016. HPIO provided overall

SHA project management and prepared this

document. HPIO subcontracted with three other

organizations to assist with the project:

* Hospital Council of Northwest Ohio (HCNO):
Facilitated regional forums and compiled
existing data for data profiles

e OnPointe Strategic Insights: Conducted key
informant interviews

* The Kirwan Institute for Race and Ethnicity
Studies at The Ohio State University: Assisted
with idenfification of populations for key
informant interviews and compilation and
display of demographic and disparities data

The full Ohio 2016 state health assessment is available at

http://bit.ly/2a2XFB7

Executive summary notes

Ohlo 2016

STATE
Assssgg%,

1. Health Policy Institute of Ohio. “2014 Health Value Dashboard.” December 16, 2014.
2. The SHA and SHIP conceptual framework combines elements of the existing County Health Rankings and Roadmaps model of health
factors and outcomes with the Triple Aim, a model commonly used in the healthcare sector that includes per capita cost.
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for Health and Health Care

A National Academy of Medicine Initiative
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Introduction

We have a long way to go to strengthen the public
health system to provide adequate protection for com-
munities. Dollar for dollar our health care expenditures
fail to provide us with good health at the most basic
level as measured by life expectancy and infant mortal-
ity. The United States spends 18% of its gross domestic
product—more than $8,000 per person per year—on
the provision of medical care and hospital services.
That is 2.5 times the average of industrialized nations
in the Organisation for Economic Co-operation and De-
velopment (OECD), but by any measure our population
is less healthy; US life expectancy at birth is well below
the OECD average, and our infant mortality is higher
than that of all 26 other industrialized nations. In fact,
Americans are at a disadvantage at every stage of the

This publication is part of the National Academy of Medicine’s Vital
Directions for Health and Health Care Initiative, which called
on more than 100 leading researchers, scientists, and policy makers
from across the United States to assess and provide expert guidance
on 19 priority areas for U.S. health policy. The views presented in this
publication and others in the series are those of the authors and do
not represent formal consensus positions of the NAM, the National
Academies of Sciences, Engineering, and Medicine, or the authors’
organizations. Learn more: nam.edu/VitalDirections.

life cycle relative to counterparts in peer countries [1].

Recent events like lead contamination in drinking
water in Flint, Michigan and other cities across our
country; the epidemic of obesity and related chronic
diseases in the US; outbreaks of new microorganisms
in drinking water like naegleria and legionella; spread
of Aedes mosquitos that carry tropical diseases like
Zika, Dengue and Chikungunya; the serious impacts of
catastrophic storms like Hurricanes Katrina and Sandy;
and the epidemics of opiate addiction and HIV that
are reappearing across the US are ringing alarm bells
about our weak public health system.

The World Health Organization has defined health as
“the state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmi-
ty” [2]. Health of nations and other population groups
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can be compared via use of health outcome metrics that
reflect both positive and negative states of health. Such
metrics include: “1) life expectancy from birth, or age-ad-
justed mortality rate; 2) condition-specific changes in life
expectancy, or condition-specific or age-specific mortal-
ity rates; and 3) self-reported level of health, functional
status, and experiential status” [3].

The United States should be capable of meeting or ex-
ceeding levels of good health enjoyed by people in other
countries. Most factors that influence health are embed-
ded in daily life circumstances apart from interactions
with the health care system. These factors have to do
with social, environmental, and behavioral influences on
health that affect everyone in the population. We need
to address environmental factors that range from expo-
sure to pathogens, harmful substances, and pollutants
to the widely available and aggressively promoted sug-
ary drinks; foods high in salt, fat, and sugar; tobacco; and
alcohol products. Behavioral factors can be addressed,
as in successful efforts to reduce smoking, but even in
the case of smoking, efforts need to be intensified and
directed more precisely to populations at greatest risk
of tobacco-related chronic diseases. Addressing social,
behavioral and environmental factors that discourage
healthy eating patterns or promote unhealthy expo-
sures like smoking—public health—ensures conditions
in which people can be healthy.

The state of US population health in the face of our
elaborate and expensive health care system is direct
and undeniable evidence that there are major opportu-
nities to improve population health that lie outside this
system or require fundamental changes in how the sys-
tem operates. There is strong evidence that investments
in prevention at the population level, via public health
expenditures, are very effective in promoting health and
wellness and reducing costs of medical care [4]. People
who have social and economic advantages have a great-
er chance of achieving and maintaining good health in
spite of adverse environmental exposures compared to
people who are disadvantaged by such factors as chron-
ic poverty, lack of education, racial or ethnic discrimina-
tion, and geographic isolation. In part, the poor US per-
formance on key health measures reflects the apparent
greater effect of such disadvantages in the United States
than in peer countries. Peer countries may mitigate so-
cial disadvantages better through institutionalized uni-
versal and targeted social and economic programs [5].
Health economists are beginning to demonstrate that
investments in social services (along with public health)
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also generates positive health impacts as assessed by a
number of measures including obesity, asthma, mental
health status, lung cancer, heart attacks and type 2 dia-
betes [6].

As defined by Kindig and Stoddart, population health
refers to “the health outcomes of a group of individuals,
including the distribution of such outcomes within the
group”[7]. Historically in the US [8], health care evolved
in two, mostly separate, systems—one that provides
clinical care, is largely private and provides individual
prevention and treatment to patients and a second,
public health system, that is mostly governmental and
provides population-based health promotion and dis-
ease prevention strategies to people who reside in en-
tire geopolitical jurisdictions. Jacobson and Teutsch have
proposed that it might be clearer to use the term “total
population health” when referencing actions to improve
health in entire geographic regions, to distinguish this
concept from the growing use of the term “population
health” to reference actions to improve health among
groups of people served by various health providers,
health insurance systems, and/or specific governmental
programs [8]. In this paper, the term population health
should be viewed as synonymous with the concept of
total population health. In this context, population health
is concerned not only with delivering preventive ser-
vices to individuals, or groups, but also with address-
ing broader social and environmental determinants of
health in entire regions. (Some might refer to this same
concept as community health.)

Traditionally, the “public health” side of the US two-
part health system has had the responsibility for popula-
tions in organizational and financial arrangements that
are largely separated from the treatment side. Recog-
nition of the need to bring these subsystems together
has increased over time. The shift in thinking toward a
more comprehensive approach to achieving population
health and wellness was prominent in the advice of the
Secretary for Health's Task Force on Health Promotion
and Disease Prevention Objectives for 2020 (HP2020)
and in the character of the subsequent federal health
objectives for this decade [9]. As noted below, the Pa-
tient Protection and Affordable Care Act (ACA) included
a number of provisions that support total population
health approaches within the health care system, in-
cluding both traditional public health efforts as well as
efforts to better integrate total population health and
health care.
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Opportunities for Progress and Policy
Implications: A Call for Change

The many excellent efforts to revitalize, expand, and
innovate in advancing the health of populations and
communities that are under way indicate that the
United States is at a critical inflection point for tak-
ing more deliberate and effective actions to improve
public health and prevention capacity. Such efforts are
both expanding access to health care and are extend-
ing outside the health sector and, if supported and ex-
panded, create major opportunities for improving the
health of populations and communities. These efforts
include the establishment of the Prevention and Public
Health Fund under the ACA, community needs assess-
ments under the ACA, the establishment of minimum
standards for state and local public health programs,
support of community-based programs and coalitions,
a new Office of Disease Prevention in the National In-
stitutes of Health; and health and wellness programs
in corporations. These recent developments have set
the stage for making major improvements in popula-
tion health in the US.

In addition, many far-reaching recommendations
relevant to improving population health outcomes
have emerged from the National Academies of Scienc-
es, Engineering, and Medicine in recent years. While
supporting those longer-term recommendations, this
paper identifies potentially transformative initiatives
that can be implemented quickly with relatively little in-
cremental expense. These initiatives are predicated on
a vision of a healthy community as a “strong, healthful
and productive society, which cultivates human capital
and equal opportunity. This vision rests on the recogni-
tion that outcomes such as improved life expectancy,
quality of life, and health for all are shaped by inter-
dependent social, economic, environmental, genetic,
behavioral, and health care factors, and will require
robust national and community based policies and de-
pendable resources to achieve it” [10].

These recent developments set the stage for a num-
ber of specific opportunities to set the nation’s preven-
tion and public health efforts on a new path (Figure 1).

Goal 1: Support Strong National Public Health
Objectives with Leadership and Investments

The achievement of health goals for communities—
total populations—is quite challenging in that many of
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Advancing the Health of Communities and Populations

the factors that influence health are not, and never will
be, controlled or directed by the health sector. Public
health leaders exert influence in many ways, for ex-
ample, with information and recommendations (e.g.,
successive Surgeon General's reports), through influ-
encing (e.g., First Lady Obama’s campaign to promote
healthy eating and physical activity), and through work
in local communities.

The US Department of Health and Human Services’
(DHHS) Healthy People 2020 initiative, with input from
thousands of members of the public and organized
public health and health groups, culminated in more
than 1,200 objectives, from which DHHS leadership
identified a set of 26 Leading Health Indicators that
are tracked at various government levels [11]. That
approach can support implementation of a recom-
mendation of a recent consensus study of the National
Academies that “The Secretary of the Department of
Health and Human Services should adopt an interim
explicit life expectancy target, establish data systems
for a permanent health-adjusted life expectancy tar-
get, and establish a specific per capita health expen-
diture target to be achieved by 2030. Reaching these
targets should engage all health system stakeholders
in actions intended to achieve parity with averages
among comparable nations on healthy life expectancy
and per capita health expenditures” [1].

Building on this, a White House led effort could bring
to bear political leadership—across the entire federal
government—to invoke more integrated action across
sectors and investments in communities to achieve
health via application of a Health in All Policies (HIAP) ap-
proach. Developed in Finland, HiAP has been adopted
by the European Union and has been has been cred-
ited with resulting in an increased focus on population
health in a number of areas, including: social services,
diet, nutrition and physical activity, alcohol policies,
environmental and health consequences of transport,
and mental health impact assessment of public poli-
cies [12].

Opportunity: Strengthen Federal Public Health
Leadership

Within the US the National Prevention Council (NPC)
is an example of a HiAP-oriented initiative at the fed-
eral level. This Council, which is chaired by the Sur-
geon General, brings together representatives from
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Figure 1 | Opportunities for progress and policy implications.

20 federal departments, agencies and offices, includ-
ing sectors such as housing, transportation, education,
environment, and defense. The National Prevention
Strategy [10], developed by the NPC with broad input
from diverse stakeholders, needs to be raised to a
much higher level of priority in the administration. This
includes creating a stronger focus in the White House
with adequate funding and decision authority to co-
ordinate multisectoral population health and preven-
tion efforts throughout the government and by vesting
stronger authority at the highest levels in the DHHS
to align all DHHS activities with population health and
prevention goals. Such leadership in the White House
could be achieved via strengthening the role of the Do-
mestic Policy Council (DPC) in population health pro-
motion, or via establishment of a new office. The role
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of the Secretary of DHHS and other leaders could be
elevated. Of note, both the DPC and the Secretary of
DHHS, have congressional authority to undertake such
an initiative already. Such efforts can build upon the
NPC's National Prevention Strategy. Finally, the admin-
istration needs to be a clear champion of the concept
that investing in prevention has high priority and has
a greater proven return than does other health care
investment [4].

The HiAP approach has been supported by a tool
called the Health Impact Assessment (HIA), which can be
applied when a more formal assessment is required
[13]. Many have suggested formal adoption of an HIA
approach in the US, and there is an emerging body
of evidence for its applicability [14]. By Executive Or-
der the White House could require explicit consider-
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ation of health impacts (or benefits) for major federal
expenditures.

Specific White House coordination could help sup-
port activities to promote health in communities. Such
an effort could build on the last administration’s “Sus-
tainable Communities” initiative (which included hous-
ing, environment and transportation but not health.)
It could benefit from a number of initiatives that have
been carried out by the private sector to address hous-
ing and economic opportunity, environmental health,
and access to health services in communities to im-
prove health [15].

Less obvious but perhaps of equal importance is tax
policy. For example, there are corporate tax credits for
affordable housing ($7.8 billion for 2016), wind power
($2.9 billion in 2016), and orphan-drug research ($900
million). There are exclusions and deductions for “re-
search and experimentation” ($5.8 billion), domestic
production ($13.2 billion), and charitable contributions
to health organizations ($1.9 billion) [16]. There are
numerous opportunities in existing tax policies for the
White House to enhance the health benefits for com-
munities and promote a full-scale population health
improvement strategy.

The White House could also consider the develop-
ment of an Opportunity Development Bank, a pub-
lic-private partnership that is dedicated to infrastruc-
ture development and invests tax revenues at high
rates of economic and social return. The investments
could include early childhood interventions, preschool
enhancements, juvenile justice diversion programs,
high-school counseling programs, adult job training
programs, adult criminal rehabilitation, substance use
prevention programs, housing support, and library ex-
pansions. Returns on such investment potentially can
be extremely high [17]. Some programs have a rate of
return as high as 100%,; the social returns can be even
higher, perhaps $15 or $20 for every dollar invested.

Opportunity: Structure Funding to Achieve Defined
Public Health Goals

According to the National Academies, a minimum set
of public health services are needed in every com-
munity [18]. In 2012, it recommended that Congress
“authorize a dedicated, stable, and long-term financing
structure to generate the enhanced federal revenue
required to deliver the minimum package of public
health services in every community.” It also stated that
“such a financing structure should be established by
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enacting a national tax on all medical care transactions
to close the gap between currently available and need-
ed federal funds”[18].

Congress and the administration can work together
to define the public health services that could be sup-
ported by the federal government and others and to
enact legislation that would authorize and appropriate
resources, including funding, for these purposes.

Goal 2: Promote Efforts by Health Care
Organizations and Systems in Advancing
Community and Total Population Health

Health care organizations and systems, both public
and private, need support in expanding their missions
and activities to include a focus on the maintenance of
good health and well-being in the people and commu-
nities that they serve. The traditional focus on disease
screening and treatment reinforces a focus on health
problems at a relatively late stage in the process and
is not cost effective [4]. It discourages accountability
for overall community and population health and en-
gagement in the large-scale community-based health-
promotion and disease-prevention activities of which
medical encounters are only one aspect.

For many years the public health system has been
engaged in providing access to medical care for un-
derserved populations as well as promotion of clinical
preventive services like immunizations, blood pres-
sure screening and cancer screening. Developments
of the last few years are shifting many of these clini-
cal preventive activities into the clinical care system;
at the same time, until all Americans have access to
health care, the public health system will continue to
be responsible for safety net function. More recently,
the clinical care system is seeking the achievement
of the “Triple Aim” that was proposed by the Institute
for Healthcare Improvement [19], and seeks to simul-
taneously lower the costs of health care, improve the
quality of health care delivery, and improve health
outcomes among the populations that are served. The
Centers for Medicare and Medicaid Services (CMS) has
embraced the concept of population health promotion
under the triple aim and there is evidence of progress
in several areas. Under the ACA, federal funds can be
used for US Preventive Services Task Force-approved
preventive services without co-pay. The ACA has also
permitted the use of federal health care funds for
community-based prevention for the first time (the
PH Trust Fund). Additionally, the movement towards
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Medicaid and Medicare managed care and increasing
incentives for managed Medicare and Medical Homes
are examples of financial incentives that are beginning
to reward prevention activities in the context of indi-
vidual patient care. All of these activities are laying the
groundwork for more engagement of health care or-
ganizations and systems in advancing community and
total population health.

Opportunity: Enhance the Role of Hospitals and
Associated Health Care Systems in Promoting
Wellness

Community benefits requirements for nonprofit hos-
pitals under Internal Revenue Service (IRS) 501(c)(3)
regulations have foreseen the benefits of changes in
progressive hospital and community systems [20]. We
would favor refining community benefits requirements
to provide incentives to regional efforts and to ensure
the inclusion of local health departments and public
health schools and programs in analysis and planning
efforts. Those efforts are accountable to hospitals’
community benefits obligation, except where commu-
nity benefits funds are already subsidizing Medicaid or
uncompensated care, and generate a large amount of
revenue, more than $24 billion in 2011 [21]. Such ac-
tivities include generation of community demographic
and health data and community engagement and
participation functions. Specific policies could include
erasing the distinction between community-health im-
provement and community-building, creating a new
IRS category for priorities identified in total popula-
tion health needs assessments, offering incentives for
multi-institutional pooling, and encouraging hospitals
to move toward allocating the full value of their tax
benefit to community-health improvement and char-
ity care.

Accountable care organizations (ACOs) emerged as
a component of the ACA as a means of encouraging
healthcare providers to coordinate care throughout
the spectrum of wellness, prevention, and treatment,
with shared accountability and risk. Hundreds of ACOs
have been formed, and some have led to better out-
comes, lower total costs, and improved patient care
and experiences [22]. Even so, ACOs as currently con-
structed entail only traditional components of medical
care and have yet to develop comprehensive wellness
models that incorporate other elements of prevention
and wellness. For example, oral health services con-
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tinue to be marginalized rather than embraced as a
vital feature of population health, particularly in low-
income and otherwise vulnerable populations, despite
recognition by CMS in 2011 that “oral health [should
be] included in . . . the Accountable Care Organization
demonstration” and that the Center for Medicare and
Medicaid Innovation should “develop innovative scal-
able models for the delivery of oral health care” [23].
Drawing from the initial success of many ACOs, the
model needs to be more expansive in this and other
fields, such as mental health.

The principal role of Medicaid is to be the provider
of health insurance for the poor. However, it also has
a tradition of promoting health and wellness. As Med-
icaid continues to expand and evolve, state waivers
are increasingly extending its reach to promote better
health for the underserved. That affords an oppor-
tunity to test new models and partnerships between
health care providers and community-based programs
that have been shown to improve social conditions
that promote well-being. CMS could be given more au-
thority to waive Medicaid rules and work with states to
accelerate the incorporation of prevention and popu-
lation health into state Medicaid programs. Outcomes
related to improved total population health and reduc-
tion in health disparities should be included as valid
outcomes of Medicaid.

Goal 3: Address Social and Environmental
Determinants of Health in Communities

Because no two communities are exactly alike, strong
community engagement not only by local public health
agencies and health care providers but also by hous-
ing, environmental, financial, transportation and other
sectors is needed to address social and environmental
determinants of health. How we build and maintain
our homes, buildings, and cities and the infrastruc-
ture for transportation, physical activity, drinking wa-
ter, and sanitation has a critical effect on our health.
Moreover, communities will not be healthy unless all
are served equitably. Current fragmented approaches
exacerbate health inequities, but multisectoral ap-
proaches improve equity. In many ways such efforts
reflect application of the HiAP approach at a local level.
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Opportunity: Use Multisectoral Partnerships at
State, Regional, and Local Levels to Enhance Social
and Environmental Determinants of Health

To carry out the population health improvement plan-
ning and resource mobilization that we call for, the
administration could stimulate and assist in funding
of broad multisectoral partnerships that promote to-
tal population health. Many communities across the
country already are creating community health agen-
das, leveraging assets, making health a locally defined
issue in which everyone has a stake, and moving policy
change at the local and regional levels. But too few
health departments have the resources needed to
lead such community efforts. A federal effort to sup-
port community multisectoral partnerships could be
launched in 100 communities across the country in a
three-year program to establish national models. Ef-
fects measured should include educational, public
safety, and economic indicators and health indicators
already defined in Healthy People 2020.

Opportunity: Rebuild the Nation’s Physical
Infrastructure with an Eye on Health

The brown water flowing from spigots in Flint, Michigan
is just the tip of the iceberg for the gradual breakdown
in many of our drinking water systems, as well as our
neglected transportation systems, sewer systems, and
energy distribution systems. Large adverse health and
economic consequences are already being felt directly
in many communities [24]. We propose a multisectoral
approach targeted to jurisdictions with older physical
infrastructures that will engage them in an assessment
of infrastructure weak spots so that they can plan for
and fund community structural improvements—lever-
aging not only health assets but the Department of
Labor, Department of Housing and Urban Develop-
ment, and other relevant department efforts in a coor-
dinated and collaborative manner. A multisectoral ap-
proach is important because much of the work could
be funded by the private sector (gas, electric power,
water, and sanitation utilities). In New York City, Mayor
de Blasio’s Underground Infrastructure Working Group
is an example of an effort to bring sectors together to
coordinate infrastructure repair work so that it can be
done more quickly and efficiently. Congress and the
executive branch could pair the effort with existing job-
training efforts to prepare people in low-income com-
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munities for work in the many sectors that are involved
with maintenance and improvement of the physical in-
frastructure. Public health should inform these efforts
so that infrastructure improvements address environ-
mental health and safety issues that are critical for the
health of communities.

Opportunity: Strengthen the Public Health Role in
Community Preparedness and Planning Processes

Rather than respond to the “disaster of the month”
(Zika virus, Ebola, hurricanes, earthquakes, floods, and
the like), we need efforts to enable communities to
withstand and recover from myriad disastrous events.
Such efforts need to anticipate threats, minimize ad-
verse effects on health, and rapidly restore function
after a crisis. Community preparedness planning is
multisectoral, but public health has an important role
to play in ensuring that those who are most vulner-
able (such as residents of assisted-living facilities) are
protected from health consequences; in strengthen-
ing community health systems and integrating them
with community resources, including the private sec-
tor; and in integrating community preparedness effort
with day-to-day planning to combat the health threats
posed by daily living and the epidemic of chronic dis-
eases and prevalence of untreated mental illnesses
that are the causes of premature death, disability, and
diminished quality of life. Collaboration between the
private and public sectors could improve the ability of
communities to plan, prepare, respond, and recover.
It has been shown to work during the recent H1N1
influenza outbreak in which federal, state, and local
partnerships addressed a serious epidemic. Public
health preparedness systems need to be adequately
resourced and sustained if they are to be able to iden-
tify the emergence of new health threats and respond
to them effectively.

Opportunity: Facilitate Community Development
and Social Investment in Communities

Under White House leadership, broadening investment
in human capital through new financial vehicles can be
encouraged. We bring several ideas to the table to iden-
tify new ways to mobilize resources for total population
health. Some of these could be led by the White House
via consideration of tax and investment policies as de-
scribed above. Others could emanate from local efforts.

UNCORRECTED PROOFS

NAM.edu/Perspectives

Page 7



DISCUSSION PAPER

The partnership of the Federal Reserve Bank, the
Robert Wood Johnson Foundation, and the Kresge
Foundation has played a key role in connecting
financial investment in commercial development and
housing to improved health in communities. In several
communities, it has facilitated loans in conjunction
with philanthropic investment that addresses housing
and economic opportunity, environmental health, and
access to health services.

Corporations can be involved in ways that go well
beyond workplace wellness programs. Direct linkages
between local public health agencies, business lead-
ers, community groups, not-for-profit organizations,
and the health care community can forge a common
language and understanding of employee and com-
munity health problems and broaden participation in
setting total population health goals and strategies.
Corporations can work with government to gather, in-
terpret, and exchange mutually useful data. They can
use their knowledge of marketing and social marketing
techniques to promote individual behavior and com-
munity change [25].

Health care systems and organizations have a key
opportunity to create environments for improved pop-
ulation health. If they leverage the entirety of their as-
sets—for example, as employers, purchasers, consum-
ers, and potential energy conservers—the effect of
intentional business practices can potentially improve
the health of a population more than actual delivery
of services. Moreover, studies suggest that a large
moderate-income workforce can have a greater role
in generating income in a community than a smaller
high-income workforce. When income disparities nar-
row in a community, population health improves.

Goal 4: Translate Evidence into Action

Advancing community and population health requires
acting immediately on what we know even while we
are setting research priorities and funding mecha-
nisms to strengthen the evidence base of new popu-
lation health interventions. The DHHS Advisory Com-
mittee on Health Promotion and Disease Prevention
Obijectives for 2020 identified where taking action on
the basis of what we already know about interventions
can improve community and population health. This
includes evidence on what works and what does not
work. The marked increases in the availability of health
data to facilitate evidence translation and generation
increase the practicability of use for prevention.
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Opportunity: Take Full Advantage of “Big Data”

The use of “Big Data” is an emerging field that may be
key to the promotion of population health. The term
“Big Data" refers to very large datasets obtained from
a variety of sources that, if appropriately managed and
analyzed, can yield a wealth of detailed information
to support achievement of various population health
objectives. All efforts related to assessments, planning,
preparedness, and development of a common under-
standing of facts at very granular levels geographically
can help to identify social and environmental determi-
nants of health, and give a clearer picture of health sta-
tus and trends in a number of dimensions [26]. Efforts
like the County Health Rankings project, which ranks
the more than 3,000 counties in the US based on a
model that combines health outcomes with health fac-
tors, provide a basis for identifying communities that
most need health improvement efforts, and for rally-
ing support for those efforts across sectors [27].

Nationally, billions of dollars have been invested in
efforts led by the Office of the National Coordinator
for Health Information Technology to individual access
to electronic health information as well as connectiv-
ity among systems so that information can be shared
across systems while protecting data security and pri-
vacy [28]. No such strong national efforts have been
undertaken to understand the data needs to support
population health efforts. Such efforts should build on
clinical data collection to support the broader advance-
ment of population health by standardizing reporting
of population health measures (for example, patient-
reported measures of wellness and reported health
conditions). They should also include geographic and,
where possible, individual data relevant to environ-
mental and social determinants of health. A later step
would be to aggregate and release this information in
a way that complies with the Health Insurance Porta-
bility and Accountability Act to allow policy-makers to
address issues comprehensively among sectors that
currently remain siloed (i.e., to integrate across data
with regard to underlying physical and social environ-
ments, with data on health and wellness, to assist with
community-wide prevention efforts.)

Opportunity: Increase Public Access to Health Data

DHHS should expand early success in supporting pub-
lic availability of health datasets and the development
of informatics tools to facilitate aggregation and link-
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ages with related datasets. Data.gov and similar efforts
already have helped researchers to understand and
policy-makers to solve persistent problems related to
health effects in association with physical and social en-
vironments, factors related to timing and identification
of risk factors, and triggers of predictable events. It is
of critical importance that public health researchers
and policy makers work closely with the health care in-
dustry to improve its data so that it can maximize their
use for population health. There are substantial op-
portunities for sharing and commingling of public and
private datasets, which would advance the open-data
movement to the next level.

Opportunity: Advance Research on Prevention and
Public Health Strategies

Community prevention activities are too often under-
taken with a weak evidentiary base, largely because
the support for such research is meager. Unlike clinical
practice, the practice of public health has few oppor-
tunities for product development and promotion. The
onus is on government to fund public health research.

The National Research Council and IOM report U.S.
Health in International Perspective: Shorter Lives, Poorer
Health. Panel on Understanding Cross-National Health
Differences Among High-Income Countries stated that
“the National Institutes of Health and other research
funding agencies should commit to a coordinated
portfolio of investigator-initiated and invited research
devoted to understanding the factors responsible for
the US health disadvantage and potential solutions,
including lessons that can be learned from other coun-
tries” [1]. In addition, the report also recommended
that the federal government increase the portion of its
budget allocated to population and community-based
prevention research that

+ Addresses population-level health problems.

+ Involves a definable population and operates at the
level of the whole person.

+ Evaluates the application of discoveries and their
effects on the health of the population.

* Focuses on behavioral and environmental (social,
economic, cultural, and physical) factors associated
with primary and secondary prevention of disease
and disability in populations.

CMS has recently funded a number of Health Care
Innovation Awards, some of which support linkage be-
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tween health services and community social services
to support the broader needs of individual patients.
They have announced an intention of expanding this
approach via a recently announced 5-year, $157 mil-
lion program to test a model called Accountable Health
Communities (AHC). The CMS Innovation Center will
use these grants to “test whether systematically iden-
tifying and addressing health-related social needs can
reduce health care costs and utilization among com-
munity-dwelling Medicare and Medicaid beneficiaries”
[29]. Such prevention research explicitly seeks to fund
itself through health care savings. However, preven-
tion research funded by other agencies also is an ex-
cellent investment even though the costs and savings
are not directly linked within their budgets.

A number of efforts have been made to encourage
the National Institutes of Health (NIH) to fund more
prevention research and these need to be intensified.
There are other agencies whose research programs
should be strengthened: Centers for Disease Control
and Prevention (CDC) and Environmental Protection
Agency (EPA). Federal health research agencies need
to focus not only on genetic but also social and envi-
ronmental determinants of health, both discovery-
oriented research about how these determinants
cause ill health (or promote wellness) and translational
research on how to apply this knowledge to improve
health in communities. Such research needs to focus
on the most vulnerable. For example, pregnant wom-
en, infants, children, the elderly, those who are geneti-
cally vulnerable or immunocompromised.

Inthe long run, health care expenditures need to help
to support a Prevention Research Trust Fund to support
Community-Centered Outcomes Research just as we
now have support for the Patient-Centered Outcomes
Research Institute (PCORI) via the ACA. Such research
could be housed in NIH or CDC as a freestanding in-
stitute on the model of or within the Patient-Centered
Outcomes Research Institute (PCORI). It should involve
not only academic research but community partici-
patory models that are directed especially to under-
served communities and social and environmental
determinants of health and that empower communi-
ties to manage interventions [30]. The effort would
generate the evidence needed for tackling the most
serious public health problems at the community level
via research that is difficult to fund through existing
avenues in NIH and elsewhere. Priorities for the effort
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should be drawn from existing expert bodies, such as
the Community Preventive Services Task Force recom-
mendations, public health professional and govern-
ment organizations, and National Academies report
recommendations. The research should explicitly ad-
dress both costs and benefits of prevention strategies.

Conclusion

We have made a number of proposals, of which the
most important are related to the establishment of
clear points of accountability and leadership for to-
tal population health in the United States, both in
the White House and in DHHS. The United States can
have the best community and population health in the
world, but that cannot happen unless such strong pub-
lic health objectives are articulated and widely shared.

We suggest that not only the public health system,
but many other entities will need to play a role if we
are to be successful. Health care organizations, both
public and private, need to be held accountable for
promotion of good health and disease prevention, not
only for treatment of the illnesses. Communities need
to be accountable for bringing public health agencies
together with other sectors in a number of contexts
to develop a shared sense of what can be done col-
laboratively to promote health and to address short-
comings in our physical infrastructure and community
preparedness efforts that are increasing risks. The
government and the finance communities need to be
brought together to pursue new financing strategies
for infrastructure investment and community develop-
ment, including efforts that directly address the social
determinants of poor health in communities.

“Big data” needs to be harnessed to support public
health and disease prevention efforts. Public health
translational research is needed to move discoveries
from fundamental bench science and social science to
the development and testing of community and popu-
lation-level interventions. Such research is unlikely to
be funded unless a trust fund is created and a govern-
ment entity is made accountable for ensuring that it is
done.

This paper has focused on opportunities to advance
the health of the nation through a lens that considers
whole communities and focuses on public health or
population health approaches to creating or enhanc-
ing physical and economic environments for promot-
ing health and preventing diseases. The approaches

and opportunities discussed here complement those
identified in other Vital Directions discussion papers.
In particular, public health approaches can engender
transformative changes in the systems and entrenched
institutional policies and practices that lower our over-
all standard of living and perpetuate systemic social
disadvantages for some demographic groups; and
they can address the “social determinants” of health
and achieve health equity (Adler et al., 2016), improve
options for healthy eating and physical activity (Dietz et
al., 2016), and foster good physical and mental health
and well-being throughout the life course. It is essen-
tial to recognize the connections among these papers
to find strategies that are compatible and mutually re-
inforcing. For example, many communities that have
poor access to services have the highest burden of
mental health and substance-abuse problems (Knick-
man et al., 2016).

The United States has great opportunities to advance
the health and well-being of communities and popula-
tions at large and to make progress both in saving lives
and in reducing the cost of health care. We have identi-
fied a number of approaches for moving forward; at
the core of all of them is the need to marshal and align
forces across sectors and communities toward dis-
ease prevention. Achieving the highest possible level
of health in communities and populations requires
a rebalancing of our overall investment in ways that
enhance disease prevention and wellness strategies
throughout the lifespan and builds the strength and
resilience of communities.
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Summary Recommendations for Vital Directions

1. Support strong national public health objectives with leadership and investments.

2. Promote efforts by health care organizations and systems in advancing commu-

nity and total population health.

3. Address social and environmental determinants of health in communities.

4. Translate evidence to action.
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MENTAL HEALTH

By Michael A. Hoge, Gail W. Stuart, John Morris, Michael T. Flaherty, Manuel Paris Jr., and Eric Goplerud

ANALYSIS & COMMENTARY

Mental Health And Addiction
Workforce Development: Federal
Leadership Is Needed To Address
The Growing Crisis

ABSTRACT The mental health and addiction workforce has long been
plagued by shortages, high turnover, a lack of diversity, and concerns
about its effectiveness. This article presents a framework to guide
workforce policy and practice, emphasizing the need to train other
health care providers as well as individuals in recovery to address
behavioral health needs; strengthen recruitment, retention, and training
of specialist behavioral health providers; and improve the financial and
technical assistance infrastructure to better support and sustain the
workforce. The pressing challenge is to scale up existing plans and
strategies and to implement them in ways that have a meaningful impact
on the size and effectiveness of the workforce. The aging and increasing
diversity of the US population, combined with the expanded access to
services that will be created by health reform, make it imperative to take

immediate action.

ental health and substance

use conditions are major con-

tributors to the overall bur-

den of disease around the

world.! Of the six leading
causes of years lived with disability, the follow-
ing four are mental health or substance use con-
ditions: depression, alcohol use disorders,
schizophrenia, and bipolar disorder. Com-
monly referred to as behavioral health condi-
tions, they also are inextricably linked to physi-
cal illnesses, serving as risk factors and often
impeding adherence to the treatment of those
illnesses.?

In the United States at the beginning of the
current decade, about forty-five million people,
or one in five adults, experienced a mental con-
dition. Substance use conditions affected about
twenty-two million people age thirteen or older,
with the majority of those people being depen-
dent on or abusing alcohol.? Prescription drug

abuse has been described by the Centers for
Disease Control and Prevention as a public
health epidemic.*

Unfortunately, the same data reveal that many
people in need of treatment never receive it. Only
39 percent of those with mental health condi-
tions obtained care.? The situation was far worse
for those with substance use conditions: Only
10.8 percent of those people received treatment.’

Many factors are cited as sources of this “treat-
ment gap,” including the stigma and discrimina-
tion associated with these conditions, lack of
health care coverage, insufficient services and
linkages among services, and an inadequate be-
havioral health care workforce.” The work-
force’s insufficient size, frequent turnover, rela-
tively low compensation, minimal diversity, and
limited competence in evidence-based treatment
have all been cause for concern.®

This article examines issues surrounding the
supply of and demand for the mental health and
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addiction workforce. Additionally, it examines
three factors that have implications for that
workforce nationally: the aging of the US popu-
lation, the increasing racial and cultural diversi-
ty of that population, and health care reform.
The article outlines a framework to guide policy
regarding health workforce development. We
argue that federal leadership and action are
needed to scale up well-defined plans and strate-
gies to address the growing workforce crisis.

Defining The Workforce Shortage

There are no systematically collected and uni-
form data on the US mental health and addiction
workforce.® Information on its size, demograph-
ic characteristics, geographic distribution, and
specialties can best be understood by piecing
together disparate information from profession-
al associations, licensing and certification
boards, and scattered state and federal sources.
Despite the absence of solid data, there is a long-
standing and commonly held belief that the be-
havioral health workforce supply is inadequate.

Multiple factors drive this belief. Foremost
among these is the fact that many health care
employers report high turnover rates among be-
havioral health workers and difficulty in filling
vacant positions.® It is particularly challenging to
recruit physicians and nurses into the behavioral
health field. And just as challenging is recruiting
clinicians who specialize in the treatment of chil-
dren, adolescents, older adults, and people with
co-occurring mental and substance use condi-
tions.'**

For example, according to the estimates in one
analysis, in 2020 there will be 4,312 fewer child
and adolescent psychiatrists than will be need-
ed.” According to the same analysis, only six
states have an adequate supply of child and ado-
lescent psychiatrists, and people living in rural
areas or in poverty have less access to those
professionals than do people who are better
off or who live in more densely populated areas."

The consensus that a behavioral health work-
force shortage exists has been further bolstered
by the fact that people seeking services frequent-
ly struggle to obtain timely access to a qualified
provider." Advocacy organizations and the me-
dia have noted the refusal of many private practi-
tioners to accept insurance and their insistence
on payment from the patient. This problem is
unlikely to be remedied by recent health care
reforms that expand coverage but do not man-
date providers’ participation.™

Access issues are complicated by the uneven
geographic distribution of the behavioral health
workforce, which is heavily concentrated in ur-
ban areas. Notably, 85 percent of federally des-

HEALTH AFFAIRS NOVEMBER 2013 32:11

ignated mental health professional shortage
areas are in rural locations.®

A recent and extensive analysis funded by the
Health Resources and Services Administration
found that 77 percent of US counties had a severe
shortage of prescribers (psychiatrists), and al-
most one in five counties had an unmet need
for nonprescribers (psychologists, advanced-
practice psychiatric nurses, social workers, li-
censed professional counselors, and marriage
and family therapists). Rural counties and those
with lower per capita incomes had greater short-
ages than more densely populated counties and
those whose residents were better off."

In a recent survey, 49 percent of clinical direc-
tors in agencies specializing in the treatment of
substance use conditions acknowledged that
they had difficulty filling open positions, primar-
ily because of a lack of qualified applicants.’
Annual turnover has been high: It is estimated
to be 18.5 percent nationally® but exceeds 40 per-
cent in some reports.” This high turnover rate
has been attributed to the fact that addiction
counselors move among vacant positions in the
field or leave the field altogether because of its
low wages and benefits and heavy caseloads, as
well as the stigma associated with both having
addictions and working with people who do.’

The Bureau of Labor Statistics projects a 27 per-
cent increase in the number of jobs for counse-
lors specializing in substance abuse and behav-
ioral disorders between 2010 and 2018. That
projection is based on the assumption that more
people will seek treatment and that drug of-
fenders will increasingly be required to get treat-
ment rather than being sentenced to jail.'®

The Impact Of Changing
Demographics And Reforms

THE AGING POPULATION The Census Bureau pro-
jects that from 2010 to 2030 the number of
adults age sixty-five or older will increase from
12 percent to 20 percent of the US population.”” A
recent Institute of Medicine report on the mental
health and addiction workforce for older adults
estimated that in 2010, 5.6-8.0 million adults
age sixty-five or older had one or more of
twenty-seven mental or substance use conditions
that are experienced by older adults—which in-
clude anxiety, depressive, and personality dis-
orders; alcohol and drug dependence and abuse;
and complicated grief." These conditions were
associated with a broad range of negative effects,
including emotional distress, functional dis-
ability, declines in physical health, increased
hospitalization and nursing home placement,
greater mortality and suicide, decreased quality
of life, and increased cost.
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A consensus has
emerged that the
mental health and
addiction workforce
must be competent to
treat people from
diverse cultures.

Not only does the aging US population require
a large volume of services, but providing care to
older adults with behavioral health problems re-
quires special knowledge and skills. For exam-
ple, aging has an impact on the metabolism of
alcohol, drugs, and prescription medications.
And because older adults are more likely than
younger people to have cognitive and functional
impairments, it may be more difficult both to
diagnose and to manage behavioral health prob-
lems in older adults. In addition, the feelings of
loss and grief that many older adults experience
affect their health in ways that caregivers must be
able to recognize and manage."

The Institute of Medicine concluded that there
is a major shortfall in professionals who are ad-
equately trained and actively engaged in meeting
the behavioral health needs of older adults.”
There are fewer than 1,800 geriatric psychiatrists
in the United States, and the number is declin-
ing.”® It is projected that by 2030 there will be
only one geriatric psychiatrist for every 6,000
older Americans with mental and substance
use conditions.” Just 1 percent of the nation’s
advanced-practice registered nurses are certified
and working full time in gerontology, and just
4 percent are certified in mental health and ad-
dictions. Similarly, only 4.2 percent of licensed
members of the American Psychological Asso-
ciation identified geropsychology as a focus."

INCREASING RACIAL AND CULTURAL DIVERSITY
Another major demographic shift with implica-
tions for behavioral health workforce develop-
ment is the projected increase in diversity in the
US population. Members of racial and ethnic
minority groups made up 37 percent of the pop-
ulation in 2010—a proportion expected to grow
to 57 percent by 2060." Minority status is asso-
ciated with higher levels of poverty, unemploy-
ment, and homelessness as well as with lower
levels of education, health insurance coverage,

and proficiency in English. In turn, these char-
acteristics are related to difficulty in accessing
and receiving high-quality care, which adversely
affects overall behavioral health.?**

For example, Benjamin Le Cook and col-
leagues” examined the data from the Medical
Expenditure Panel Survey between 2004 and
2009 and found that 40 percent of whites with
a probable need for mental health care initiated
treatment, as compared to 27 percent of His-
panics and 24 percent of African Americans.
And members of minority groups have signifi-
cantly higher mortality rates from conditions
related to substance use.”

In contrast to the increasingly diverse popula-
tion needing behavioral health services, there is
a striking lack of diversity in the behavioral
health workforce. Only 6.2 percent of psycholo-
gists, 5.6 percent of advanced-practice psychiat-
ric nurses, 12.6 percent of social workers, and
21.3 percent of psychiatrists are members of mi-
nority groups.?* Non-Hispanic whites constitute
70-90 percent of the addiction treatment
workforce.”

The low rates of diversity in the workforce are
troubling since evidence suggests that minority
health professionals are more likely than others
to serve people of color.” In addition, health care
consumers who share a culture and race with
a provider develop a stronger therapeutic alli-
ance and have higher treatment retention rates,
compared to consumers who are from a different
culture and race than their provider.?®*

Of course, even if a provider shares a race or
culture with a client, the two may still differ in
their awareness or beliefs about the impact of
race or culture on health and health care. In
any case, matching providers and clients by race
or culture is often not possible. Thus, a strong
consensus has emerged among federal and state
policy makers and educators that there must be
equitable access to culturally relevant care®® and
thatthe entire mental health and addiction work-
force must be competent to treat people from
diverse cultures. Achieving these goals means
that educators and supervisors must help pro-
viders develop a sensitivity to cultural differ-
ences in perceptions about illness, treatment,
and recovery, as well as the ability to adapt care
to the personal goals, cultural beliefs, and pri-
mary language of each client. Although cultural
competence training has been made a high pri-
ority, data on its impact are largely lacking.”

HEALTH CARE REFORM Another major force
shaping behavioral health workforce needs is
the Affordable Care Act. Passage of the act led
many policy makers to conclude that demand for
behavioral health services and professionals to
provide them would increase dramatically. A re-
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6,800

Counselors needed

Every 10 percent increase
in the demand for
substance abuse
treatment could result in
the need for 6,800
additional counselors. The
increased access to care
resulting from health
reform will have major
although uncertain
implications for workforce
demand.

EXHIBIT 1

cent report from the Department of Health and
Human Services® projected that the act will ex-
pand mental health and substance abuse dis-
order benefits for sixty-two million Americans.
A previous report from the Substance Abuse
and Mental Health Services Administration®
projected that every 10 percent increase in the
demand for treatment would result in the need
for 6,800 additional counselors for substance
abuse alone. As a result, the projected increase
in access to care is likely to have major, as yet
uncertain, implications for workforce demand.
The Affordable Care Act includes provisions
designed to further develop this workforce
through mechanisms such as grants for educa-
tion, training, and loan repayment, with a spe-
cific focus on social workers, psychologists, and
child and adolescent mental health care pro-
viders. Physicians and nurses are not eligible
for these grants. However, the funds authorized
for many of these provisions are relatively small,
and funding has not been appropriated for all of
them. In addition, implementation of the act has
already been marked by controversy and com-
plexities that diminish its potential impact.

Policy Recommendations

The mental health and addiction fields have un-
dertaken numerous efforts to examine these
workforce issues and devise strategies to address
them.®* The most comprehensive effort, led
by the Annapolis Coalition on the Behavioral
Health Workforce, involved more than 5,000
stakeholders in the development of a national
action plan funded by the Substance Abuse
and Mental Health Services Administration in
response to concerns expressed by provider

and professional associations, consumer advo-
cates, educators, and policy makers. The final
report, available online, outlines hundreds of
specific recommended actions to be taken by
different groups of stakeholders.® (The authors
of this article helped create and manage the
Annapolis Coalition during the past decade.)

The Annapolis Framework, which was derived
from the action plan, initially focused on the
specialist behavioral health workforce. Recent
initiatives have expanded it to include integrated
behavioral health and primary care. As shown in
Exhibit 1 and discussed below, the framework
outlines nine strategic goals, which are the focus
of the recommendations in this article. The goals
are focused on broadening the concept of “work-
force,” strengthening the workforce, and creat-
ing structures to support it.

BROADENING THE CONCEPT OF 'WORKFORCE'
The large gap between demand and supply sug-
gests that the specialist workforce alone will not
be able to meet the future behavioral health care
needs of the US population. Given the uneven
distribution of the specialist workforce, simply
expanding it is unlikely to remedy problems
of access, particularly for underserved popu-
lations.*

»TRAINING OTHER HEALTH CARE PROVID-
ERS: Developing the capacity of health care pro-
viders other than behavioral health specialists to
address mental and substance use conditions has
emerged as a high priority on the agenda of this
field. For example, the Institute of Medicine re-
port on older adults" placed a strong emphasis
on evidence-based, integrated care models that
shift the locus of responsibility to primary care
providers; the organization of care through
interprofessional teams, in which behavioral

The Annapolis Framework

Area

Broadening the concept of
“workforce”

Strengthening the workforce

Creating structures to support

the workforce

Specific goals

1. Expand the roles of individuals in recovery and their families to actively participate in and influence their own
care, provide care and support to others, and educate the workforce
2. Expand the role and capacity of communities to effectively identify their needs and promote behavioral health

and wellness

3. Expand the role and capacity of all health and social service providers, through interprofessional collaboration, to
meet the needs of people with mental and substance use conditions

4. Implement systematic recruitment and retention strategies at the federal, state, and local levels

5. Increase the relevance, effectiveness, and accessibility of training and education

6. Foster the development of supervisors and leaders in all sectors of the workforce

levels of responsibility

7. Establish financing systems that enable employee compensation commensurate with required education and

8. Build a technical assistance infrastructure that promotes adoption of workforce best practices
9. Implement a national research and evaluation program on behavioral health workforce development

source Adapted from Hoge MA, et al., An action plan for behavioral health workforce development (Note 8 in text).

2008
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The boundaries
between the
educational silos of
the behavioral health
disciplines need to
become more
permeable.

health specialists are often consultants rather
than the primary providers; and the use of care
management, outreach, patient and family edu-
cation, and self-management strategies.

Similarly, in addiction treatment there is evi-
dence for the effectiveness of integrated care
models in which primary care providers conduct
early screening and brief interventions, provide
therapy that includes medication such as bupre-
norphine, and coordinate care with addiction
counselors in the same health care setting.

» CONSUMERS AS PROVIDERS: People in re-
covery from addiction have long been employed
as part of the workforce in the substance use
disorders field.*>* In fact, 41 percent of clinical
directors in addiction agencies reported making
concerted efforts in the past year to recruit and
employ people in recovery.® Recent initiatives
have greatly expanded consumers’ involvement
in the mental health workforce through such
approaches as self-care, sharing decision mak-
ing with professionals, and providing peer sup-
port in volunteer or paid positions.®

There have also been major efforts to develop
competencies, training programs, and certifica-
tions for people providing peer support.’® More
than twenty states are now reimbursing certified
peer specialists under Medicaid, and another
twenty-two states have indicated their intent to
do s0.”” Although the evidence base lacks rigor,
research has supported the value of peer inter-
ventions in reducing substance use and psychi-
atric inpatient readmissions and in improving
physical and mental health, as well as inter-
personal relationships and occupational func-
tioning.**%®

For people with alcohol dependence, there is
evidence that participation in peer-led twelve-
step groups increases abstinence rates among
those in professional treatment and that it may
produce equivalent outcomes for those not seek-

ing professional treatment.* A recent Cochrane
Review concluded that outcomes for clients
served by consumer-providers on mental health
teams were no better or worse than those served
by professionals employed in similar roles.*

STRENGTHENING THE WORKFORCE

»RECRUITMENT AND RETENTION: There will
always be the need for a specialist behavioral
health workforce, particularly to treat people
with severe behavioral health conditions. The
relevant specialties include psychiatry, psychol-
ogy, clinical social work, advanced-practice psy-
chiatric nursing, marriage and family therapy,
psychosocial rehabilitation, and mental health
and addiction counseling.

Best practices in recruiting and retaining a
workforce of such specialists include early expo-
sure to career opportunities in this field and the
special populations served, mentoring by behav-
ioral health specialists, training stipends, minor-
ity fellowships, loan repayment programs, and
the development of career ladders. Paying wages
commensurate with the education, experience,
and responsibility required of such specialists
appears to be a primary factor in the success
or failure of recruitment and retention efforts.®

From a policy perspective, the combination of
political will and funding can yield successful
recruitment of specialists. For example, the wars
in Iraq and Afghanistan led eventually to the
expansion of behavioral health services in the
Veterans Health Administration, which in turn
created greater workforce demand and identified
shortages. Increased funding, combined with an
executive order signed by President Barack
Obama, led to the hiring of 3,262 mental health
professionals and support staff within twelve
months.*® At a broader level, federal legislation
creating greater parity in coverage between med-
ical and behavioral health conditions has chal-
lenged the societal stigma associated with the
latter” and set the stage for an expansion of
service and workforce demand.

»EDUCATION AND TRAINING: Higher educa-
tion programs and accrediting bodies must ex-
pedite curriculum reform as they struggle to
keep pace with emerging evidence-based practic-
es and guidelines, quality improvement ap-
proaches, and models of care based on inter-
professional teams.”® Continuing education
programs should adopt evidence-based teaching
approaches, replacing the typical brief lecture
and workshop formats that have been proven
to have little or no effect on the skills of health
care providers.® The boundaries between the ed-
ucational silos of the numerous behavioral
health disciplines need to become more perme-
able to address the absence of cross-fertilization
of knowledge and skills across provider types,
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effective team functioning, common standards
of care, and consensus on core competencies.?®

Greater use must be made of online technolo-
gies asawayto increase access to education, with
an ongoing review of their efficiencies and effec-
tiveness.*? Continuing efforts should be made to
identify and teach competencies in collaborative
team-based care, particularly care for children
and adolescents, older Americans, and racially
and culturally diverse populations. The current
and future workforce also needs training in ad-
diction treatment, since half of the professionals
in most mental health disciplines and a third of
addiction counselors have had no coursework in
the diagnosis and treatment of substance use
conditions.*

CREATING STRUCTURES TO SUPPORT THE
WORKFORCE

» FINANCING SYSTEMS: A team of researchers
at Brandeis University has argued that partial
failures in the economic market have left behav-
ioral health services and the agencies that deliver
them underfunded.* The impact of these forces
on the supply side is that the size of the work-
force is constrained: Employers, striving to re-
main fiscally viable, suppress wages and benefits
and increase the burden on each worker, produc-
ing higher levels of employee burnout and turn-
over.” Salaries in behavioral health care—partic-
ularly in addiction services—are considered to be
well below those for parallel positions in other
health care sectors and in business."

Richard Frank and Sherry Glied* estimated
that shortly after World War II, the economic
benefit to an individual of pursuing graduate
training in behavioral health was 10-25 percent
greater than having a bachelor’s degree; how-
ever, the economic return on that graduate train-
ing is now negative compared with training for
other potential careers. Efforts to recruit and
retain an adequate workforce will be seriously
hampered until payments for services reach lev-
els that incentivize people to choose and remain
in behavioral health careers and that enable pro-
vider organizations to offer employee compen-
sation commensurate with required education,
levels of responsibility, and work demands.

» TECHNICAL ASSISTANCE STRUCTURE: There
are few organized efforts to gather, analyze, and
disseminate knowledge about workforce practic-
es in behavioral health. Thus, an infrastructure
providing information and technical assistance
to the field on the implementation of best prac-
tices in workforce development is sorely needed.

Discussion
Although the sources of information are imper-
fect, there is a relatively clear consensus about
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the general characteristics, strengths, and weak-
nesses of the mental health and addiction work-
force. There has also emerged a fairly clear and
consistent vision regarding the broad strategies
and specific actions necessary to expand and
better train the specialist workforce, engage oth-
er health and social service providers and people
in recovery to meet behavioral health needs, and
develop the structural supports necessary to
grow the workforce and make it more effective.

Missing, however, is evidence that any of these
strategies is being scaled up and implemented in
a fashion that is likely to have a meaningful im-
pact on workforce size or effectiveness. Over the
past fifteen years the federal government has
funded multiple workforce assessments and
plans, but it has never adopted or implemented
a comprehensive plan. With few exceptions,
workforce initiatives have been limited in scope,
affecting few areas of the country and few current
or potential providers. And whether these initia-
tives are federal or local, seldom have sufficient
resources been allocated to produce major
changes in the composition or practice of the
workforce.

Time and again, the impact of pilot workforce
projects has eroded as demonstration funding
ended without any mechanism for sustainabili-
ty.® For example, in 2003 the Health Resources
and Services Administration created grants un-
der the Graduate Psychology Education Program
to develop geropsychology training programs.
However, the agency funded only seven pro-
grams nationwide and terminated all funding
after three years. This led directly to program
closures."

There are many hypotheses about why there
hasbeen no concerted response to the workforce
crisis in behavioral health. One possible expla-
nation is that the societal stigma associated with
mental and substance use conditions creates a
culture in which inattention to needs is tolerat-
ed, at least to a degree. Another is that the re-
sponsibility for workforce development is widely
dispersed among governmental agencies and
nongovernmental organizations, which dimin-
ishes the likelihood that any single entity will
take action. A third is that workforce develop-
ment requires a long-term, comprehensive plan
and sustained action, which do not fit easily
within the time-limited, issue-focused agendas
of ever-changing government administrations.

Whatever the reason, it is clear that concerted
federal action and leadership are the ingredients
most needed now to address the workforce crisis
in behavioral health. Multiple federal agencies—
particularly some of those in the Department of
Health and Human Services—have enormous
potential influence in this arena. These include
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the Substance Abuse and Mental Health Services
Administration, the Health Resources and
Services Administration, the Agency for Health-
care Research and Quality, the Centers for
Medicare and Medicaid Services, the National
Institutes of Health, the Centers for Disease
Control and Prevention, and the Indian Health
Service. They are uniquely positioned to accom-
plish the following four critical tasks.

The first is to advocate for resources from the
administration and Congress to effectively ad-
dress the workforce crisis. The case needs to
be made that expanded access to services under
health reform is of limited usefulness without a
workforce that is both competent and large
enough to provide effective services to the coun-
try’s diverse population.

The second task is to allocate a greater portion
of the agencies’ energies and resources to work-
force development. A recent Institute of Medi-
cine report documented critical instances in
which federal agencies are withdrawing support
for behavioral health workforce development
and pursuing policies that undermine workforce
efforts to deliver evidence-based treatment."

The third task is to create a robust national
technical assistance infrastructure on workforce
development that encompasses mental health
and addiction services. As described above, this
practical step is necessary to assemble and dis-
seminate information on best practices on topics
such as recruitment, retention, and training and
to assist educators, employers, and others in

implementing these practices.

The final task is to facilitate coordinated and
sustained activity on workforce development by
federal agencies and other important stakehold-
ers. Federal agencies must coordinate their own
efforts and should convene and influence action
by other groups that shape recruitment, reten-
tion, training, and employment of the work-
force. These include state and county govern-
ments, educational institutions, professional
associations, employers and their trade organi-
zations, third-party payers, accrediting bodies,
and foundations.

The limitations of federal authority and influ-
ence are clearly recognized. Nonetheless, the
carrots, sticks, and bully pulpits typically used
by federal agencies to influence health care or
address problems in the workforce have notbeen
widely employed in this case.

Conclusion

Federal agencies have commissioned many ini-
tiatives to assess and document workforce chal-
lenges and to create a number of detailed blue-
prints for systematically strengthening the
behavioral health workforce. A comprehensive
nationwide effort to scale up these plans and
strategies is now long past due. The aging and
increasing diversity of the US population, com-
bined with the expanded access to services that
will be created by health reform, make it imper-
ative to act now. m
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Introduction

Health and health care outcomes for Americans should
be better for most, and much better for some. This
should be possible with currently available knowledge
and resources. Capturing the potential will require
adapting our strategies and approaches to the reality
that health is not immutably determined at birth, but
shaped by different factors over time. Similarly, caring
for health cannot be confined to singular interactions
within the walls of the health care system, but must
fully engage powerful determining influences residing
in other systems—e.g. education, employment, justice,
transportation—which are natural parts of our lives.
Exploring the nature and strategic opportunities inher-
ent in these intersecting influences is the focus of this

This publication is part of the National Academy of Medicine's Vital
Directions for Health and Health Care Initiative, which called on
more than 100 leading researchers, scientists, and policy makers from
across the United States to assess and provide expert guidance on 19
priority focus areas for U.S. health and health care. The views presented
in this publication and others in the series are those of the authors and
do not represent formal consensus positions of the NAM, the National
Academies of Sciences, Engineering, and Medicine, or the authors’
organizations. Learn more: nam.edu/VitalDirections.

paper, and the implications for societal attention and
resources suggest the promise of shifting emphases
across the life span, across systems, and within the
health care system.

Our assessment begins with an overview of the
prominent health and health care challenges for
Americans, and they are many. U.S. life expectancy
at birth ranks 43rd in the global community, and has
even recently declined among some specific groups
(1). Unacceptable disparities in health outcomes and
access persist among certain populations, in particu-
lar African-Americans and Native Americans (2). The
U.S. health system ranked in a World Health Organi-
zation assessment only 37th in performance among
191 member nations (3), and in a recent study of 11
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highly industrialized OECD nations, the U.S. ranked last
(4). These deficiencies are all the more glaring in the
face of health expenditures that are clearly the highest
in the world, about 50% higher than the country next
behind us, and requiring investment of nearly 18% of
our total economic productivity (GDP) in 2015 (5). Why
are we performing so poorly relative to our potential?
A major reason lies in the fact that the foci of our atten-
tion, our resources (6), and our incentives are too nar-
row and too late: despite an increasingly strong and
specific understanding of the preventable elements in
the development of many of our health challenges—
social, behavioral, environmental—our investments
are primarily directed to their biomedical manifesta-
tions, well after the problems have taken root.

Health is the product of our experiences layered
onto the biological matrices we inherit. Those experi-
ences begin at conception, and, through the intersect-
ing influences of genetics, environment, social circum-
stances, behaviors, and medical care, health emerges
and takes form. Each of us represents, in essence, a
complex system in constant and dynamic interface
with other systems that shape our fates in manners
great and small. The process is not linear, but one in
which similar experiences may exert variable influ-
ences at different points. In this paper, we explore the
implications of these dynamics for efforts to improve
health prospects throughout those interwoven influ-
ences at various stages over the course of people’s
lives (7). Because emerging health problems and po-
tential required solutions span well beyond a single
determining factor or single point in time and place, it
is necessary to take a systems-oriented perspective (8).
In doing so, we respect the simple fact that optimal
health will not be achievable or affordable—for society
or individuals—without attention to the effectiveness,
efficiency, and availability of essential services within
and among the various sectors important to health
outcomes.

Fortunately, transformational insights, tools, and ini-
tiatives are emerging that offer practical prospects for
dramatic advances in the ability to mobilize informa-
tion, cooperation, and collaborative action for more ef-
fective and efficient progress from the national down
to the community and individual levels, on behalf of
better health throughout the life course. We review
these prospects by touching briefly on several ques-
tions:
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+ What are the most common health threats at each
stage throughout life?

+ Whatare the root sources of diseases, disability,
and death most prominent among Americans?

* Why do we spend so much and get so little for our
national health system investment?

+ Which systems and partner stakeholders must be
more seamlessly engaged?

« How can financing, accountability, technology, and
culture be aligned to foster system-wide transfor-
mation for better health over the life course?

Health and Disease Over the Life Course

What are the most common health threats at each
stage throughout life?

In terms of morbidity and mortality rates, health pro-
files vary substantially by life stage, Four of every ten
childhood deaths, before age 15, occur in among ba-
bies in their first 28 days of life (9), about half due to
congenital malformations, disorders related to short
gestation and low birth weight, and maternal complica-
tions during pregnancy (10). Throughout infancy—the
first year of life—the major causes of death are compli-
cations related to birth and birth defects, sudden infant
death syndrome (SIDS), and unintentional injury (11).
After age 1, injuries take over as the leading cause of
death among children (12), and hold that position until
age 44, followed by heart disease, cancer, and homi-
cide, at different times and ages. Among adolescents
and young adults, ages 15 to 24, suicide and homicide
appear among the leading killers (13), ranking number
2 and 3, respectively among this age group. In adults
ages 35 to 65, the major causes of death are cancers
and heart disease (11), and after age 65, heart disease
is the leading cause of death, followed by cancer and
respiratory disease (13).

Butillnesses and injuries that are counted most eas-
ily are often not the experiences most important to
health prospects. Life expectancy at birth in the United
States is now more than 81 years for females and 76
years for males, and for most of those years health
status is more a reflection of the presence or absence
of illness or injury, consequent level of function, sense
of well-being, or predispositions, circumstances, or
experiences that influence future profiles on these
dimensions (14). Although death is the most striking,
definitive, and tragic reflection of health status, it is far
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too limiting as a measure of the health of a popula-
tion (15). In the U.S. in 2013, for example, there were
fewer than 15,000 total deaths among the nearly 75
million children under age (14), but nearly 25 million
were overweight or obese, more than 30 million lived
in low income families and 15 million in poverty, in the
range of some 5 million lived in a household touched
by violence (16, 17), more than 1 million were the vic-
tims of child abuse and neglect (18), with the highest
rates among the youngest (19, 20). In 2015, about 1.1
million people under age 75 died, but those who suffer
from diabetes, depression, and alcohol abuse, amount
to 18, 11, and 15 times that number, respectively (21,
22).

In this respect, the most important childhood deter-
minants of health over the life course are at least as
much those related to the caring, social, environmen-
tal, and behavioral experiences, as to health services
received. This is especially the case for ages 0 to 3,
when central nervous system development occurs at
such a rapid rate, with ongoing development of physi-
cal stature and physiologic function. Advances in neu-
roscience have provided a much deeper understand-
ing of brain development in the early years, as well the
remolding during adolescence that sets the stage for is-
sues with lifelong consequences—e.g. overweight and
obesity, substance abuse, psychological disorders (23).
It is often assumed that children are generally healthy
and, if they suffer a health problem or developmental
delay, they will grow out of it. However, while children
can be resilient, adversity during these sensitive devel-
opmental periods is often embedded, only to emerge
years later as a source of disability and ill-health (7, 24,
25). The role of attention and nurturing as an influence
on health status, nearly always a relevant determinant,
may not be again as relatively important a focus until
the final years of a natural life span (26).

Over a lifetime, acute infections represent the most
frequent sources of short-term functional limitation
among all age groups, with asthma and short term
injuries increasing in later childhood, and obesity
and depression occurring at higher rates as children
move into adolescence (27). In adolescence and young
adults, substance abuse emerges as a more common
near- and longer-term health threat (28), as does risky
sexual behavior and violence in some populations. In
the past 15 years, opioid addiction rates have rapidly
increased, particularly in white, rural communities,
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in part as a result of neglectful prescribing behavior
among clinicians, in part as a result of segmenting and
marginalizing the treatment strategies for those with
pain and behavioral health problems (29). Addiction
rates among active duty military personnel, which had
previously been on the decline, tripled from 2005 to
2008, and rates of depression and suicide and post-
traumatic stress disorder also increased (30, 31).
Throughout adulthood, various exposures, experi-
ences, and lifestyles contribute increasingly to disease
and injury, the rate and impact compounded by grow-
ing co-occurrence of multiple diseases and conditions.
Among those over age 50, nearly half suffer from ar-
thritis, 28% have heart disease, approximately 25% are
overweight or obese, 22% have cancer, and 6.5% have
lung disease (32). Approximately 45% of those over 50,
and 75% of those over 65, report multiple co-occurring
conditions that restrict their activities in some fashion
(33). Among people over age 75, approximately 14%
suffer from some form of dementia. The societal im-
pact is crippling from the increased occurrences of
obesity, diabetes, depression, and dementia (34). Suc-
cessfully reducing the occurrence of most of these
conditions, and the extent of incapacities imposed,
requires multifaceted, life course-oriented strategies.

Health Disparities

Some people—and some groups—differ substantially
from the aggregate profile. Differences occur among
various race, ethnic and socio-economic groups, but
the largest overall disparities occur among African
Americans relative to whites. For example, despite
the relative safety of gestation and birth in the United
States, African-American babies are more than twice
as likely to be born with a low birth weight or to die
in their first year of life (35, 36). Interestingly, babies
born to mothers who are immigrants from Africa expe-
rience low birth weight and related problems at rates
similar to whites, suggesting the existence of other fac-
tors or stressors for African-Americans (37).

Beginning at birth, the experience of disparities
tends to accumulate and widen over time. Black chil-
dren are twice as likely as white children to have asth-
ma, and obesity is twice as common among American
Indian children compared to their white and Asian
counterparts (38). Obesity disparities emerge as early
as preschool (39), and the prevalence of overweight
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and obesity among black girls ages 2 to 19 is about
6% higher than for their white counterparts (40).
Because obese children are at higher risk for obesity
and cardiovascular disease as adults, the disadvantage
extends into adulthood.

Almost one half of black adults suffer from hyper-
tension, the highest population-specific prevalence in
the world (41). The annual incidences of stroke and
heart disease among African-Americans in the United
States are about 2 and 1.5 times, respectively, those
among whites (42). Although the yearly cancer inci-
dence among African Americans is about the same as
whites, cancer death rates projected through 2018 for
African Americans are expected to be about 14% high-
er for women and 27% higher for men (43). Rates of Al-
zheimer Disease and other dementias among African
Americans, range in estimates from of 14% to 100%
higher (44). Life expectancies are shorter for African-
Americans by about 3 years for women, and 5 years for
men (45). On the other hand, for those who reach age
75, the difference in life expectancy between whites
and blacks is only about 0.4 years (14).

The Determinants of Health

What are the root sources of disease, disability,
and death most prominent among Americans?

Why do different groups and individuals demonstrate

such different health profiles? A great deal has been
learned in the relatively recent past about the answer
to these questions, and the answer is not “fate”. As not-
ed earlier, health is the measure of our functional ca-
pacity that results from the interplay of factors in five
domains shaping our life courses: our biological pre-
dispositions, social circumstances, physical environ-
ments, behavioral patterns, and access to the health
care we need (46). Figure 1 presents a schematic of
how some of these factors might play out to shape
health status and health prospects at various times
and in various circumstances (47).

Biologic predispositions

Point: It is not all about genes. The starting point is
indeed with our genes, the predispositions we inherit
from our parents. Although very few diseases can be
classified as purely genetic in nature, work throughout
the world daily identifies new associations between
known conditions and specific gene profiles. Impor-
tantly, however, more is continuously being learned
about epigenetics, the multiple cellular and molecu-
lar mechanisms by which genes can be turned on or
off and the information modified as it is expressed in
cells by different exposures and experiences, and even
how experience-related epigenetic modifications can
be passed on to subsequent generations. As insights
deepen about sensitive periods of health development
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and how the impact of the interactions of our individu-
al gene compositions with our physical, social, and be-
havioral environments, the better equipped we will be
to act on that knowledge in ways that buffer impacts
and optimize health development over the life course.

Medical Treatment

Point: It also is not all about medical care, unless
one is ill or injured. In 2015, total U.S. expenditures
for health were about $3 trillion, with medical treat-
ment receiving more than 90% of the total. Yet, the
impact of those expenditures on the aggregate health
of the population was very limited (48). They were not
expenditures aimed at the factors most important to
the nation’s health profile. Shortfalls in the access or
quality of medical care are especially surprising in the
context of the high U.S. expenditures, and require re-
mediation, but other approaches are required for bet-
ter health. lllustrative is the fact that approaches to
improve birth outcomes and address disparities that
have primarily focused on enhancing access to prena-
tal care, have proven insufficient in achieving the gains
possible (49, 50). Addressing barriers to care access is
a basic social responsibility, but effective engagement
of health improvement opportunities requires strate-
gies and investments that are broad and multisystem
in nature.

Behavioral Patterns

Point: Health behaviors are central, but are also
more than choice. Among the influences on health,
those related to behavioral patterns represent the sin-
gle most prominent preventable source. Tobacco, di-
etary factors, physical inactivity, and alcohol misuse, ac-
count for many preventable deaths among Americans,
including from coronary heart disease, stroke, cancers
of the colon, breast, and prostate, and diabetes (49).
Diet and physical activity factors together account for
about a third of preventable premature deaths among
Americans (51). Unintended pregnancies significantly
impact individual and community health, yet one in
three births in the U.S. is unintended, including most of
those born to teens (52, 53). lllicit drug use is one of the
few leading causes of death with increasing rates, and
along with alcohol abuse, imposes a broad and leading
social, morbidity, and mortality burden on Americans
and their communities (54). Behaviors are, however,
driven at least as much by external factors as inter-
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nal, as, for example in the access and affordability of
healthy foods. They are reflections of culture, access,
economics, and other factors such as the quality of
early experiences and the central importance of sup-
portive human relationships, underscoring the inter-
sections among the domains of influence that require
sustained system-wide strategies across communities.

Social Circumstances

Point: For many, health is substantially about social
circumstances (55). Health is powerfully influenced by
our social conditions and services—education, income,
employment, housing, neighborhoods, racism, social
networks (56). For the population as a whole, the most
consistent predictor of the likelihood of death in any
given year is level of education. For those ages 45 to 64
with limited education, the chance of death in a given
year is four times those with graduate degrees (57). In-
come levels have consistently been associated with life
expectancies, and one measure of income inequality,
holds that a one percent increase in inequality doubles
the likelihood of death over a decade (58), presumably
due to disproportionate exposures to neighborhood
violence, suboptimal school environments, and unsta-
ble households (59). Also important is that perceptions
matter—perceptions of income inequality, perceptions
of limited choices, perceptions of community cohesion
(60). Stress “gets under the skin” and exerts an effect
that can grow over the life course (61, 62, 63).

Physical Environments

Point: The pace of progress will reflect the integ-
rity of our environments. Environments affect health
in myriad ways: silent and invisible inadvertent toxic
exposures to workplace and product hazards; zoning
and design features of our built environments that
structurally impair or facilitate health promoting or
health degrading life and workstyle patterns; ecosys-
tem changes from human activities that foster novel
zoonotic infections (64). Two of the largest and most
rapidly occurring epidemics to confront the United
States—and the world—in recent years have roots in
changes in our physical environments: obesity and
HIV. They also underscore the intersecting character of
the domain determinants, and the importance of tend-
ing simultaneously to the dynamics across systems of
influence.
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Causes and Consequences of System
Shortfalls

Why do we spend so much and get so little for our
national health system investment?

Substantially, this is due to constraints on our lines of
sight. Because most health improvement efforts—dis-
ease and injury prevention, treatment, and rehabilita-
tion—are designed around a single encounter or issue,
it is there that they often end. Immunizing a toddler,
delivering a baby to a young mother, setting a broken
arm, counseling someone depressed, testing a blood
sugar level, screening for high blood pressure, treat-
ing a leg ulcer, explaining an employee safety program,
preparing a school meal plan, scheduling for chemo-
therapy, preparing a hospital discharge, each repre-
sents the dedicated work of a skilled health profession-
al usually delivered with a focused sense of purpose
in anticipation of the best result. Yet the reasons care
is needed, and the likelihood of its optimal impact on
health prospects, depend on myriad factors beyond a
single precipitating event or diagnosis, such as a heart
attack, stroke, or diabetic retinopathy—factors that in-
clude the interplay of behaviors, environments, socio-
economic status, ethnic and gender biases and preju-
dices, factors that can course throughout communities
and throughout lives. Our aims must clearly orient be-
yond the singular (65).

Certainly, our payment and reward systems focus
on the singular and the serial—occurrence of aniiliness
and its treatment, sometimes repeatedly. Health care
financing is largely structured around separate charg-
es for individual components of services provided for
a particular diagnosis, presenting powerful organiza-
tional and financial disincentives to the health care
stewards we trust to be focused on producing optimal
health results for patients and families. Even when
focus is turned to results rather than services—value
rather than volume, as the saying goes—unless incen-
tives are aimed to present and engage the longer term,
multisystem factors often involved, attention will be
more naturally drawn to a near term and narrow single
condition perspective (66). A clinical team attempting
to help a person manage diabetes will be substantially
hindered the focus is limited to the presenting vital
signs and blood chemistry profiles, when the most
basic success factors reside in patient distinctions as
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to medication cost and access, literacy, family circum-
stances, mobility, digital accessibility, dietary patterns,
employment status, neighborhood character.

Economic Implications

Consequences of short-term and narrowly-focused
interventions are not only registered in underperfor-
mance with respect to morbidity and mortality tables.
Performance inefficiencies and shortfalls are expen-
sive. Costs are personal to people and their families,
they are collective to organizations whose efficiency
and effectiveness are tightly linked to the health status
of those who populate them, and they are societal to
populations whose aggregate vitality and capacity are
sapped both by the economic burden of waste and by
the dispiriting and debilitating impacts of unnecessary
disparity and marginalization.

Children born in low income, high risk circumstanc-
es, and who are not seamlessly linked to the support
they need, risk being delayed or disabled from the
outset. The lifetime costs of the resulting services re-
quired and lost productivity experienced will likely far
exceed what would have been the cost of the initial
investment. Without effective linkage of activities, as
indicated, among schools, clinicians, social service, law
enforcement, and juvenile justice organizations, teens
and young adults who are passing through the chal-
lenges natural to that period will be placed at greater
risk—and lifelong expense and loss of income poten-
tial—from issues such as pregnancy, alcohol and drug
abuse, depression, and violence. People who live and
work in communities in which the cultural signals,
norms, and opportunities are aimed at fostering at-
tention, support, and priority to health and health-pro-
moting strategies are more likely to be healthier, with
the attendant personal economic advantages.

At the organizational level, the burden of our failure
to capture system-wide opportunities for greater ef-
ficiencies can be considerable. In 2011, hospital read-
missions due in part to missed opportunities to better
manage care coordination at discharge, imposed more
than an estimated $40 billion dollars (67, 68, 69, 70).
The cost of lost productivity due to illness imposes a
substantial burden on workplaces, often generating
costs well beyond those for health care alone (71). In
the aggregate, the full, extent of the economic conse-
quences of our fragmented system are unknown, but
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the costs are staggering. We do know from various
studies that about 30% of overall health expenses in
the U.S. is unnecessary—the costs of unneeded ser-
vices, care delivered inefficiently, charges that are too
high, excessive administrative costs, missed preven-
tion opportunities, and fraud (72, 73). Beyond this, are
the personal and social costs imposed by unwanted
pregnancies, learning disabilities unaddressed, over-
weight and obesity, alcohol and substance abuse,
criminality and incarceration, and others that could
potentially be avoided or modified if the interfaces and
incentives were aligned for their cooperative engage-
ment. Still more consequences reside in the resulting
loss of economic productivity among those affected.

Potentially Transformative System
Partnerships

Which systems and partner stakeholders must be
more seamlessly engaged?

Harnessing society's full potential for optimizing health
outcomes across the lifespan requires reaching out
well beyond the health care system, from the earliest
days of childhood. That potential is determined by the
robustly networked interplay among systems and ser-
vices that, in diverse ways, have central bearings on
health prospects, and for which insights are applicable
from other sectors using integrative platform models
to manage the flow of goods and services (74). Exam-
ples follow of some of the relevant stakeholders iden-
tified in the discussion of the issues mentioned here.

Clinicians, Health Care Organizations, Pharmcies

Across the board, no country can claim a cadre of
health professionals that is more skilled, more dedicat-
ed, or more highly resourced than those in the United
States. Yet, clinicians and health care organizations of-
ten are challenged in addressing issues of great social
and developmental importance to patients (75). Pre-
vailing cultures, financing, standards, accountability,
accessibility, and organizational structures are largely
designed to foster narrow perspectives and poorly co-
ordinated activities, certainly between health care and
other systems important to optimizing health pros-
pects, but also among different health care institutions
providing relevant services, and even among service
units within the same organization. Successful models
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of team care, linked interventions, and information sys-
tem platforms indicate not only that the care delivery
process itself can feasibly operate in a fashion trans-
formative for near-term and lifelong health prospects,
but it has the potential to operate as system that con-
tinuously learns and improves (76, 77). By promoting
consistent leadership messaging on health progress,
underscoring key trends, identifying groups within
their own institutions with disproportionate shortfalls,
emphasizing the intersecting system-wide influences,
indicating steps to marshal community-based correc-
tions and monitoring progress within their own com-
munities, effective leaders can move organizations be-
yond disconnected efforts to implement system-wide
strategies for better health.

People and Their Families

Since the appearance of the first village healers, health
and health care have operated through a flow of au-
thority and expertise that went in only one direction,
from healer to patient. With transformations in access
to knowledge and tools, the prospects are at hand
for an unprecedented democratization of health and
health care decision-making and delivery (78). Unimag-
ined a generation ago, the speed at which advancing
digital technology has put health improvement poten-
tial literally at our fingertips is simply stunning (79).
Already possible is support through virtually immediate
access to information and assistance, on-line and real-
time advice and counseling for specific circumstances,
rapidly growing applications for decision assistance for
a variety of health and medical issues, GPS (geographic
positioning) tailored care access and care monitoring
facilitation, remote site diagnosis and assessment of
certain laboratory and physiologic parameters, and
even the early stages of remote site therapeutic mea-
sures. Patient portals and tele-consults have already
improved the quality of information available for ongo-
ing care, reduced the need for outpatient visits in many
facilities, and made possible improved care for home-
bound and geographically distant people. The growing
capacity for gathering, assessment, and use of individ-
ual clinical data dramatically accelerates to prospects
for continuous learning and care that is better tailored
to an individual’s life course circumstances. Rate lim-
iting factors relate not so much to technologic con-
straints as to equitable functional access, the need for
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greater priority on system interoperability, the devel-
opment and testing of reference standards to ensure
reliability, cross-sector strategies for deployment, and
adoption of an operative personal linkage approach to
allow the service integration, improvement, life course
tailoring, and learning that is technically feasible.

Social Services

In the spirit of the adage that the advancement of a
society can be judged by the way it treats its most vul-
nerable, some of our most important gains as a na-
tion have come as a result of efforts to reach out and
engage the basic needs of the poor and the isolated.
As a society, there is substantial common ground on
the basic notions; that every person has the basic food
and shelter they need; that care is available to all preg-
nant women; that newborns and their mothers have
the appropriate services required; that young fami-
lies contending with unfamiliar experiences and new
financial pressures have helpful assistance, including
the lifelines and links of home visits if required; that
young children get an early start with positive social-
ization and educational experiences; that schools and
care organizations be alert for social circumstances
placing children in jeopardy; that those who are ill,
infirm and homebound have ready access to assis-
tance that meets them where they are; that those in
the late stages of life suffer as little pain, displacement,
and as little loss of dignity as possible. Although these
are social values around which beliefs are broad, the
public and private efforts to act upon them can often
be sporadic, disjointed, uncoordinated, with limited
follow-through—multiple organizations tending indi-
vidually to responsibilities for narrow segments of the
needs. Promising intersectoral and multisystem mod-
els have been demonstrated for high health care uti-
lizers—the so-called “hot spotters” (80)—through the
work of various organizations. The Camden Coalition
used targeted and tailored multi-faceted services with
a group of high cost, high utilizer individuals and re-
ported a 50% reduction in costs and hospital visits (81).
A community-oriented organization, Health Leads, us-
ing a multidisciplinary team-based model to address
connect high risk individuals with community-based
resources such as employment, health insurance, and
food, reported broad-based positive impact in reduc-
ing those needs (82). The Commonwealth Care Alliance
is a not-for-profit delivery system for complex medical
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nee patients served by Medicare and Medicaid. Using
multidisciplinary clinical teams, their Senior Care Plan
model reported nearly half the rate of hospital stays
of those in fee for service plans, as well as much low-
er medical spending growth over 5 years (83). These
promising results suggest the need to deepen the
partnership between clinical and social organizations
in the interest, first, of the patients served, but clearly
as well for community and financial sustainability.

Public Health and Safety Agencies

Public health holds society's front line responsibility
for identification and engagement of health threats
to the population. Many of the most important health
gains of the past century have come as a result of pub-
lic health measures ranging from those of sanitation
and hygiene to safer food, reductions in deaths among
mothers and babies, immunization and infection con-
trol programs, and on to campaigns on tobacco and
lifestyle issues. The effectiveness of public health has
long been dependent on a close relationship with the
clinical community, and, if the number and variety of
newly emerging diseases is increasing with population
expansion and ecosystem change—e.g. Lyme Disease,
HIV, SARS, Ebola, Zika, among others—the seamless
interface of public health and clinical care systems is
essential. Of related importance is the ability of public
health be able to draw upon, and share the results of,
emerging laboratory, genetic, GPS, information pro-
cessing, and crowd sourced data for strategic commu-
nitywide planning and response. Simply stated, public
health should be a central steward of system interfac-
es and strategic direction for better health throughout
the life course.

Schools and Pre-School Facilities

Virtually every child in the nation attends a school,
and, while education has to be the first priority for our
schools, for too many children, their school is the clos-
est thing they have to an agent with a dedicated inter-
est in their welfare. Beyond the fact that educational
level is the most powerful determinant of lifelong
health prospects, schools have also served as the an-
chor locus for community health interventions such as
immunizations, drug and alcohol use, teen pregnancy,
and health behavior efforts. If schools are to be able
to effectively manage their basic educational responsi-
bilities, while also helping advance the agendas of the
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health and social service sectors, the communication in-
terfaces with those sectors have to be as seamless and
fluid as possible, the data bases interoperable, and the
reward structures fully aligned.

Income and Payment Organizations

Employers have a clear incentive for keeping their
workforces healthy, as do those who manage the
health care payments for their employees and other
stakeholders. Although as a group, no sector may
have a greater stake in the long term health prospects
of the population as a whole, whether from a produc-
tivity or cost of care perspective, the current payment
systems, as well as the rate of turnover among em-
ployee groups and beneficiaries, all provide adverse
incentives for the longer term view needed. Shorter
term approaches oriented to value-based and bun-
dled payment models are of interest, as are account-
ability initiatives tailored to focusing payments on
proven interventions. But for these stakeholders to
be able to bring to bear their considerable influence
in the interest of system-wide strategies for better
health throughout the life course, the prevailing pay-
ment system will have to move more directly to one
that aims to improve overall population and commu-
nity-wide health outcomes, with accountability mea-
sures directed to and focused on system-wide perfor-
mance in improving health. Similarly, state flexibility
to use Medicaid and other categorical federal funding
to improve a shift to population-based care and ac-
countability structures may help reduce fragmenta-
tion and stimulate systems-oriented leadership and
integration at the community level.

Broadcast and Social Media

The nature of our digital lives is changing so rapidly,
it is difficult to know the trajectory of its evolution.
But it is clear that it is a rapidly spreading and global
force that is likely to have a very important influence
on health-related dynamics over the life course. The
use of social media, by virtue of its nature, has the
ability to instant cross lines of previously disparate
and separate sectors. Whether from the perspective
of the use of communication channels to influence
perspectives, or to draw attention to emerging prob-
lems, or to rally support for action, or to use crowd-
sourced data as a research tool, this is an arena of
direct relevance for life course strategies.
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Consumer Product Retailers

Marketing is a clearly established accelerant of human
behavior, for better or for worse. Television market-
ing in the 1950's and 1960's drove the ascendance of
cigarette use and pushed tobacco to the leading spot
among the nation’s killers. On the other hand, tele-
vised counter-tobacco marketing in the time from
1968 to 1970 yielded the historically steepest decline
in tobacco use, and actually led to some relief in the
tobacco industry when television advertising—and the
mandatory counter-ads—were eliminated. Advertising
of food products targeted to children clearly had an
impact on their attitudes and food choices, and prob-
ably on the rates of childhood obesity. The potential ef-
fectiveness of sustained social marketing strategies to
facilitate positive behavior change suggests that mar-
keting awareness is clearly relevant to conceptualizing
life course strategies for health improvement (84).

Law Enforcement and the Courts

The nation is currently experiencing a resurgence of
addiction, in this case fueled by increased use of opi-
oids by young people. Accordingly, we are reminded
of the central role of the law enforcement and the
courts in any strategy aimed at effective engagement
of those afflicted with addiction. Police have clearly
said “We can't arrest ourselves out of this problem.”
These circumstances, as well as those in which the first
surfacing of childhood endangerment may be in fam-
ily courts, underscore the critical importance of com-
mon agendas and strong and effective communication
channels between and among the justice, social ser-
vices, education and clinical care systems.

Community Commons Stewards

Sustained multi-system progress for health improve-
ment across the life course starts where people live,
work, and play. In part, health care organization leaders
can play a natural role in this respect. Hospitals can ad-
vance community-wide strategies for health improve-
ment, and have an economic incentive to do so, via
community benefit programs. Municipal public health
departments are poised to steward a coordinated
agenda linking health, community, and economy in de-
velopment efforts. Community agencies planning and
setting not only standards for food, sanitation, and en-
vironmental safety, but also standards for green space,
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for activity friendly building designs, for zoning in the
placement of fast food and alcohol outlets, for work-
ing with employers in the development of community-
wide initiatives, all can have important influences on
the extent to which a community culture of continuous
health improvement becomes a central element of a
community’s identity (85). Community leadership, with
the elected leader at the lead, is central to fostering
the bridges across sectors, and ensuring the establish-
ment and tracking of key indicators necessary for at-
tention and progress throughout the life course (86).

Vital Directions for Better Health Throughout
the Life Course

How can financing, accountability, technology, and
culture be aligned to foster system-wide transfor-
mation for better health over the life course?

With so many issues and stakeholders—in the face of
such complexity—how can a life course, systems-ori-
ented approach be envisioned, much less implement-
ed? Our view is that it is substantially achievable with
more effective use of the tools and aggregate resourc-
es already available and in use at some level today, but
which require the leadership and will to refine, imple-
ment, and spread: 1) health care financing that sup-
ports and rewards health improvement at the popula-
tion level, in addition to the best care for individuals;
2) a parsimonious set of validated core measures to
drive sustained systems-wide focus and accountability
for actionable factors most important to health—the
vital signs for our vital directions; 3) seamless digital
connectivity affording operative real-time interfaces
across sectors and across time; and 4) a transforma-
tive culture of health equity and continuous health im-
provement in every community throughout the nation.
Each can be accomplished, and is dependent only on
strong collaborative-minded public and private leader-
ship at every level—national, state, local, organization-
al, and individual (87, 88).

Vital Direction: Shift health care payments to financing
that rewards system-wide health improvement. Basic ex-
penditure principles—personal, private, and public—
include: know what you want, know its price, pay for its
delivery. Because for the prevailing health care financ-
ing pattern, none of these pertain, our payment model
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has resulted in substantial system distortions. With
larger and larger sums in play, health care payments
are made not for health outcomes or treatment pack-
ages, but for many—sometimes hundreds—of individ-
ual components; the prices of either those individual
components or their likely total cost is rarely known
until completion of a course of uncertain duration;
and, as noted, payments made are often unrelated to
delivery of results (89). The result is a fragmentation
of incentives down to a focus on the smallest possible
unit, rather than the overall performance of the system
for an individual or a population. We pay for illness, not
for health (90). If we are to forge effective interfaces
among the various system elements importantly shap-
ing health outcomes, then payments need to shift to
reward overall system performance in delivering those
outcomes, including incentives for more effective at-
tention to children at risk (91). Some prepaid health
plans—e.g. Kaiser Permanente, Group Health, parts of
Geisinger—are based on this philosophy and, as a re-
sult, tend to have more prominent community-facing
dimensions. The Centers for Medicare and Medicaid
Services has initiated a broad-based payment Learning
and Action Network with the aim of developing alter-
native payment models for accelerated transition from
payments for individual services, ultimately to a sys-
tem profile that maximizes payments based on value
delivered to a population (92). By assuming financial
responsibility for specific populations, health care or-
ganizations have a vested interest in better linking to
the community, including local health and social ser-
vice departments, schools, senior centers, and faith-
based institutions. What's required is a substantial
acceleration of the progress toward a health financing
system that clearly supports and rewards health im-
provement at the population level, in addition to the
best care for individuals (93).

Vital Direction: /nitiate multi-level standardized mea-
surement of system performance on core health indi-
ces. In order to make progress toward better health,
we must know where we stand—on representative
issues for each of the dimensions most important to
health: health care, social circumstances, environment,
health behaviors, individual and community engage-
ment, and, of course, health status. The challenge is
that if the measures are too numerous and are incon-
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sistently formulated from place to place and time to
time, they are ineffective and even counterproductive.
There remains an urgent need to align and condense
our current measurement approaches to a core set
of standardized measures reliably available for broad
comparison across institutions and across time. If our
restructured payment systems are aimed at a substan-
tially improved focus on results—on the performance
of the system in producing better health in the near
and the long term—then our assessment models must
be similarly designed to assess system performance.
Ironically, as we have become better able to measure
clinical activities, and as our focus on accountability
has imposed requirements for more measurements,
the result has actually been to shift focus away from
the performance of the system to the delivery of in-
dividual services. Moreover, multiple, often incompat-
ible approaches to measuring delivery of the same
service, have further complicated the issue. Across
clinical care, thousands of individual measures are col-
lected to measure results on hundreds of clinical con-
ditions, and without harmonization the opportunities
for reliable cross-institutional or system-wide lessons
are highly limited. On the grounds that a small set of
standardized and harmonized core measures, aimed
at system performance should be collected at every
level—national, state, communal, and, as indicated,
institutional—the Institute of Medicine’s recent report,
Vital Signs, recommends such core set. It proposes
just 15 core and composite measures of health, health
care, costs, and engagement, including measures such
as high school graduation rate, teen pregnancy rate,
and obesity. Additional refinement remains for prac-
tical implementation of the 15 measures at all levels,
but, again, this is a feasible potential tool to shift atten-
tion and action to broader and more effective system
interfaces and performance. We need vital signs to as-
sess and direct progress toward our vital directions.

Vital Direction: Speed development of a universally
accessible and interoperable digital health platform. The
most basic element defining a system is the network
of nodes important to a functional objective—improv-
ing health for a defined population—and basic to the
effectiveness of the system’s operation is the timeli-
ness and reliability of information flow among those
nodes. In a substantial departure from the historical

limits, we now have the practical possibility of virtually
instantaneous communication among the stakehold-
ers. The barriers that exist to achieving that possibility
are formidable, but they are not technically prohibitive.
Agreeing to standards for interoperability, assuring
their system-wide application, working out use and pri-
vacy protocols, ensuring interface and personal access
capacities for individuals, embedding analytic tools for
continuous learning, these are all feasible and their ac-
complishment would establish the infrastructure for
transformative multi-system, multi-sectoral, initiatives
enabling life course oriented strategies for health im-
provement. With our rapidly accelerating capacity for
real-time linkage and learning, we have in place the po-
tential to establish and grow a continuously learning
and improving health system.

Vital Direction: Foster awareness and action on a com-
munity culture of continuous health improvement. Ulti-
mately, transformative changes in health and health
care require transformative leadership and action at
the community level. Effective integration, application,
and assessment of multi-sector and multi-domain
strategies to mobilize the clinical, social service, edu-
cational, voluntary, commercial and related stakehold-
ers—to mobilize the citizenry—on behalf better health
for all, requires leadership to catalyze the emergence
of the community-wide vision of the possible. It takes
a culture change on many dimensions, away from one
that is focused on the narrow and proximate, to one
inspired by what is feasible to achieve, and how to
achieve it, for the issue that ultimately matters most
to people: their health, the health of their families and
the health of their neighbors. This is the aim, for ex-
ample, of the Culture of Health movement envisioned
by the Robert Wood Johnson Foundation (94). Building
on what has already been demonstrated on the abil-
ity to use a well-developed digital platform to improve
services and linkages and to accelerate knowledge and
evidence development, as well as what has been ac-
complished by continuous improvement initiatives in
health care and elsewhere, the beginnings of a move
toward a community culture of continuous health im-
provement are also in place. Using provisions of the
community benefit requirements in the tax code that
compel the many non-profit health care organizations
to assess and work toward meeting community needs,
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tools are available for community leaders to mobilize
support and movement toward a transformative com-
munity health culture.

Conclusion

Especially given the considerable resources available
and used in the American health care system, we are
substantially underperforming. On the other hand,
compelling and actionable knowledge is now available
about the ways in which health is shaped from its very
beginning by factors outside the health system, as well
as how engaging those factors more effectively can im-
prove health prospects over a lifetime. With the tools
available and the prospect of reinforcing leadership,
technical assistance, and policy initiative from the na-
tional, state, and private sectors, the possibility should
be at hand for better health prospects at the start of
life, throughout its course, and at its conclusion. By

aligning financial incentives, by employing measures
that drive attention and accountability to where it mat-
ters most, by taking advantage of the potentially stun-
ning power of the emerging digital platform, and by
determined efforts to strengthen community capacity
to catalyze necessary changes in community culture
and priority, substantial advances in health, health
care, and health equity is attainable for Americans.

Summary Recommendations for Vital Directions

1. Shift health care payments to financing that rewards system-wide health

improvement.

2. Initiate multi-level standardized measurement of system performance on core

health indices.

3. Speed development of a universally accessible and interoperable digital health

platform.

4. Foster awareness and action on a community culture of continuous health

improvement.
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