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Population Health is a new discipline, at least as so named. Years ago it fell under 
the rubric of “Health Promotion and Disease Prevention,” but now is a field of 
specialization that is embraced by public health professionals, medical school 
leaders, hospital CEO’s, and a broad spectrum of health care providers. It is time 
to understand the goals of Population Health and to be willing to participate in its 
application. 

The Population Health shift is one from a hospital-oriented, disease-driven model 
to one of promoting and maintaining the overall health outcomes within a 
population.  This is accomplished by having health-care providers practice 
evidence- based medicine in a cost-effective manner, and by dealing with the 
multiple determinants that influence health. These determinants include patient 
education, housing, the environment, social and family factors, monitoring and 
dealing with chronic illness, and establishing a culture of wellness in the 
community. 

A culture of health and wellness promotes healthy living - lifestyles that foster 
good health. Examples include a healthy diet, physical activity, avoidance of 
smoking and of excess alcohol, behavioral risk reduction, and regular health 
evaluation. Many of these programs are initiated in the workplace by employers, 
who find that a healthy workforce is more productive and has a decrease in 
absenteeism, giving the companies a competitive advantage. Goals can be 
achieved by the use of behavioral economics - rewarding healthy choices and 
taxing the unhealthy ones. 



The Institute for Healthcare Improvement (IHI) has recommended the Triple Aim 
program for systems designed to improve population health care:  

1. Improving the overall health of a defined population 
2. Improving the individual experience of care for members of the 

population 
3. Lowering the cost of providing care per capita.  

In essence: Better care, better care experience, and lower cost.   

To Achieve the Triple Aim there are Five essential goals:  

1. Keeping the well, well 
2. Reducing health risks 
3. Providing quick access to care for acute illness so that health does not 

deteriorate 
4. Managing chronic illness to prevent complications 
5. Getting those with complex or catastrophic illness to centers of 

excellence or compassionate care settings. 

The overall goal is to reduce hospitalizations, minimize health emergencies, and 
improve health and wellness. The four pillars of population health are: 

1. Care Management 
2. Quality and Safety 
3. Public Health 
4. Health Policy.  

Achieving these lofty goals requires organization and a setting for health 
promotion, prevention, and screening. An example is the patient-centered 
medical home (PCMH). The PCMH is a team-based practice, centered on primary 
care, that is comprehensive, accessible, coordinated, and committed to quality 
and safety. The emphasis is on patient self-care and behavioral change. Such an 
organization may include entire geographical areas to harness community 
resources to optimize and sustain population-based services.  



An example of a state-wide effort is the North Carolina Health Improvement Plan, 
Healthy North Carolina 2020.  It includes 13 focus areas and 40 objectives for 
North Carolina communities and organizations to deal with conditions that will 
have the greatest impact on population health. The Healthy NC Improvement App 
is a web-based free resource  built upon the U.S. Department of Health and 
Human Services Quality Aims to select interventions that suit individual 
communities and to help establish population health facilities in those 
communities. 

It is time to understand the concepts and get on board with the program, as its 
benefits may be enormous. 


