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The need to improve population health is critical. This com-
mentary explores how the Patient Protection and Affordable 
Care Act of 2010 (ACA) can help us improve population 
health, highlights some of the actions North Carolina has 
taken in response to the ACA’s provisions, and discusses the 
value of health investments in the future.

The United States faces a critical need for improved pop-
ulation health. Compared with 16 other wealthy coun-

tries, the United States ranks last in life expectancy, and the 
gap between the United States and the top countries has 
increased over the past 3 decades. Worse, investments in 
health care in the United States are an abysmal value; the 
United States spends almost double what other wealthy 
nations do on health care, with scant improvement in out-
comes to show for it [1]. North Carolina, unfortunately, ranks 
33rd among US states in overall population health [2].

Adding to this “value crisis” is the unsustainable increase 
in US health care expenditures, which are spiraling out of con-
trol and are expected to reach 19.6% of the gross domestic 
product by 2021, up from 17.9% in 2010 [3]. Lack of availabil-
ity of medical care and poor quality of care account for only 
10% to 15% of preventable mortality in the United States; 
the remaining 85% to 90% is determined by factors such as 
level of education, behavioral choices, the physical environ-
ment, and socioeconomic conditions [4]. The sharply climb-
ing costs of health care, combined with the current focus on 
governmental austerity at the federal, state, and local levels, 
will make it very difficult to achieve further investments in 
health. These sobering facts make it clear that fundamental 
changes are needed in US health policy. 

The Patient Protection and Affordable Care Act of 2010 
(ACA) will cause the most extensive changes in national 
health policy in decades. In this commentary we outline the 
provisions of the ACA that can impact population health, 
describe North Carolina’s actions relating to the opportu-
nities the ACA provides, explore what may be required to 
improve population health, and discuss the value of our 
health investments in the future.

Provisions of the ACA Relating to Population Health

The ACA provides several important opportunities to 
improve population health. One such opportunity, which is 

perhaps not well known to the general public, is the Internal 
Revenue Service’s requirement that nonprofit hospitals 
complete a community health needs assessment (CHNA) 
every 3 years and report every year on how they are, or are 
not, addressing the identified needs [5]. Because local pub-
lic health departments have been doing CHNAs for many 
years and have been making efforts to improve community 
health, this ACA requirement provides a fertile opportunity 
for hospitals and health departments to collaborate on the 
assessment and improvement of population health.

Another ACA requirement is that a National Quality 
Strategy be implemented by the federal government and 
monitored yearly [6]. The National Quality Strategy is 
framed around the Triple Aim approach created by the 
Institute for Healthcare Improvement; the 3 components of 
the Triple Aim are population health improvement, improved 
quality of care, and lower costs [7]. The use of the Triple Aim 
framework emphasizes the importance of population health 
improvement and the role of the health care system in bring-
ing about that improvement.

The ACA also created the Center for Medicare & Medicaid 
Innovations (CMMI) [8, 9] within the Centers for Medicare 
& Medicaid Services (CMS) in order to test innovative pay-
ment and service delivery models designed to reduce costs 
while preserving or enhancing the quality of care for those 
who receive Medicare, Medicaid, or Children’s Health 
Insurance Program (CHIP) benefits. The CMMI primarily 
focuses on clinical care, and one of the models being tested 
is the accountable care organization (ACO) [10]. An ACO is 
comprised of staff from hospitals and health care agencies, 
physicians and other practitioners, administrators, and oth-
ers who work as a team to control costs for a defined patient 
population. Presently most ACOs are organized around 
providing primary care for the Medicare population, but if 
ACOs are successful, they may eventually be used to care 
for Medicaid recipients and other populations. The CMS 
provides a financial incentive for these ACOs to form and 
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to collaborate on patient management by sharing with them 
the Medicare cost savings that result from improved coor-
dination of care. One major uncertainty about the future of 
ACOs is the extent to which they will focus on population 
health in a community or region rather than focusing solely 
on the subpopulation of patients they cover [11].

Finally, the ACA created the Prevention and Public 
Health Fund to expand investments in prevention and public 
health programs in order to improve health outcomes [12]. 
This fund supports numerous initiatives aimed at improv-
ing population health, such as community transformation 
grants (CTGs). CTGs provide funding for the design and 
implementation of community-level programs that prevent 
chronic diseases—such as cancer, diabetes, and heart dis-
ease—by engaging partners from multiple sectors, includ-
ing education, transportation, business, and faith-based 
organizations. The Prevention and Public Health Fund also 
supports the National Public Health Improvement Initiative 
(NPHII), which helps state, tribal, local, and territorial health 
departments make major enhancements to their organiza-
tions and services by using quality improvement (QI) [13]. A 
list of other important programs in North Carolina that are 
supported by this fund can be found on the US Department 
of Health & Human Services Web site (http://www.hhs.gov/
aca/prevention/nc.html) [14].

North Carolina’s Response to the ACA

The Prevention and Public Health Fund holds great 
promise for further increasing the impact of state and 
local public health departments. North Carolina’s Division 
of Public Health (DPH) has been very successful in gar-
nering Prevention and Public Health Fund grants that can 
impact population health. For instance, North Carolina 
was awarded one of the largest CTGs in the country. This 
grant will fund regional efforts across the state to improve 
access to physical activity and healthy eating, to promote 
tobacco-free living, and to improve preventive and primary 
care for hypertension and diabetes. The project’s aim is to 
decrease chronic diseases by making the healthy choice the 
easy choice. The North Carolina CTG will provide more than 
$7.4 million per year for 5 years, to be invested statewide. 
The money funds 10 multicounty collaboratives, led by local 
health departments, which cover 98 of the state’s 100 coun-
ties (Wake County and Mecklenburg County were excluded 
due to federal grant requirements). These collaboratives are 
using the funding to improve community health by imple-
menting changes such as smoke-free multi-unit housing, 
joint use agreements that increase access to physical activ-
ity facilities, and new or enhanced farmers’ markets. These 
community changes are linked with quality initiatives in pri-
mary care practices that address high blood pressure, high 
cholesterol, and tobacco use. Efforts of the CTG project also 
target health disparities and promote health equity.  

North Carolina has been a national leader in the NPHII 
program by building QI capacity across the state’s pub-

lic health system. In addition, North Carolina was 1 of only  
14 states that received additional funding through a com-
petitive grant process; this award is being used to enhance 
the capacities of the North Carolina State Center for Health 
Statistics by developing and implementing a centralized data 
resource, HealthStats (which provides interactive data on 
the health status of North Carolinians), and by planning and 
developing the requirements for an electronic death regis-
tration system. Through its NPHII program, North Carolina 
has provided comprehensive QI training and QI support to 
teams from 16 DPH programs and partners. The 16 QI proj-
ects carried out by these teams, with the support of the 
North Carolina Center for Public Health Quality (CPHQ), 
have resulted in substantial improvements in program ser-
vices and efficiency and have already generated an esti-
mated $4.8 million in cost savings for the citizens of North 
Carolina. (This estimate is based on an internal 2-year eco-
nomic impact analysis of 6 of the 16 QI projects). In addition, 
the CPHQ has provided advanced training for approximately 
50 QI advisers, who are leading QI efforts at the DPH and 
in local health departments. Likewise, the North Carolina 
State Center for Health Statistics has successfully increased 
its capacity through NPHII efforts. For example, the center’s 
Vital Records Special Registration Unit recently increased its 
productivity by 97%, and it has reduced the waiting time for 
special record requests.

North Carolina was one of the first states to adopt 
the Triple Aim initiative as an improvement framework. 
Triple Aim efforts in North Carolina began in 2008 and 
have involved community projects led by Vidant Health, 
Cape Fear Valley Hospital, Caldwell Memorial Hospital, 
CaroMont Health, and the Western North Carolina Health 
Network. Although many of these efforts were initiated by 
hospitals, all have included the involvement of local health 
departments, Community Care of North Carolina networks, 
the North Carolina Area Health Education Center (AHEC) 
Program, and other community partners. In addition, North 
Carolina has been readily adding new ACO models. There 
are 6 ACOs currently under way in the state [15]. 

North Carolina’s hospitals and health departments have 
been actively collaborating on the ACA’s requirements for 
CHNAs. In 2010 the North Carolina Hospital Association 
began hosting monthly collaborative meetings with the DPH, 
the North Carolina Association of Local Health Directors, 
university public health leaders, and other stakeholders to 
determine how to leverage these new requirements to ben-
efit population health. Some key actions have promoted 
widespread collaboration among health departments and 
hospitals. For example, in 2011 the State Health Director and 
the President of the North Carolina Hospital Association 
sent a joint letter to all hospital chief executive officers and 
public health directors to encourage them to collaborate on 
CHNA efforts. The North Carolina Local Health Department 
Accreditation Board altered their requirement for CHNA 
frequency (every 4 years) so that it would align with the 
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ACA requirements for hospitals (every 3 years). In 2012, 
the North Carolina Community Health Assessment and 
Improvement Collaborative was formed and launched a pub-
lic health/hospital innovation community. The collaborative 
included 5 communities: Alamance County, Dare County, 
Davidson County, Pitt County, and 16 counties in Western 
North Carolina that are working together. These communi-
ties collaborated with academic experts to create new mod-
els for using joint hospital/public health CHNAs to improve 
community health. As a result of these efforts, the Institute 
for Healthcare Improvement recently recognized North 
Carolina as a national leader in this groundbreaking work.

Ever since the ACA was passed, local health departments 
have been trying to predict how this legislation will impact 
their future directions and vision. In 2011, 28 local and state 
public health leaders formed the 2011 North Carolina Public 
Health Task Force to create a blueprint for the future. This 
ongoing planning exposed a need to better explain to state 
and local leaders and to the general public what public 
health is and what public health professionals do. The plan-
ning also reinforced the importance of boards of health for 
public oversight. Strategic planning is now even more urgent, 
because some counties are consolidating human services 
agencies and eliminating their boards of health.

Looking to the Future

Looking ahead at our country’s long-term well-being, 
there are 2 certainties regarding health policies, regard-
less of the impact of the ACA. First, the United States must 
address its unsustainable rise in health care costs. Second, 
we cannot effectively address rising health care costs with-
out improving the health of our population. For example, 
by decreasing rates of obesity, reducing tobacco use, and 
promoting healthy behaviors, we can hopefully lessen the 
overall burden on our health care system. Keeping these 
premises in mind, the public health and health care sectors 
must collaborate to improve population health. The level of 
collaboration (often via community partnerships) and its 
focus on population health will require numerous purposeful 
changes in workforces, organizations, and resources in order 
to successfully improve population health. North Carolina’s 
health care and public health leaders should aim to stay 
ahead of the curve on these issues in order to benefit our 
state and its citizens.

To effectively and efficiently improve population health, 
community partners need to know what methods work best 
to address the health needs of the population. Evidence-
based interventions (EBIs), such as North Carolina’s Tobacco 
Quit Line, are validated approaches to improving health, but 
there are far fewer population health EBIs than will likely be 
needed. The Institute of Medicine of the National Academies 
has therefore recommended greater investment in popu-
lation health research [16]. Perhaps even more important, 
as the North Carolina Institute of Medicine recommends, 
community partners need assistance with the selection and 

implementation of EBIs [17]. The DPH is presently partner-
ing with local health departments, academic partners, the 
Center for Healthy North Carolina, and the CPHQ to develop 
a package of resources for communities to help them select 
and implement population health EBIs.

Additional workforce deficiencies must be addressed 
across the public health and health care sectors. Members 
of the current workforce and the future workforce (eg, nurs-
ing, medical, and public health students) will need to learn 
more about population health and QI. Knowledge and skills 
in these areas, if taught in a coordinated, standardized way, 
will provide a common language for successful implemen-
tation of population health EBIs. In addition, collaborative 
leadership skills will be required to work across sectors and 
in diverse partnerships. Continuing education providers such 
as the North Carolina AHEC Program and the North Carolina 
Institute for Public Health, as well as the state’s many health 
professional schools, will need to work together to address 
these needs.

We will need innovation in organizational design to iden-
tify the governance and operational structures that can 
most effectively improve population health. The recently 
developed “collective impact” framework [18] appears to be 
a promising, comprehensive guide for designing these struc-
tures. This framework includes the following key strategies 
for a successful partnership: a common agenda, shared 
measurement systems, mutually reinforcing activities, con-
tinuous communication, and management by a “backbone” 
organization. In addition, community partnerships that 
address population health will need to be supported by new, 
creative financial models [19]. Public health funding is woe-
fully inadequate, and this seems unlikely to change given 
the current focus on governmental austerity [16, 20]. The 
ACA’s requirement that nonprofit hospitals perform CHNAs 
provides a remarkable opportunity for creative partnerships, 
as hospitals are now required to provide greater justifica-
tion to the Internal Revenue Service regarding the money 
they spend on community benefit activities. The North 
Carolina Community Health Assessment and Improvement 
Collaborative and other collaborations across the state can 
provide a platform for exploring innovative financial models.

Finally, another important gap is the lack of timely 
and actionable population health outcomes data to guide 
local community improvement efforts. To be actionable in 
improvement efforts, data must be timely [21], but most pop-
ulation health data at the local level are several years old, and 
often 3–5 years of data are combined into “moving averages” 
[22]. The increasing prevalence of electronic health records, 
surveillance systems, disease registries, and health informa-
tion exchanges offers promise for addressing this gap.

Conclusion 

The ACA is intended to revolutionize the quality of our 
health system, to help reduce health care costs, and to 
improve population health. This is a major undertaking for 
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a federal law that must be implemented in 50 states, many 
of which face significant political and/or public opposition 
to the legislation. How this new law will impact popula-
tion health is difficult to predict at this time. Nevertheless, 
there are numerous activities under way in North Carolina 
that have the potential to positively affect our population’s 
health. Regardless of the future impact of the ACA, improv-
ing population health will be crucial to our state’s well-
being.  
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