INVITED COMMENTARY

The Case for Integrated Health Improvement

Gibbie Harris, Heather Gates

Health, clinical, and regulatory factors are driving significant
change in health and health care, leading to an increased
emphasis on cost, quality, and results. To improve the
well-being of all populations, we must focus on connectiv-
ity within a functional, communitywide network of diverse
partners.

It is increasingly clear that we cannot afford to work in
silos; only by working collaboratively can we meet our
goals for cost-effective care and positive health outcomes.
Indeed, significant improvements in the health of any popu-
lation can only happen with intentional focus and connectiv-
ity at both the macro and micro levels. Whether the goal is
to improve the overall health of a region, a county, a specific
insured population, or the patients of a particular clinical
practice, an integrated health improvement framework can
serve as the foundation and support for this complex work.
An integrated health improvement framework involves
community and population health improvement, use of a
collective impact approach, and a process that focuses on
shared goals and agreed-upon plans and strategies. There
must also be an expectation that everyone will work toward
implementing evidence-based practices within and across
organizations and partnerships to assure that investments
achieve optimal results.

The Current Health Care System

Health care delivery systems are facing a tremendous
shift in their business model but have been given limited
financial incentives to support the changes they are expected
to make. Health systems are striving for improvements in
service, quality, and outcomes while making the leap from
volume- to value-based markets [1]. Health systems are
also being encouraged to connect with an array of clinical
and community partners in new ways as part of a growing
focus on population health improvement. To support their
population health strategy, health delivery systems should
use “seamless care across settings” and “mature commu-
nity partnerships” [2].

Like other components of the health system, public health
departments are being pushed toward greater accountabil-
ity, increased standardization, greater focus on quality, and
results-driven health improvements. Over the past several
years, heightened focus on the accreditation of local health
departments [3] and on continuous quality improvement

[4] has enhanced accountability and encouraged greater
use of evidence-based approaches. However, much of the
community-based work that affects population health
occurs through the efforts of private community-based
organizations, faith communities, hospitals, and other enti-
ties. All partners must work together to increase account-
ability and use of evidence-based practices as they work to
improve health.

In addition, increasing recognition of the significant
impact of social determinants on health is requiring a reeval-
uation of the strategies and partners needed to improve clin-
ical and community outcomes. The County Health Rankings
program of the Robert Wood Johnson Foundation is based
on a model of population health that emphasizes the many
factors that can be improved to help make communities
healthier places to live, learn, work, and play. Building on
the work of America's Health Rankings, the University of
Wisconsin Population Health Institute has been using this
model to rank all counties in the United States since 2003
[5]. Research has demonstrated that clinical services and
behavior change are important to improving health in com-
munities; however, social determinants—such as education,
housing, employment, and transportation—are the major
influences on population health in a community. Addressing
these issues requires going beyond the typical boundaries
of medicine and public health and engaging many other ele-
ments of the community.

Population Health

There is growing recognition that the health and social
issues affecting the well-being of communities and the
health of specific populations cannot be addressed suffi-
ciently by any one organization. A frequently cited defini-
tion for population health is “the health outcomes of a group
of individuals, including the distribution of such outcomes
within the group” [6]. In practice, adoption of this broad
definition of population health requires a common language
and a shared understanding as we work with a continuum of
partners who have different roles and who work with vari-
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ous populations [7]—such as individuals with a particular
type of health insurance coverage, residents of a county, or
a group of patients served by the same clinical providers.
The fact that different health agencies, interventions, and
strategies are focused on different subsets of the popula-
tion should not be a barrier to collective work on population
health approaches. Rather, these differences remind us how
critical it is that we understand overlapping roles, contribu-
tions, and interests and work to better align them. We need
to direct renewed attention to the question of how we can
connect in ways that drive strategic conversations, action,
and results.

Greater Community Connectivity

All sectors, including those that have not traditionally
thought of themselves as part of the health system, will have
to find new ways of working together if we are to deliver the
significant health outcomes and savings that are expected.
Complicated challenges within and across key health orga-
nizations must be addressed, and solutions will likely range
broadly—including shifts in financing mechanisms, improve-
ments in technical infrastructure, new workforce skills, and
better connectivity and referrals between organizations.
Significant improvements in health outcomes will require
the development of a coordinated and connected communi-
tywide approach that can support these changes.

The impacts of poor health and costly systems of care
are far-reaching, and the improvement of health and health
care will involve complex social issues. Transformation of
health and health care can be best supported by connecting
evidence-based strategies and the entities that are work-

ing to implement them. Such a collective impact approach
[8] involves the commitment of a group of actors from dif-
ferent sectors. It must include a common agenda; a shared
measurement system; mutually reinforcing activities coordi-
nated through a plan of action; continuous communication;
and the presence of a coordinating entity, which can serve as
the backbone for the entire system. When collective impact
initiatives are effective, “new solutions are discovered that
bridge the needs of multiple organizations or are only fea-
sible when organizations work together” [9]. The collective
impact model can improve communication and working rela-
tionships and increase accountability. As Figure 1shows, the
collective impact infrastructure supports the involvement of
the entire community in different levels of work, the connec-
tivity of communitywide efforts, and the ongoing develop-
ment of public will to sustain action and improvements.

Community Health Improvement

The community health improvement process is emerging
as a national standard for community engagement in both
the public health and hospital arenas; it can add support and
structure to the collective impact model and can better inform
the work of population health. This can provide a framework
for the efforts of both clinical and community organizations
as they come together to address a community's priority
health issues. Key features of this work include engaging
community members and local partners in a meaningful way,
addressing social determinants of health, and using quality
improvement and quality planning techniques [10].

This integrated communitywide health process takes
a collective impact approach to the health improvement
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Infrastructure of a Collective Impact Initiative

Steering
Committee
Working Grou;

ps

Comm_mity Men_1_.bers

Cascading Levels of Collaboration

COMMON AGENDA

Copyright © Stanford Social Innovation Review. Reprinted with permission. Graphics originally appeared in “Embracing
Emergence: How Collective Impact Addresses Complexity,” January 21, 2013, SSIR Online. Source article can be found
here: http://www.ssireview.org/blog/entry/embracing_emergence_how_collective_impact_addresses_complexity.

Governance, Vision,
and Strategy

(Shared measures)

Action Planning

Execution

Public
wil

a4

NCMJ voL. 75, NO. 6

NCMEDICALJOURNAL.COM



cycle, which includes community health assessment, plan-
ning, action, and evaluation. These elements connect and
align within an intentional system to advance the health
of an entire population. The system is strengthened by the
implementation of evidence-based practices that target the
community’s focus areas. Another necessary component of
success is the engagement of a broad spectrum of the com-
munity in a true partnership that allows for joint decision
making and facilitates communitywide ownership of the
effort. Pestronk and colleagues suggest, “collaborative com-
munity health assessment and community health improve-
ment processes should be standard practice everywhere”
[11].

New collaborations have arisen from the requirement that
nonprofit hospitals conduct community health needs assess-
ments and adopt implementation strategies [12]. For exam-
ple, this requirement created a catalyst for many hospitals
and health departments to work collaboratively to meet these
requirements, and many of them have gone beyond compli-
ance to work collectively on communitywide plans and issues.
Strengthening partnerships among health care systems, pub-
lic health departments, and other community partners is
challenging, as it requires bridging cultures, clarifying roles,
and sometimes seeking support from a neutral convener, but
the potential benefit is worth the effort [11, 13]. [Editor’s note:
The sidebar by Gates and Harris on pages 404-405 provides
a case study of such work in Western North Carolina.]

Evidence-Based Practice

Sackett and colleagues [14] defined evidence-based
practice in clinical medicine as follows:

Evidence based medicine is the conscientious, explicit, and
judicious use of current best evidence in making decisions
about the care of individual patients. The practice of evi-
dence based medicine means integrating individual clinical
expertise with the best available external clinical evidence
from systematic research.

Organizations that maintain fidelity to evidence-based
practices appear to achieve and sustain the best outcomes.
In public health, evidence-based practice incorporates
scientific evidence into management decisions, program
implementation, clinical services, and policy development
[15]. Using evidence-based strategies in public health yields
many benefits, including not only an increase in public
resource efficiency but also an increased likelihood of suc-
cess for programs, clinical interventions, and policies imple-
mented at the state or local level [15].

A Best Practices Workgroup convened by the Centers for
Disease Control and Prevention classified evidence-based
practices into 4 stages (See Table 1) [16]. On one end of the
continuum are “emerging" practices that are supported only
by in-progress evaluations or field-based summaries. At the
other end of the continuum, “best” or “proven” practices are
supported by the most rigorous assessments, such as sys-
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TABLE 1.
A Continuum of 4 Stages of Evidence-Based Practice

Emerging practices

These practices are supported by field-based summaries or evaluations
in progress that show some evidence of effectiveness and plausible
evidence of reach, feasibility, sustainability, and transferability.

Promising practices

These practices are supported by unpublished intervention evaluations
that have not been peer reviewed but which demonstrate some evidence
of effectiveness, reach, feasibility, sustainability, and transferability.

Leading practices

These practices are supported by peer-reviewed studies or by
nonsystematic review of published intervention evaluations that show
growing evidence of effectiveness and some combination of evidence of
reach, feasibility, sustainability, and transferability.

Best practices

These practices are supported by the most rigorous assessments,
including systematic reviews of research and evaluation studies
that show evidence of effectiveness and growing evidence of reach,
feasibility, sustainability, and transferability.

Source: These definitions of the 4 stages are excerpted from Spencer et al [16].

tematic reviews and evaluation studies [16]. This continuum
can serve as a guide for communities that are attempting
to approach population health holistically, effectively, and
efficiently.

If all parties can agree on the benefits of utilizing prac-
tices that have been researched and found to be effective,
this shared understanding can provide common ground for
moving forward with strategies that cross health sectors and
for collectively securing sufficient resources to implement
these strategies. Not only can evidence-based strategies
help guide specific interventions, but there is also growing
evidence that such strategies can be combined for optimal
results.

Conclusion

Public health professionals and other health care lead-
ers are being nudged to integrate their strategies in new
ways as they respond to increasing financial pressures and a
growing push to create health, rather than just treat illness.
Although envisioning and executing a population health
strategy is complex, the potential for enhanced connectivity
has exciting implications for the health of our communities.
Implementation of evidence-based approaches will require
arange of changes in the operations of many cross-sectored
partners—both collectively and separately. Fortunately a
growing body of evidence supports this approach, and there
are many opportunities and potential points of connection.

If we are to collectively create a sustainable solution, it is
crucial that we find a way to adequately resource all aspects
of this work. Collective success in improving health out-
comes depends on an integrated process that is supported
by a functional framework that aids all elements of the sys-
tem and helps them work together, regardless of how part-
ners define their specific target populations. As Pestronk
and colleagues recently noted, “Effective collaboration will
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require intent and patience as very different cultures come
to know each other better. Leadership must encourage the
awkward steps that will no doubt precede the more elegant
and practiced choreography of effective collaborations”
[11]. NCM
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