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INTEREST IN POPULATION HEALTH AND THE PROMOTION OF

greater collaboration between medical, public health,
and social service institutions has surged in recent
months.1 This approach adopts a comprehensive no-

tion of health determinants that are spread across domains
of behavioral risk, social and economic circumstances, en-
vironmental exposures, and medical care. The balance and
effects of many of these determinants, eg, availability of
healthy foods, parks and other safe places to play and ex-
ercise, exposure to environmental irritants, and safe hous-
ing, are specific to geographic locale.2

Although there is general enthusiasm for efforts to ad-
vance population health, strategies for tailoring ap-
proaches to specific locales are not well established. Of par-
ticular strategic interest is the need for developing population
health approaches for the 80% of US residents who live in
urban environments. While the diversity and fragmenta-
tion of services within cities pose formidable organiza-
tional challenges, there are several key attributes of urban
settings, if harnessed strategically, that offer opportunities
for potentially effective population health strategies.

Challenges to Improving Population Health
The most immediate challenge may be the extensive racial,
ethnic, and sociodemographic diversity within urban popu-
lations—subgroups that vary with regard to exposures, be-
haviors, and values, and among whom significant dispari-
ties may be masked by available data. The understanding
of community perspectives that can be essential for lever-
aging change within social groups may differ throughout a
population, requiring multiple tailored communication strat-
egies. Communities may not necessarily conform to geo-
graphic boundaries and the geopolitical boundaries and lay-
ers of jurisdiction may bear little social relevance to be
leveraged for health promotion. Furthermore, cities are
heterogeneous entities, such that nonclinical interventions
may be less transferable between them than, for example, a
chronic disease care model.

This diverse character of urban communities creates sig-
nificant accountability challenges for clinicians and health
care systems seeking to improve a community’s health. Al-
though a more rural institution may be fairly confident that
community investments will improve the health of “their”

patients, delivery systems investing in inner-city commu-
nities will inevitably be spending money on mostly “other
people’s” patients. This dynamic complicates return-on-
investment calculations by the health care sector for com-
munity engagement.

Outside the clinic, patients may be interacting haphaz-
ardly with the many layers of public- and nonprofit-sector
services available in cities. Without adequate communica-
tion and coordination, there may be little way for clini-
cians to know what community-based services are being pro-
vided for a patient, where, and by whom. Such fractured
accountability makes it easier for high-risk patients, who
are most in need of continuous and coordinated services to
benefit their health, to fall through the cracks.

Contemplating comprehensive population health im-
provement in this kind of complex urban setting can ini-
tially seem daunting; however, several creative approaches
may unlock the underlying potential for population health
improvement in US cities. The most promising opportuni-
ties capitalize on several key urban assets: the density of high-
risk patients, the proximity and availability of diverse ser-
vices, and the potential strength of community networks.

Opportunities in Urban Settings
Density of High-Risk Patients. The density of urban com-
munities contributes to geographic clustering of high-risk
patients, creating an opportunity for deploying interven-
tions where they can be most effective. Durham, North Caro-
lina, for example, provides public housing for both low-
income elderly and adult disabled persons. The collaborative
“Just for Us” program brings together multiple public agen-
cies and the Duke University Health System to embed pri-
mary care, mental health, and case management services
within these housing communities to deliver tailored ser-
vices to clusters of high-risk patients.3

Other approaches to caring for often-marginalized groups
allow for similarly unique efficiencies in population health
investment and planning. For example, black men are more
likely to die from hypertension and less likely to seek pre-
ventive care than any other group. Through embedding out-
reach services in the community hub of urban barbershops
and training barbers to check blood pressure and promote
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healthy behaviors, innovative programs in several cities are
engaging these men and successfully achieving improved
rates of blood pressure control.4

Proximity of Diverse Services. City residents often have
access to a high density of public, nonprofit, and academic-
based services. These services are often diminished by frag-
mentation, yet can be harnessed synergistically if certain bar-
riers are removed. The Breathe Easy at Home program in
Boston, Massachusetts, for example, was formed through a
partnership between city agencies, delivery systems, and non-
profit organizations. The program provides clinicians with
a link in the patient’s electronic medical record to initiate
referrals to the Boston Inspectional Services Department to
investigate if it is suspected that substandard conditions in
the home may be triggering a child’s asthma symptoms.5

A promising movement toward promoting interven-
tions across sectors is the increasing interest in a “health in
all policies” strategy, in which decision makers take health
effects into consideration in all public agencies, including
those without a traditional or statutory responsibility for
health. Recently endorsed by the Institute of Medicine, this
type of approach holds particular promise for leveraging the
community development, transportation services, and hous-
ing resources concentrated in urban areas to align with com-
munity health initiatives.6

Strength of Community Networks. Urban communities
may also have more community partners outside of the pub-
lic sector. For example, communities of faith are often among
the most respected and socially powerful organizations in
low-income neighborhoods. The Congregational Health Net-
work in Memphis, Tennessee, has shown that clergy and
other church representatives can promote better health by
serving as role models, helping individuals adopt healthier
lifestyles, encouraging use of community-based programs,
and serving as a link between congregants and the health
care system. As part of the program, enrolled congregants
are flagged by the health system’s electronic medical rec-
ord whenever admitted to the hospital. A hospital-
employed navigator visits the patient to determine his or
her needs and then works with a church liaison to arrange
postdischarge services and facilitate transition. This ap-
proach has resulted in reduced mortality, readmissions, and
health system costs along with improved patient satisfac-
tion.7

Looking Forward
The health care community is increasingly focused on the
triple aim of reducing health care costs, increasing health
care quality, and improving population health. Several key
provisions of the Affordable Care Act highlight the popu-
lation health tenet, including new payment arrangements
seeking to reward improved health rather than services de-
livered, and strengthening Internal Revenue Service require-
ments for tax-exempt hospitals to demonstrate meaningful

efforts to improve the health of the communities they serve.
The success of these efforts will depend, to a significant ex-
tent, on reducing barriers between the local health care sys-
tems, public health departments, and community partners
with experience and expertise in addressing the determi-
nants of health beyond the traditional purview of health care.
Promoting these collaborative approaches will require ad-
justment of our understanding of how multisectoral mod-
els must adapt to the needs of different communities.

These efforts represent the early stages of understanding
how to build durable strategies to improve population health.
Much like the ongoing redesign of primary care practices
into medical homes, for which interdisciplinary models are
reimagining traditional roles to create more effective care
teams, the “population health practice” will need to elimi-
nate siloes derived from historically misaligned incentives
so that partners operate together at the top of their respec-
tive abilities. This will require an organizing framework for
which a broadly conceived network of stakeholders nego-
tiates complementary roles and is held accountable for com-
mon goals.

Nowhere is this more critical than in the urban setting,
where the fragmentation and accountability challenges of
the current health system are particularly pronounced. De-
spite these challenges, there are uniquely urban opportu-
nities in the scale, density, and proximity of communities
and services. With leadership and governance willing to think
broadly about these assets, US cities are well positioned for
innovative approaches for improving population health.
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