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Objectives:

• By the end of this session, participants will be able to:

• Identify the basic elements and definitions of population 

health, 

• Discuss successful population health initiatives, and 

• Learn strategies for implementing and testing population 

health initiatives 







What is “Population Health?”

The health outcomes of a group of 

individuals, including the distribution of 

such outcomes within the group.

Sources:  Kindig, DA, Stoddart G. (2003). What is population 

health? American Journal of Public Health, 93, 366-369;  Kindig DA. 

(2007). Understanding Population Health Terminology. Milbank 

Quarterly, 85(1), 139-161.

http://ajph.aphapublications.org/cgi/content/abstract/93/3/380
http://www3.interscience.wiley.com/journal/118541248/abstract?CRETRY=1&SRETRY=0


What “Health Outcomes” are we Interested In 

Most?

• Mortality (early death)

• Morbidity (illness)

• Chronic diseases (diabetes, cancer, heart 

disease, stroke, kidney disease, etc.)

• Acute diseases (pneumonia, influenza, 

hepatitis, sexually transmitted diseases, sepsis, 

etc.)

• Quality of Care/Quality of Life

• Excess Health Care Costs (Hospital 

Readmission)



What ”Groups” are We Interested in Most? 

•Racial/ethnic groups

•Geographic groups (urban/rural, cities, 

counties, states, nations)

•Gender groups

•Socioeconomic status groups

•Age Groups



How do we Consider the “Distribution of Health 

Outcomes?”

• Descriptive Epidemiology

• Calculation of rates (e.g., deaths per 100,000 

population) of deaths and/or diseases in a 

population from state/national databases

• Per patient health care costs from electronic 

health records

• GIS mapping of health outcomes



Start with Demographic of NC



Infant Mortality 

U.S. 2016 – IMR 5.9 vs NC 7.2







N.C. 2018  Ranked Leading Causes of Death 







U.S. Years of Potential Life Lost before age 75



Age-adjusted Prevalence of Obesity and Diagnosed 

Diabetes Among US Adults

Obesity (BMI ≥30 kg/m2)

Diabetes

1994

1994

2000

2000

No Data       <14.0%        14.0%–17.9%        18.0%–21.9%       22.0%–25.9%      

> 26.0%

No Data         <4.5%         4.5%–5.9%           6.0%–7.4%        7.5%–8.9%            

>9.0%
CDC’s Division of Diabetes Translation. United States Surveillance System available at 

http://www.cdc.gov/diabetes/data

2015

2015







Source:  The UC Atlas of Global Inequality (http://ucatlas.ucsc.edu/spend.php

http://ucatlas.ucsc.edu/spend.php


“Population Health” is also a framework

• ‘Population health’ aligns components of the health 

system.

• Integrates with care delivery and

• Social systems that contribute to health.

• “Population health” is more than outcomes of care in the 

care delivery system because includes:

• Determinants of health

• Activities that improve population health

• Aligns with Triple Aim – excellent quality care, lower costs, 

improving health of the population.



Population Health as Framework
“Determinants of Health”

Healthcare System



Social Determinants of Health

• The World Health Organization defines the social 

determinants of health as:

“the circumstances in which people are born, grow 

up, live, work and age, and the systems put in 

place to deal with illness.

These circumstances are in turn shaped by a 

wider set of forces: economics, social policies, 

and politics.”  



North Carolina Social Determinants of 

Health by Regions



Population Health as Framework:

“Activities that improve the health of populations”

• Linked to the primary enterprise of public health:

• Establish conditions in communities where people live healthy lives

• Public health activities promote healthy lifestyles through:

• Health education

• Protecting against environmental hazards

• Controlling infectious diseases

• Preparing for and responding to disasters

• Promoting healthcare equity, quality, and access. 



Activities that harm 

health of 

populations.  Let’s 

improve these! 

Factors we can 

intervene on!



How to get to Population Health 

Improvement?

• Collaborate with agencies that have the power to shape 

the environment, influence behaviors in the target 

population, and influence policy.

• From a healthcare system perspective, collaborate with 

the public health system. 

• Support prevention and wellness –Pitt Partners for Health

• Implement community-based team approaches to coordinate 

healthcare and other community resources – NCCARES360

• NC Healthy People 2030

• Invest in education, economic, and workforce 

development 

• Produce long-term health care savings/  



What is Public Health?

• The science of protecting and 

improving the health of families and 

communities through 

• promotion of healthy lifestyles

• research for disease and injury 

prevention

• detection and control of infectious 

diseases.



Public Health System

Source: Public Health Practice Program Office, Centers for Disease Control and Prevention , National Public Health Performance    
Standards Program, User Guide (first edition), 2002. (Current version available at www.cdc.gov/nphpsp)
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NC Healthy  People 2030

• US DHHS since 1990

• NC version Healthy People 2030 –

• NC DHHS, Division of Public Health

Long-term sustainable improvements in the health and well-being of

North Carolinians will only occur by addressing the social, economic, and

place-based challenges that keep people from achieving optimal health.

National and state public health leaders are focusing on health equity

by shifting focus from individual health topics to overall drivers of health

outcomes, including social and economic factors, physical environment,

health behaviors, and clinical care.



Population Health Model used by  NC Healthy People 2030  NC



Task Groups 

prioritized 

Health 

Equity –

Indicators 

related to 

Health 

Disparities



County Health Rankings

• www.countyhealthrankings.org

http://www.countyhealthrankings.org/




• Health ENC coordinates a regional Community Health 

Needs Assessment in 33 counties of eastern North 

Carolina.

• 22 hospitals, 23 local health departments/districts 

• Initiated in 2015 by the Office of Health Access in the 

Brody School of Medicine at East Carolina University.

• Health ENC grew out of conversations with health care 

leaders about improving the CHNA process in eastern 

North Carolina.

• Data!! 

• https://www.healthenc.org/



NCCARES360

• Statewide platform

• Coordinate with non-medical drivers of health

• Closes loop on referrals made

• Reports outcomes

• Resource directory using 2-1-1

• Providers only send a referral through the system to other 

organizations also using NCCARE360. 



NCCARE360 



Public Health and QI





Research VS QI – Is change and 

Improvement?

40



How do you know change is an improvement?







RECOMMENDATIONS TO ADDRESS 

HEALTH GAPS IN NORTH CAROLINA

•Tobacco prevention/cessation policies

• Proactive quitlines

• Smoke-free policies for indoor areas

• Restrictions on tobacco marketing

• Increasing tobacco taxing or point-of-sale 

fees

•Vaping and E-cigarette use in Youth



RECOMMENDATIONS TO ADDRESS 

HEALTH GAPS IN NORTH CAROLINA

•Sexual health programs
• Condom availability programs

• Partner counseling services

• School-based reproductive health clinics

• Comprehensive sexual education risk 

reduction programs



RECOMMENDATIONS TO ADDRESS 

HEALTH GAPS IN NORTH CAROLINA

•Access to health care

• Federally qualified health centers

• Health insurance enrollment and outreach

• Telemedicine programs

• Community health workers



RECOMMENDATIONS TO ADDRESS 

HEALTH GAPS IN NORTH CAROLINA

•Education

• Community schools

• Dropout prevention programs

• Targeted truancy interventions

• Universal pre-K programs



RECOMMENDATIONS TO ADDRESS 

HEALTH GAPS IN NORTH CAROLINA

•Employment/Income

• Unemployment insurance

• Vocational training for adults

• Earned income tax credits

• Funding for child care subsidies

• Living wage laws

• Paid family leave



What is the Difference between 

Population Health and Public Health?

https://www.youtube.com/watch?v=GDWDb_G7Hvs&featur

e=youtu.be

https://www.youtube.com/watch?v=GDWDb_G7Hvs&feature=youtu.be




Population health has moved upstream



Thank you!
Suzanne Lea, PhD, MPH

LeaC@ecu.edu

252-744-4036



Case Studies


